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INFECTIOUS  MONONUCLEOSIS 

Though  not  a new  disease  infectious  mono- 
nucleosis has  been  reported  under  so  many 
different  names  since  Pieffer  first  described 
it  under  the  term  “Drusenfieber”  in  1889 
there  is  room  for  some  confusion  about  the 
condition  especially  in  the  minds  of  general 
practitioners.  The  prominence  which  the  con- 
dition has  assumed,  because  of  more  careful 
diagnostic  scrutiny  and  possibly  because  of 
increased  prevalence  makes  it  obligatory  for 
the  family  medical  advisor  to  be  informed 
and  ready  to  make  the  diagnosis  and  to 
meet  the  lay  inquiries  about  the  disease 
which  of  late  has  been  diagnosed  and  freely 
discussed  among  relatives  and  friends  and 
occasionally  handed  on  with  the  cocktail  and 
not  infrequently  at  formal  dinners  where 
doctors  may  gather. 

Such  favored  physicians  if  well  informed 
may  promptly  enlighten  all  who  are  intrigued 
by  the  tempting  lure  of  medical  gossip,  if 
they  quote  Musser’s  definition  of  the  dis- 
ease, “an  acute  contagious  disease  of  the 
reticulo-endothelial  system  characterized  by 
glandular  enlargement,  fever,  hepatomegaly, 
splenomegaly,  increase  of  the  mononuclear 
cells  and  symptoms  of  constitutional  debili- 
tation”. 

Seriously  speaking,  a working  and  talking 
knowledge  of  the  condition  is  of  increasing 
importance  to  the  people  and  the  medical 
profession. 

While  in  the  brief  space  allotted  editorials, 
it  is  impossible  to  convey  an  adequate  im- 
pression of  the  varied  clinical  manifestations 
of  this  relatively  benign  condition  with  its 
multiple  complications  and  its  widespread 
and  varied  pathological  manifestations,  it 
seems  pertinent  to  urge  all  physicians  not 
already  armed  with  the  main  diagnostic, 
pathologic,  therapeutic  and  prognostic  facts 
to  look  up  the  latest  authorities,  replenish 
the  stockpile  and  be  ready  to  “pass  the  am- 
munition”. 

PHYSICIAN  HEAL  THYSELF 

Physicians  who  advise  periodic  health 
examinations  should  practice  what  they 
preach.  Statistical  studies  show  that  the 
annual  death  rate  of  physicians  is  consider- 
ably higher  than  that  of  the  general  popu- 


lation. This  alone  should  cause  physicians 
to  become  interested  in  their  own  health. 

As  far  as  can  be  determined  through 
available  sources  of  information  in  Okla- 
homa there  has  been  no  concerted  effort  to 
determine  why  physicians  have  a higher 
mortality  rate  than  other  people.  Neither 
has  there  been  any  obvious  plan  for  uniform 
check  up  to  determine  the  individual  phy- 
sician’s state  of  health  and  to  chart  his 
future  according  to  his  physical  competency, 
or,  in  other  words,  instituting  stop  gaps  and 
safeguards  with  a view  of  preventing  illness 
and  prolonging  life.  While  advocating  the 
production  of  more  doctors  would  it  not  be 
wise  to  institute  plans  for  the  prolongation 
of  life  among  those  already  in  practice. 

Is  not  this  a problem  for  consideration  by 
the  council  of  the  State  Medical  Association? 
Perhaps  the  State  Association  could  devise 
ways  and  means  to  provide  diagnostic 
studies  and  advice  similar  to  that  often 
made  available  to  employes  in  industry  and 
to  individual  patients  by  their  physicians. 
In  other  words,  a service  for  physicians  the 
equal  of  that  advised  for  their  patients  and 
friends. 

LOOKING  BACK 

THE  PUBLIC  HEALTH  SERVICE  AND 
ENVIRONMENTAL  HEALTH 

The  Public  Health  Service  has  announced 
a book  on  “Environment  and  Health”1 — the 
first  to  deal  comprehensively  with  this 
theme. 

“Airs,  Waters  and  Places”  was  perhaps 
Hippocrates’  greatest  work.  It  is  interesting 
to  note  that  2400  years  before  Public  Health 
Service  gets  around  to  the  task  of  making 
available  its  first  publication  on  environ- 
ment and  health,  Hippocrates  wrote  with 
great  intelligence  for  his  time,  on  the  local- 
ity, the  season,  the  water,  the  atmosphere 
and  the  winds.  He  discussed  environment 
and  its  effects  in  great  detail,  citing  the  peo- 
ple of  different  races  and  widely  separated 
localities  as  examples.  It  is  astonishing  how 
much  he  knew  and  how  many  of  his  con- 
cepts naturally  slip  into  modern  medical 
thinking. 


1.  Available  at  the  Government  Printing  Office,  Washington, 
D.  C.,  at  75  cents  per  copy. 


179281 
JUN  1 2 1953 


library  of  the 

college  OF  PHYSICIANS 


2 


Journal  of  the  Oklahoma  State  Medical  Association 


January,  1952 


A WARNING 

Unfavorable  effects  of  cortisone  and 
ACTH  in  cases  suffering  from  tuberculosis 
in  the  literature  and  the  reports  of  the 
Veterans  Administration  conference  on 
chemotherapy  in  tuberculosis,  there  is  cumu- 
lative evidence,  both  clinical  and  experi- 
mental (in  the  laboratory)  that  the  admin- 
istration of  cortisone  and  ACTH  tends  to 
re-activate  latent  tuberculosis  and  to  cause 
exacerbations  of  active  tuberculosis  regard- 
less of  the  stage  of  the  disease  or  the  degree 
of  activity.  This  danger  should  be  kept  in 
mind  and  patients  should  have  a thorough 
examination  to  determine  the  presence  or 
absence  of  tuberculosis  anywhere  in  the 
body  before  these  therapeutic  agents  are 
employed.  Patients  receiving  cortisone  or 
ACTH  should  be  carefully  watched  for 
symptoms  and  signs  developing  in  lesions 
not  discovered  by  previous  examinations. 

HOW  GREAT , HOW  VULNERABLE, 
HOW  SMALL,  HOW  SELFISH 
ARE  THE  GREAT 

In  the  last  quarter  of  the  19th  Century 
Frederick  III,  married  to  the  daughter  of 
Queen  Victoria  of  England,  father  of  Kaiser 
Wilhelm  II  of  Germany,  developed  a hoarse- 
ness after  an  attack  of  measles.  Being  un- 
able to  shake  off  the  persistent  hoarseness 
and  an  annoying  cough,  Professor  Gerhardt, 
the  laryngologist  examined  his  throat  and 
discovered  an  excresence  on  the  left  vocal 
cord.  An  unsuccessful  attempt  to  remove  the 
new  growth  was  followed  by  a series  of 
cauterizations.  The  growth  apparently  dis- 
appeared and  the  treatment  was  considered 
satisfactory.  A few  weeks  later  the  growth 
recurred  and  was  found  to  be  larger  than 
before  cauterization.  Cancer  of  the  larynx 
was  suspected  and  Professor  Von  Bergmann 
of  Berlin  was  called  in  consultation.  It  was 
agreed  that  the  growth  was  malignant  and 
removal  of  the  larynx  advised.  Because  of 
the  royal  position  of  the  patient  and  the  risk 
involved,  the  famous  English  laryngologist 
Morell  Mackenzie  was  consulted.  After  ex- 
amination he  refused  to  concur  without  a 
biopsy.  Rudolph  Virchow,  the  father  of 
cellular  pathology,  examined  the  fragments 
of  tissue  and  reported  no  evidence  of  ma- 
lignancy. The  attending  physicians  were  dis- 
credited and  Mackenzie  took  charge  of  the 
case.  Because  of  the  favorable  diagnosis, 
Mackenzie  was  idealized,  knighted  and  dec- 
orated with  the  Grand  Cross  of  the  Hohen- 
zollern  Order. 

Two  or  three  months  later  Mackenzie 
found  that  the  growth  had  taken  an  un- 


favorable turn  with  a “distinctly  malignant 
look”.  All  the  physicians  formerly  connected 
with  the  case  were  called  and  it  was  agreed 
that  the  larynx  should  be  removed  but  op- 
eration was  declined.  Breathing  became  more 
difficult  and  finally  life  was  prolonged  by 
tracheotomy.  On  June  15,  1888,  approxi- 

mately two  years  and  three  months  after 
his  German  physician  had  diagnosed  his 
case  and  only  three  months  after  he  ascend- 
ed the  throne,  the  Emperor  Frederick  III 
died  of  bronchi-pulmonary  infection  associat- 
ed with  cancer  of  the  larynx. 

Since  Frederick  III  apparently  was  more 
conservative  and  less  ambitious  than  his 
son,  the  late  Kaiser,  one  wonders  what  might 
have  been  the  course  of  history  if  laryngec- 
tomy had  been  performed  when  first  advised 
and  he  had  lived  to  rule  Germany  through 
the  first  two  decades  of  the  20th  Century. 

It  is  interesting  to  note  that  Virchow  dis- 
claimed responsibility  because  he  could  not 
be  held  responsible  if  the  specimen  did  not 
contain  the  cancer  cells  and  Mackenzie  claim- 
ed the  growth  had  taken  on  malignant  char- 
acteristics after  his  first  examination. 

Though  the  element  of  error  in  such  pro- 
cedures has  been  greatly  reduced,  such  mis- 
takes are  still  possible.  In  this  connection  it 
should  be  observed  that  experience  in  social 
and  professional  relations  suggest  that  fav- 
orable progress  in  human  nature  is  lagging 
far  behind  that  exhibited  in  the  field  of 
science. 

THE  SO-CALLED  SAFETY  BELT 

In  a Paris  to  London  flight  of  British 
European  Airways  a Viking  plane  crashed 
at  the  London  airport  October  31,  1950. 
Twenty-eight  of  the  30  occupants  were 
killed. 

In  the  British  Medical  Journal  Donald 
Teare,  M.D.1  has  reported  on  the  post-mor- 
tem examinations  of  the  28  victims.  Since 
this  is  relatively  a new  field  for  the  path- 
ologist and  of  great  interest  to  all  phy- 
sicians, the  causes  of  death  are  reproduced 
as  listed:  fractured  skull,  10;  fractured 
cervical  spine,  1 ; traumatic  subarachnoid 
hemorrhage,  1 ; ruptured  aorta,  8 ; ruptured 
lungs,  3 ; ruptured  heart,  3 ; and  ruptured 
liver  and  spleen,  2. 

The  author  says,  “it  would  appear  that 
had  no  fire  occurred  the  fate  of  the  occu- 
pants would  have  been  the  same.” 

The  author  saw  only  three  other  cases  of 
rupture  of  the  aorta  in  2,500  autopsies,  one 
in  the  radio  operator  of  the  Dakota  which 
crashed  at  Mill  Hill  and  two  due  to  traffic 
accidents.  This  intriguing  subject  is  well 


January, 1952 


Journal  of  the  Oklahoma  State  Medical  Association 


3 


defined  in  these  paragraphs  lifted  from 
Doctor  Teare’s  discussion : 

“The  ruptures  of  the  aorta  were  asso- 
ciated with  fractures  of  the  ribs,  disruption 
of  the  intercostal  muscles,  fractures  of  the 
spine,  or  laceration  and  bruising  of  the 
surface  of  the  liver.  These  injuries  were,  in 
my  opinion,  caused  by  acute  flexion  of  the 
body  over  the  safety-belt.  A similar  mech- 
anism could  well  have  accounted  for  the 
findings  in  the  eight  who  died  from  lacera- 
tion of  the  heart,  lungs,  or  liver  and  spleen. 
It  would  also  appear  that  had  these  travellers 
been  seated  with  their  backs  ‘to  the  engine’ 
and  supported  by  cushioned  upholstery  these 
particular  types  of  injury  might  have  been 
avoided. 

“It  is  clearly  of  little  consolation  to  escape 
a sudden  death  only  to  die  in  a conflagation, 
but  not  all  crashed  aircraft  catch  fire,  and 
presumably  with  advances  in  foam-protected 
petrol  tanks  the  danger  of  fire  will 
diminish.” 

Until  our  seats  are  reversed  and  supplied 
with  heavy  upholstering,  a Women’s  Home 
Companion,  a Saturday  Evening  Post  or 
better,  a copy  of  Fortune  between  the  pas- 
senger’s abdomen  and  his  so-called  safety 
belt  may  break  the  shock  and  offer  the  pas- 
senger a chance  to  escape  the  fire. 

What  can  be  said  of  speed,  that  surpasses 
man’s  physiological  limitations  and  poses  so 
many  difficult  problems  in  equally  as  many 
scientific  realms  yet  inadequately  explored? 
It  appears  that  the  engineer  has  thrown  us 
out  of  gear. 

1.  Post-Mortem  Examinations  on  Air-Crash  Victims,  Donald 
Teare,  M.D.,  M.R.C.P.,  Brit.  Med.  Assn.  J.  No.  4733:  707-8 
(September  22)  1951. 


FOR  THE  NEW  YEAR 

I recommend  the  philosophy  of  life  ex- 
pressed by  Sir  William  Osier  in  his  three 
ideals : 

“I  have  three  personal  ideals.  One  is  to 
do  the  day’s  work  well  and  not  bother  about 
tomorrow.  The  second  ideal  is  to  act  the 
Golden  Rule,  as  far  as  in  me  lay,  towards 
my  professional  brethren  and  towards  the 
patients  committed  to  my  care.  The  third 
has  been  to  cultivate  such  a measure  of 
equanimity  as  would  enable  me  to  hear  suc- 
cess with  humility,  the  affection  of  my 
friends  without  pride,  and  be  ready  when 
the  day  of  sorrow  and  grief  came  to  meet 
it  with  the  courage  befitting  a man.” 


MEDUCATION 

By  accident,  Dr.  R.  C.  Baker,  editor  of 
one  of  the  best  county  medical  society  bul- 
letins in  the  state  coined  the  following  sig- 
nificant word.  Doctor  Baker  wrote  an 
editorial  about  the  recommitment  of  Senate 
Bill  337  to  the  Senate  Labor  and  Public 
Welfare  Committee.  He  sent  the  editorial  to 
press  supposedly  under  the  following  title, 
“Federal  Aid  to  Medical  Education  Bill  Gets 
Set-Back.”  When  the  Bulletin  came  out  he 
was  surprised  to  find  the  following  title, 
“Federal  Aid  to  Meducation  Bill  Gets  Set- 
Back.”  The  word,  never  heard  of  before,  has 
been  filed  by  the  publishers  of  Webster’s 
New  International  Dictionary  and  will  be 
included  in  the  next  edition  if  its  usage 
warrants.  In  these  days  of  increasing  de- 
mands, a short  cut  to  medical  education  is 
greatly  to  be  desired.  At  any  rate  the  Journal 
congratulates  Doctor  Baker,  the  versatile 
editor  of  the  Bulletin  of  the  Garfield-King- 
fisher  County  Medical  Society. 


In  the  magnificent  book  entitled  On  the  Physician 
there  are  various  observations  which  on  account  of  their 
freshness,  vitality,  and  correctness  deserve  to  be  read 
and  considered  even  today.  ‘ ‘ For  the  physician  it  is 
unquestionably  an  important  point  to  have  a fine  appear- 
ance and  to  be  well  nourished,  because  the  public  believes 
that  those  who  do  not  know  how  to  take  care  of  their 
own  bodies  are  not  in  a position  to  think  about  the  care 
of  others.  He  should  know  how  to  be  silent  at  the  proper 
moment  and  should  conduct  a regular  life,  because  this 
contributes  much  to  his  good  reputation.  His  behaviour 
should  be  that  of  an  honest  man  and  as  such  he  should 
appear  gentle  and  tolerant  before  honest  men.  He  should 
not  act  impulsively  nor  precipitately;  he  should  main- 
tain a calm  and  serene  visage  and  should  never  be  in  a 
bad  humour,  but  on  the  other  hand  should  not  appear 
too  gay.”  — History  of  Medicine  (by  Castiglioui) 
page  157. 

TOO  LATE  HE  DISCOVEEED  THIS 

“You  cannot  trust  the  battle  of  freedom  to  socialism. 
Socialism  lias  no  interest  in  liberty.  Socialism  is  the 
negation  of  liberty.  Socialism  means  the  community  in 
bonds.  If  you  establish  a Socialist  community  it  means 
the  most  comprehensive,  universal  and  pervasive  tyranny 
that  this  country  has  ever  seen.  It  is  like  the  sand  of 
the  desert.  It  gets  into  your  food,  your  clothes,  your 
machinery,  the  very  air  you  breathe.  They  are  all  gritty 
and  regulations  , orders,  decrees,  rules.  That  is  what 
socialism  means.” — Lloyd  George. 
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SCIENTIFIC  ARTICLES 

PENETRATING  ABDOMINAL  INJURIES  ' 

Charles  M.  O’Leary,  M.D. 

Oklahoma  City,  Oklahoma 


INTRODUCTION 

Penetrating  abdominal  injuries  during  the 
civil  war  were  associated  with  the  appalling- 
mortality  of  90  per  cent.  Despite  the  re- 
markable development  of  abdominal  surgery 
and  adjuvant  therapy,  the  mortality  during 
the  last  world  war  was  approximately  40 
per  cent.  The  quickening  pace  of  mass 
destruction  has  voided  many  of  the  benefits 
of  modern  surgical  knowledge.  The  victim 
of  the  modern  bomb  not  only  becomes  the 
recipient  of  the  intrinsic  component  parts 
of  the  shell,  but  is  subject  to  fragmentation 
of  anything  that  is  in  the  path  of  the  ex- 
plosion. 

To  a lesser  degree  the  management  of 
penetrating  injuries  in  the  civilian  popula- 
tion constitutes  an  ever  increasing  problem. 
It  is  the  intent  of  the  author  to  discuss  some 
of  these  factors  which  contribute  to  a more 
successful  management. 

indications  for  surgery 

With  certain  exceptions,  penetrating 
wounds  of  the  abdomen  should  be  explored 
as  soon  as  the  condition  of  the  patient  per- 
mits. Needless  to  say,  a patient  who  is 
morabund  and  dying  will  receive  no  serious 
consideration  for  surgical  intervention.  The 
exceptions  to  operative  intervention  that 
will  receive  further  discussion  are  small  stab 
wounds,  shotgun  wounds  at  a distance  and  a 
patient  recovering  from  a penetrating 
wound  of  more  than  36  hours  duration. 
With  temerity  the  surgeon  may  pursue  a 
conservative  management  in  small  stab 
wounds  of  the  liver,  kidney  or  empty  stom- 
ach. Granted  the  ideal  circumstances  of  the 
injury  of  the  listed  organs  by  an  object 
such  as  an  ice  pick,  recovery  may  occur 
without  exploration.  However,  with  a full 
stomach,  concomitant  bowel  damage,  or 
spleen  laceration,  a mortality  may  be  ex- 
expected.  Wangensteen  has  shown  in  experi- 
mental animals  that  if  the  stomach  is  empty, 
wounds  up  to  1 cm  in  length  are  tolerated 
without  mortality,  so  that  under  certain 

Presented  before  the  General  Session  at  the  Annual  Meeting 
of  the  Oklahoma  State  Medical  Association,  May  23,  1951. 


circumstances  recovery  may  be  expected 
even  following  small  stab  wounds  of  this 
organ.  In  penetrating  injuries  of  the  upper 
stomach  or  esophageal  gastric  junction  the 
surgeon  must  evaluate  the  danger  of  the 
injury  as  opposed  to  the  hazard  of  thoraco 
abdominal  approach. 

Close  range  shotgun  wounds  are  often 
hopeless.  Patients  who  survive  to  be  consid- 
ered for  surgery,  frequently  have  irrepar- 
able soft  tissue  and  visceral  damage.  Shot- 
gun wounds  fired  at  a distance  producing 
multiple  perforations  of  the  abdominal  wall 
incur  comparable  pathology  of  the  viscera. 
It  is  not  feasible  nor  proper  to  attempt  by 
laparotomy  to  close  hundreds  of  perfora- 
tions. These  perforations  are  so  small  that 
spontaneous  closure  occurs,  if  not  trauma- 
tized by  a surgical  procedure.  Surgical  inter- 
vention will  produce  extrusion  of  feculent 
material  with  concomitent  peritonitis.  Ad- 
juvant therapy  is  institute.  The  patient  is 
observed  for  development  of  localized  ab- 
cesses,  secondary  hemorrhage  or  frank  per- 
foration and  treated  for  these  complications. 
Willis,  Myer,  Counseller  and  others  have 
contributed  to  this  axiom. 

Conservative  management  is  proper  in  a 
patient  obviously  recovering  from  a pene- 
trating wound  of  more  than  36  hours  dura- 
tion. Such  a patient  usually  has  neither  a 
bowel  perforation  nor  continuing  internal 
hemorrhage. 

THE  PENERATING  AGENT 

The  destructive  effect  of  close  range  shot- 
gun wounds  has  been  stated.  The  innumer- 
able secondary  projectiles  from  explosion, 
the  caliber,  velocity  and  jacketing  of  bullets 
are  important.  Number  22s  are  relatively 
benign ; 38s  and  45s  often  require  resection 
due  to  traumatizing  and  explosive  effect. 
Stab  wounds  that  penetrate  the  peritoneal 
cavity  may  not  injure  viscera.  Martin  failed 
to  find  visceral  injury  in  31  of  37  cases  of 
stab  wounds  in  his  series.  The  average  mor- 
tality of  stab  wounds  is  approximately  one- 
third  of  the  bullet  wounds.  Pronounced 
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eviscerations  often  present  very  little  shock 
and  have  uneventful  recoveries.  The  most 
virulent  infections  follow  the  assailants’ 
practice  of  spitting  on  the  blade  before 
plunging  it  in.  For  this  reason  abdominal 
wall  tissue  should  not  be  closed  tightly. 

DIRECTIONAL  COURSE  OF  PENETRATING 
WOUNDS 

In  most  instances  of  bullet  wounds  the 
straight  line  rule  is  of  considerable  value. 
The  correct  interpretation  of  this  rule  is 
predicated  upon  the  presence  of  a wound  of 
entrance  and  exit  or  the  presence  of  a pal- 
pable spent  bullet  in  the  subcutaneous  tissue. 
However  the  supine  position  of  the  patient 
on  the  operating  table  probably  was  not  the 
position  of  the  patient  at  the  time  of  the 
wound.  The  shift  of  mobile  viscera  with 
change  of  the  position  of  the  patient  must 
be  recalled.  In  the  abscence  of  a wound  of 
exit  a study  of  a wound  of  entrance  indicates 
at  least  the  initial  direction  of  the  missile 
prior  to  deflection  by  bony  parts.  A concen- 
tric area  of  abrasion  and  contusion  indicates 
the  course  to  be  penetrating  visceral  struc- 
tures. If  the  area  of  abrasion  is  to  the  right 
of  the  edge  of  the  wound  it  signifies  that  the 
missile  has  passed  from  right  to  left.  The 
degree  of  undermining  beneath  the  edge  of 
the  wound  opposite  the  area  of  abrasion  may 
indicate  the  obliquity  of  the  course  of  the 
bullet.  Since  a spent  bullet  may  fall  away 
from  its  prior  pathway,  the  position  of  a re- 
tained bullet  in  the  roentgenogram  should 
be  used  with  caution  to  predict  the  visceral 
injury.  The  bizzare  course  of  projectiles  is 
due  more  often  to  the  position  of  the  patient 
at  the  time  of  the  injury  than  to  deviation 
or  deflection  by  bony  structures. 

All  penerating  wounds  which  cause  vis- 
ceral injuries  do  not  occur  in  the  anterior 
abdominal  wall.  Sir  Gordon  Taylor  reports 
that  in  only  60  per  cent  of  the  intra  abdom- 
inal injuries  seen  in  England  during  world 
war  II  was  the  wound  of  entrance  in  the 
anterior  abdominal  wall.  In  20  per  cent  it 
had  been  in  the  back,  while  in  the  other  20 
per  cent  the  wound  of  entrance  occurred  in 
the  buttocks.  In  the  buttock  wounds,  rich- 
ochet  of  the  bullet  is  more  prone  to  occur. 
Since  half  of  the  ribs  cover  the  abdomen  all 
penetrating  wounds  below  the  fifth  ribs 
should  be  viewed  as  the  possible  source  of 
abdominal  perforations. 

FACTORS  DETERMINING  PROGNOSIS 

The  prognosis  depends  upon  four  factors 
listed  in  decreasing  degree  of  importance. 
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These  factors  are  the  extent  and  type  of 
visceral  damage,  the  experience  and  judg- 
ment of  the  surgeon,  the  time  between  in- 
jury and  treatment  and  the  degree  of  hemor- 
rhage. The  variation  in  extent  of  visceral 
damage  dependent  upon  the  penetrating  ob- 
ject has  been  discussed.  Penerating  injuries 
of  the  diaphgram,  liver,  stomach  and  pan- 
creas, large  vessels  and  the  colon  are  accom- 
panied by  a most  unfavorable  prognosis. 
Penetrating  injuries  of  such  retro-peritoneal 
structures  as  the  colon,  pancreas,  duodenum, 
associated  as  they  are  with  retro-peritoneal 
damage  are  most  often  fatal.  The  lapse  of 
time  between  operative  intervention  and  the 
injury,  hemorrhage  with  associated  shock 
have  become  of  lesser  importance  in  the 
prognosis.  The  improved  facilities  for  ade- 
quate and  continuous  blood  replacement  and 
the  advent  of  antibiotic  therapy  coupled  with 
the  generous  use  of  these  agents  by  the  sur- 
geon has  produced  this  change.  The  optimum 
time  for  abdominal  casualties  however  con- 
tinues to  be  preferably  less  than  four  and 
not  later  than  six  hours  after  the  injury. 

OBJECTIVE  MANAGEMENT 

A generous  abdominal  incision  will  re- 
ward the  operator.  Tht  presence  of  a large 
amount  of  blood  impels  the  surgeon  to  locate 
the  source  of  the  bleeding  at  the  very  be- 
ginning of  the  laparotomy.  Then  the  abdom- 
inal viscera  should  be  explored. 

The  multiple  of  two  rule  applies  particu- 
larly to  the  small  intestine.  All  of  the  small 
intestine  must  be  visualized  prior  to  deter- 
mining definite  treatment.  Unless  complete 
visualization  is  done,  valuable  time  may  be 
lost  in  closing  perforations  which  are  ad- 
jacent and  require  bowel  resection.  Mesen- 
teric stripping  of  greater  than  five  cm 
usually  requires  segmental  resection.  Mesen- 
teric hematomas  adjacent  to  the  bowel  re- 
quire inspection  of  the  mesenteric  border  of 
the  bowel  to  eliminate  a perforation.  More 
deeply  situated  quiescent  mesenteric  hema- 
tomas are  not  disturbed. 

With  colon  perforations,  retro-peritoneal 
hemorrhage  and  spillage  produce  virulent 
infections.  Flank  drainage  is  preferable  in 
injuries  of  ascending  and  descending  seg- 
ments. If  simple  closure  is  feasible,  proximal 
decompressive  colostomy  is  preferable.  If 
damage  necessitates  resection,  exteriorization 
is  attendant  by  better  results  than  primary 
anastomosis. 

The  spleen,  liver  and  stomach,  and  less 
often  the  doudenum  and  pancreas  are  in- 
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jured  simultaneously.  Any  spleen  injury, 
regardless  of  how  trivial,  is  indication  for 
splenectomy.  Few  gastric  perforations  are 
single.  Suture  of  the  liver  is  not  often  suc- 
cessful and  better  results  follow  the  use  of 
a gelfoam  or  if  necessary  a gauze  pack. 
Simple  closure  of  the  doudenum  is  manda- 
tory. Adequate  drainage  for  pancreatic 
wounds  is  preferable. 

Bladder  perforations  are  closed  and  either 
suprapubic  or  urethral  drainage  instituted. 
If  the  damage  to  the  kidney  is  confined  to 
the  parenchyma  or  capsule  and  in  some  in- 
stances perhaps  the  pelvis,  conservative  sur- 
gery is  attended  by  good  results.  Damage 
to  the  vascular  pedicle  requires  a nephrec- 
tomy. Occasionally  the  patient  may  not  have 
an  opposite  kidney. 

Rectal  impalements  warrant  a separate 
discussion.  The  penetrating  object  may  enter 
the  rectum  through  the  anus  or  pierce  the 
perineum  and  secondarily  perforate  the  rec- 
tum. Most  often  the  perforation  is  located 
on  the  anterior  wall  of  the  rectum  and 
within  reach  of  the  palpating  finger.  The 
investigation  should  include  the  type  of 
penetrating  object,  a sigmoidoscopic  exami- 
nation and  a roentenogram  of  the  abdomen 
for  air  under  the  diaphgram.  If  laparotomy 
is  mandatory,  possible  injured  viscera  in- 
clude the  bladder,  ureters  and  small  bowel. 
Other  injuries  have  been  reported.  The  ab- 


dominal exploration  should  be  thorough. 
The  laceration  should  be  closed,  a temporary 
colostomy  performed  and  the  peri-rectal 
space  drained  by  perineal  route. 

CONCLUSIONS 

1.  Few  exceptions  exist  for  operative  in- 
tervention in  penetrating  abdominal  injuries. 

2.  The  value  of  a knowledge  of  the  course 
of  the  penetrating  object  and  the  use  of  the 
rule  of  multiple  of  two  for  perforations  is 
emphasized. 

3.  The  prime  factor  for  prognosis  is  the 
extent  and  nature  of  the  injury. 

4.  Systematic  abdominal  explorations 
should  be  done  prior  to  the  selection  of  defi- 
nitive surgical  treatment. 
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MEDICAL  SOCIETIES  AROUND  THE  STATE 


IS  YOUR  COUNTY  LEFT  OUT  THIS  MONTH?  SECRETARIES  ARE  REQUESTED  TO  SEND  THE  JOURNAL 
REPORTS  OF  THEIR  COUNTY  SOCIETY  MEETINGS  SO  THAT  NEWS  FROM  EACH  COUNTY  SOCIETY 
CAN  BE  INCLUDED  IN  THIS  MONTHLY  FEATURE. 


Grady-Caddo 

Members  of  the  Grady-Caddo  County  Medical  Society 
met  in  Chickasha  for  their  last  meeting-. 

Tri-County 

The  Tri-County  Medical  and  Pharmaceutical  Associa- 
tion and  auxiliary  recently  held  a dinner  and  scientific 
program  in  Hugo.  H.  G.  Muchmore,  M.D.,  director  of  the 
out-patient  department  at  University  Hospitals,  Okla- 
homa City,  was  guest  speaker. 

Tulsa  County 

Charles  G.  Stuard,  M.D.,  Tulsa  ophthalmologist,  was 
speaker  at  a recent  meeting  of  the  Tulsa  County  Medical 
Society.  His  paper  was  entitled  “Surgery  for  Cat- 
aracts.” 


Ottawa-Craig 

Information  on  the  Ottawa-Craig  county  Medical 
Society  can  be  found  elsewhere  in  the  Journal  under 
the  article  about  50  Year  Pin  awards. 


lackson  County 

M.  M.  Appleton,  M.D.,  Oklahoma  City,  was  guest 
speaker  at  a meeting  of  the  Jackson  County  Medical 
Society  held  recently  in  Altus. 

Cleveland  County 

Guest  speaker  at  the  November  business  meeting  of 
the  Cleveland  County  Medical  Society  in  Norman  was 
George  H.  Garrison,  M.D.,  Oklahoma  City. 
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THE  USE  OF  BANTHINE  IN  THE  TREATMENT 
OF  DUODENAL  ULCERS 


Thomas  E.  Johnston,  M.D. 

OKLAHOMA  CITY,  OKLAHOMA 


Numerous  preparations  have  been  devel- 
oped during  the  past  two  decades  for  use  in 
the  treatment  of  gastric  and  duodenal  ulcers. 
A few  of  these  preparations  are,  the  alumi- 
num compounds,  the  tri-carbonates,  various 
anti-spasmodics,  the  old  standby,  tincture  of 
belladonna  and  more  recently  a steroid  com- 
pound. All  of  these  drugs  afforded  varying 
degrees  of  relief  for  a time  and  in  the  milder 
cases  effectually  controlled  the  ulcer  and 
relieved  the  discomfort,  but  in  the  more 
severe  cases,  relief  was  only  temporary  or 
partial  and  the  ulcer  either  persisted  or 
recurred  despite  their  continuous  use  plus  a 
limited  diet.  If  the  ulcer  failed  to  recur 
vagotonia  returned  to  either  partially  or 
completely  incapacitate  the  individual  for 
varying  periods  of  time,  usually  in  the 
spring  or  autumn. 

Grimson,  Longino  and  their  associates  re- 
ported that  Banthine  (Methantheline  bro- 
mide) produced  prolonged  depression  of 
gastro-intestinal  motility  and  usually  de- 
pressed HC1  secretion  and  that  the  action 
thus  produced  was  in  effect  a partial  medi- 
cal vagotomy  when  the  medication  was  used 
in  adequate  dosages.  Their  report  was  so 
encouraging  that  the  writer  lost  no  time  in 
obtaining  some  Banthine  for  use  in  the 
treatment  of  his  own  ulcer  and  later  that 
of  some  of  his  patients. 

Since  March  1950,  I have  administered 
Banthine  regularly  to  145  patients  for  pe- 
riods varying  from  three  to  15  months  with 
unusually  gratifying  results.  During  the 
earlier  months  of  its  use,  administration 
was  limited  to  patients  who  had  demon- 
strable ulcers  as  revealed  by  roentegenologi- 
cal  studies,  and  prcgress  roentenograms 
were  obtained  in  four  to  six  weeks  after 
treatment  had  begun.  In  the  latter  months 
of  treatment,  Banthine  was  used  in  cases 
who  had  had  demonstrable  ulcers  at  some 
previous  time  but  who  had  only  minimal  to 
marked  deformity  of  the  duodenal  bulb  just 
prior  to  inception  of  therapy. 

Reviewed  in  the  Veterans  Administration  and  Published  with 
the  approval  of  the  Chief  Medical  Director.  The  statements  and 
conclusions  published  by  the  authors  are  the  result  of  their  own 
study  and  do  not  necessarily  reflect  the  opinion  of  policy  of  the 
Veterans  Administration.  Dr.  Thomas  E.  Johnston  is  a full-time 
employee  of  the  Veterans  Administration  Regional  Office,  Okla- 
homa City,  Oklahoma. 


The  majority  of  the  patients  treated  in 
this  series  of  cases  were  young  men.  The 
average  age  for  the  group  was  just  a frac- 
tion under  32  years,  and  the  average  dura- 
tion of  the  affliction  was  6.8  years.  Practi- 
cally all  of  the  patients  developed  ulcers 
during  their  period  of  service  in  World 
War  II  and  had  been  receiving  conventional 
therapy  with  only  temporary  or  partial  re- 
lief. Eleven  of  these  young  men  had  experi- 
enced perforation  and  26  had  had  one  or 
more  major  hemorrhages.  An  additional 
number  had  had  tarry  stools  at  irregular 
intervals  usually  preceded  by  weakness, 
vertigo  and  syncope.  Only  two  cases  had  to 
discontinue  the  drug  because  of  intolerance. 
The  remaining  143  patients  obtained  relief 
when  the  proper  dosage  had  been  deter- 
mined. 

The  symptoms  usually  disappeared  within 
48  hours,  but  in  approximately  15  per  cent 
of  the  patients,  full  relief  was  not  obtained 
for  periods  varying  from  seven  to  21  days. 
Sixty-five  per  cent  of  the  patients  required 
the  use  of  some  anti-acid  preparation  for 
neutralization  of  excess  hydrochloric  acid, 
but  in  these  patients  the  use  of  aluminum 
preparations  was  much  less  frequent  than  in 
the  past.  In  all  cases  metamucil  was  pre- 
scribed because  I have  found  that  even 
though  the  individual  is  not  constipated,  the 
use  of  a good  bland  bulk  aids  in  prevention 
of  gaseous  distention  and  permits  the  ef- 
fective use  of  smaller  doses  of  Banthine. 

Typical  comments  were:  “Doctor,  that  is 
miracle  medicine.  I am  getting  along  fine 
and  I can’t  thank  you  enough  for  the  re- 
lief.” Also,  “This  medicine  does  the  work 
when  the  going  is  the  worse.”  Perhaps  the 
most  illuminating  remark  was,  “Doctor,  I 
have  obtained  relief  for  varying  periods  of 
time  by  the  use  of  other  medicines,  but 
never  have  been  so  assured  that  continuous 
relief  is  within  my  grasp.” 

Progress  roentgenograms  at  the  end  of 
four-five  weeks  revealed  disappearance  of 
the  ulcer  in  141  cases.  The  two  patients  who 
failed  to  show  healing  at  this  time  were 
continued  on  medication  but  the  dosage  was 
increased  and  later  fluoroscopic  and  x-ray 
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studies  disclosed  healing.  When  the  indi- 
vidual patient  had  been  satisfactorily  estab- 
lished on  his  maintenance  dose  (varying 
from  25-100  mg.)  he  was  told  that  he  could 
eat  any  type  of  food  but  advised  that  it  was 
not  desirable  to  use  pork  or  rough  foods  too 
regularly.  In  all  cases,  as  has  been  my  cus- 
tom for  some  time,  defatted  milk  was  sub- 
stituted for  the  whole  milk  or  milk  and 
cream  previously  used.  Substitution  of  de- 
fatted milk  in  the  diet  for  whole  milk  or 
milk  and  cream  apparently  does  two  things : 
First,  the  individuals  who  have  gained  ex- 
cess weight,  especially  in  the  abdominal 
area,  lose  it  fairly  rapidly  and  second,  its 
use  prevents  the  formation  of  troublesome 
quantities  of  gas  and  the  patient  develops 
an  appetite  for  other  foods.  All  of  these 
patients  were  told  that  they  were  free  to 
take  a bourbon  and  seltzer  water  highball 
after  any  meal  if  they  so  desired. 

BANTHINE  USE  IN  OTHER  CASES 

Three  patients  with  doudenal  ulcer  and 
one  psychoneurosis  with  G.  I.  Conversion 
symptoms  had  the  additional  diagnosis  of 
erythema  multiforme.  In  these  cases  the 
oral  and  cutaneous  lesions  were  relieved  in 
12-24  hours  and  marked  regression  of  the 
lesions  was  noted  within  48  hours.  These 
cases  were  referred  to  me  by  a dermatologi- 
cal specialist  who  noted  in  their  history  that 
just  prior  to  the  appearance  of  the  oral  and 
cutaneous  lesions  the  patients  had  experi- 
enced acute  exacerbations  of  their  gastro- 
intestinal lesions.  At  this  time  some  two 
months  later,  lesions  had  not  reappeared. 

Banthine  was  used  in  one  case  of  gastric 
ulcer  with  dramatic  results.  This  50-year- 
old  male  obtained  complete  symptomatic  re- 
lief within  12  hours  and  has  remained  con- 
tinuously asymptomatic.  The  initial  roent- 
genogram revealed  the  presence  of  a large 
crater  on  the  lessor  curvature  of  the  stom- 
ach. Progress  x-rays  in  four  weeks  revealed 
marked  dimunition  in  the  size  of  the  ulcer 
and  the  eight  weeks  fluoroscopic  and  x-ray 
studies  revealed  complete  healing.  The  pa- 
tient is  still  maintaining  symptom  free  and 
is  very  happy  with  relief  obtained. 

Only  one  case  of  chronic  ulcerative  colitis 
was  seen  during  the  past  15  months.  This 
patient  came  in  complaining  of  persistent 
hunger  and  weakness  despite  frequent 
bland  meals.  He  weighed  just  131  pounds 
and  was  73  inches  in  height.  The  patient’s 
history  and  roentgenological  studies  sug- 


gested that  he  was  experiencing  the  dump- 
ing syndrome.  After  being  placed  on  100  mg. 
Banthine  dosage  he  was  able  to  satisfy  his 
hunger  with  regular  meals  and  at  the  end 
of  seven  days,  had  gained  five  pounds. 
Within  three  or  four  weeks  he  felt  able  to 
return  to  work,  The  initial  roentgenographic 
study  in  this  case  revealed  a markedly 
moth-eaten  appearance  of  the  mucosa  of  the 
large  intestine.  Follow  up  studies  in  the 
case  were  not  available  because  the  patient 
moved  away. 

TOXICITY 

The  side  reactions  of  Banthine  were  found 
to  be  usually  rather  mild  although  a few 
patients  complained  of  excessive  dryness  of 
the  mouth.  It  was  found  that  this  dryness 
could  be  markedly  mitigated  by  having  the 
patients  chew  gum  during  that  period  of 
time.  Three  patients  had  to  make  three  at- 
tempts at  taking  Banthine,  quitting  in  each 
instance  in  three  or  four  days,  but  finally 
they  persisted  and  found  the  dryness  much 
less  noticeable  after  several  days  of  treat- 
ment and  maintained  on  treatment. 

Dimunition  or  slowing  of  the  urinary 
stream  was  not  noted  in  this  group  of  pa- 
tients perhaps  because  of  their  youth. 

Full  doses  of  100  mg.  were  given  only  to 
those  patients  who  were  nauseated,  vomiting 
or  experiencing  intractable  pain  or  hemor- 
rhage and  in  even  these  cases,  it  was  usually 
possible  to  discontinue  taking  the  night  dose 
within  seven  days.  A few  of  the  older  pa- 
tients experienced  some  visual  disturbance, 
i.  e.,  frontal  and  occipital  headaches,  but 
these  cleared  up  in  six  or  seven  days  unless 
the  patient  was  in  need  of  spectacles. 

Except  in  the  more  severe  cases,  the  pa- 
tients were  given  an  initial  dose  of  one 
tablet  (50  mg.)  every  six  hours.  A few  of 
these  cases  required  a later  increase  to  one 
and  one-half  tablets  (75  mg.).  The  patients 
were  advised  to  space  their  meals  approxi- 
mately six  hours  apart  and  instructed  to 
take  the  medicine  from  30  minutes  to  one 
hour  after  meals.  The  timing  of  the  dosage 
depending  on  the  promptness  with  which 
post  meal  pain  appeared.  All  of  these  pa- 
tients were  instructed  to  disregard  the  night 
dose  unless  awakened  by  pain.  Occasionally 
it  had  to  be  taken  but  usually  after  two  or 
three  weeks,  only  at  very  infrequent  inter- 
vals. None  of  the  patients  have  developed 
any  toxic  symptoms  that  required  discon- 
tinuance of  the  drug. 
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Use  of  an  effective  bland  bulk  seems  to  be 
indicated  to  produce  maximum  relief  with  a 
minimum  dosage  of  Banthine.  Also,  after  a 
period  of  time  on  the  medication  the  patient 
appreciates  the  necessity  of  increasing  his 
dosage  in  times  of  additional  physical  or 
emotional  stress  and  is  therefore  enabled  to 
pursue  occupations  hitherto  interdicted  to 
him  because  of  his  disability. 

A number  of  patients  who  have  been 
placed  on  Banthine  prior  to  receiving  treat- 
ment in  this  office  were  not  getting  effectual 
results  because  in  numbers  of  cases,  the 
medication  has  been  given  30-45  minutes 
before  meals.  This  pre-meal  administration 
caused  undue  drying  of  the  buccal  mucosa 
at  a time  when  the  saliva  was  needed  in 
proper  mastication  of  food.  Given  at  this 
time,  it  also  caused  too  great  a slowing  of 
the  digestive  processes  just  when  increased 
secretion  was  needed  for  proper  digestion 
and  also  caused  retention  of  food  in  the 
stomach  for  a longer  period  than  was  com- 
patible with  a feeling  of  well  being. 

SUMMARY 

The  majority  of  the  patients  under  treat- 
ment tolerated  the  drug  well.  Those  given 
the  full  dose  of  100  milligrams  every  six 
horn's  were  the  severe  acute  cases  and  relief 
was  obtained  withous  embarrassing  or  irri- 
tating side  effect.  The  youthfulness  of  this 
group  of  patients  is  quite  apparently  the 
reason  no  urinary  difficulties  were  en- 
countered. 


The  use  of  Banthine,  bland  bulk  and  oc- 
casional anti-acids  has  permitted  this  young 
group  of  patients  to  work  at  jobs  requiring 
heavy  manual  labor,  such  as:  roughnecking 
in  the  oil  fields,  steel  work,  carpentry,  stone- 
masonry,  farming  and  other  strenuous  phy- 
sical occupations.  Another  group  that  dis- 
tinctly benefitted  were  people  engaged  in 
sales  work  on  a commission  basis. 

CONCLUSIONS 

1.  Banthine  has  proven  to  be  extremely 
effective  in  controlling  the  symptoms 
and  healing  the  lesions  of  duodenal 
ulcer. 

2.  Continuous  use  of  Banthine  prevents 
the  recurrence  of  the  ulcer  and  pre- 
cludes the  eventual  need  for  surgery. 

3.  Effectiveness  of  Banthine  in  the  treat- 
ment and  control  of  the  lesions  of 
erythema  multiforme  suggests  its  pos- 
sible effectiveness  in  this  and  other 
dermatological  diseases  somewhat  simi- 
lar in  nature. 

4.  The  prompt  relief  and  healing  of  the 
lesions  in  the  gastric  ulcer  patient  and 
the  ulcerative  colitis  patient  is  en- 
couraging but  not  conclusive. 
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ROLE  OF  POTASSIUM  IN  THE  BODY* 


John  B.  Morey,  M.D. 

ADA,  OKLAHOMA 


Interest  in  the  role  potassium  plays  in 
the  functioning  of  the  body  in  health  and 
disease  has  become  greatly  accelerated  in 
the  past  few  years  as  investigations  have 
added  to  our  knowledge  of  how  potassium  is 
utilized  in  the  body  in  health  and  the  various 
conditions  whiich  may  be  complicated 
by  hypopotassemia  or  hyperpotassemia. 
Whether  a patient  survives  his  primary 
illness  or  not  may  depend  upon  our  ability 
to  suspect,  diagnose,  and  correct  hypo — or 
hyperpotassemia. 

Potassium  is  one  of  the  important  cations 
of  the  body.  It  is  found  intracellularly. 
There  is  about  30  times  as  much  potassium 
found  in  the  body  cells  as  in  the  body  fluids. 
The  liver  and  the  muscles  contain  the  ma- 
jority of  the  body  potassium.  The  normal 
serum  potassium  is  4-5.4  milliequivalents 
per  liter  or  16-21  mgm  per  cent.1  The  in- 
tracellular potassium  is  about  115  milli- 
equivalent2  per  liter  or  23  times  the  serum 
potassium.  The  total  potassium  content  of 
the  body  is  about  4,000  milliequivalent 
(160  gms)  of  which  70  milliequivalent 
(2.7  gms)  is  in  extravellular  fluid.  Serum 
potassium  is  too  low  if  3.5  milliequivalents 
per  liter  or  less  and  too  high  if  6.5  millie- 
quivalents per  liter  or  above.  The  height  of 
the  serum  potassium  is  almost  always  a 
direct  action  of  the  concentration  of  in- 
tracellular potassium. 

The  normal  daily  requirement  of  potas- 
sium is  estimated  to  be  between  50  and  100 
millequivalent.3  Individuals  on  a normal  diet 
will  ingest  from  42-135  millequivalent  of 
potassium  daily.  Potassium  given  in  excess 
of  bodily  needs  to  a normal  individual  is 
not  retained  over  24  hours  in  the  body. 
The  minimal  excretion  of  potassium  in  in- 
dividuals not  receiving  potassium  is  1-90 
millequivalent  of  potassium  per  24  hours.3 

The  equilibrium  between  intracellular  and 
extracellular  potassium  is  constantly  chang- 
ing. Experiments  using  radio-active  isotopes' 
have  shown  that  cell  membranes  are  per- 
meable to  sodium  and  potassium  ions.  Radio- 
active potassium  ions  require  15  h.  to  reach 
equilibrium  with  intracellular  potassium. 
Evelyn5  by  using  radioactive  potassium 

Presented  before  the  General  Session  of  the  Oklahoma  State 
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found  that  when  potassium  is  added  to 
blood  serum  there  is  a reciprocal  exchange 
of  potassium  ions  between  the  serum  and 
the  red  blood  cells.  In  his  experiments  1.6 
per  cent  of  the  potassium  of  the  red  blood 
cells  was  exchanged  in  each  direction  each 
hour.  This  exchange  is  more  rapid  in  other 
cells  of  the  body.  Potassium  is  constantly 
being  excreted  in  the  urine  by  the  kidneys. 
The  renal  mechanism  seems  to  be  designed 
more  for  the  excretion  of  excess  potassium 
than  for  the  conservation  of  potassium. 
Losses  can  be  greatly  exaggerated  by 
diuresis,  acidosis  and  adrenocortical  hor- 
mone. There  are  also  a number  of  other 
factors  that  enter  into  the  constantly 
changing  equilibrium  between  intra-  and 
extracellular  potassium.  Gastric  juice6  con- 
tains some  40  milliequivalent  per  liter  of 
potassium.  Most  of  this  is  usually  re- 
absorbed but  in  vomiting  or  gastric  lavage 
or  suction,  most  of  it  is  lost  to  the  body. 
There  are  about  10  milliequivalent  of  po- 
tassium lost  each  24  hours  in  the  stool. 
Diarrhea  increases  this  loss.  This  amount 
of  potassium  ingested  in  food  each  day  is 
a factor.  Cellular  breakdown  as  occurs  in 
starvation  trauma  or  disease  causes  a 
change  in  equilibrium.7  With  each  gram  of 
nitrogen  released  from  cell  breakdown  2.4 
gm.  of  potassium  are  released  from  cells  to 
the  extracellular  fluid.  Glycogenesis  carries 
potassium  from  the  extracellular  fluids  into 
cells,  especially  the  cells  of  the  muscles  and 
liver  and  can  be  increased  by  the  ingestion 
of  glucose  and  the  injection  of  insulin  and 
epinephrine.8  Expansion  or  contraction  of 
extracellular  fluid  will  cause  a shift  in 
equilibrium. 

The  function  of  potassium  in  the  body  is 
not  entirely  clear.  In  order  for  potassium 
to  go  from  the  plasma  where  concentration 
is  low  into  cells  where  concentration  of 
potassium  is  high  energy  has  to  be  expended.5 
This  energy  is  thought  to  come  from  the 
utilization  of  glucose.  Insulin  and  epine- 
phrine both  seem  to  cause  more  potassium 
to  move  into  cells.7  Potassium  occurs  in- 
tracellularly in  an  ionized  state  and  in  col- 
loidal state.  Potassium  in  turn  seems  to  be 
necessary  for  the  normal  enzymatic  proc- 
esses in  the  carbohydrate  cycle  of  metabol- 
ism. Potassium  seems  to  play  a role  in 
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muscle  activity.  During  muscular  activity 
potassium  is  lost  from  the  cells  in  exchange 
for  sodium.  This  loss  is  in  some  way  related 
to  actual  contraction  of  the  muscle  or  its 
immediate  recovery  phase.  It  plays  an  im- 
portant role  in  the  normal  functioning  of 
the  neuro-muscular  synapse.  Potassium  in- 
jections will  re-establish  contraction  from 
nerve  stimulation  in  a muscle  previously 
paralyzed  by  curare.  Schrader9  in  1937 
showed  that  rats  fed  diets  low  in  potassium 
failed  to  grow  at  a normal  rate.  They  were 
weak  and  listless,  the  hair  tends  to  fall  out 
and  after  several  weeks  the  hearts  of  these 
animals  showed  areas  of  myocardial  ne- 
crosis. Darrow  and  Miller  10  in  1942  were 
able  to  produce  the  same  type  of  heart 
lesions  in  rats  by  feeding  them  a diet  low 
in  potassium  and  high  in  sodium  and  by 
giving  them  repeated  injections  of  desoxy- 
corticosterone  acetate. 

Under  normal  conditions  we  do  not  have 
to  worry  about  the  potassium  in  our  bodies. 
As  long  as  we  'are  able  to  eat  a well  bal- 
anced diet  our  potassium  intake  will  be 
adequate.  Any  excess  intake  over  body 
needs  will  be  excreted  in  the  urine  and 
stool.  Even  under  diseased  conditions  if  we 
are  able  to  eat  even  a relatively  balanced 
diet  there  is  very  little  chance  of  the  body 
concentration  of  potassium  becoming  so 
depleted  as  to  be  dangerous  and  if  renal 
secretion  is  maintained  there  is  no  danger 
of  developing  hyperpotassemia. 

Because  of  the  importance  of  a normal 
intra-  and  extracellular  concentration  of 
potassium  in  the  body,  one  should  be  famil- 
iar with  the  various  diseased  conditions  in 
which  the  concentration  may  be  increased 
or  decreased.  It  is  important  to  know  the 
symptoms  and  findings  characteristic  of  too 
much  or  too  little  potassium  and  to  know 
what  measures  are  necessary  in  order  to 
try  and  return  potassium  concentration  to 
normal. 

Hypokaliema  results  from  a number  of 
different  pathological  conditions.  Obligatory 
excretion  in  excess  of  intake  will  in  time 
lead  to  a deficiency  in  potassium  ions.  This 
can  be  hastened  by  dehydration,  trauma, 
shock,  hemorrhages  and  sometimes  surgical 
procedures.  Conditions  in  which  large 
amounts  of  fluids  are  lost  by  vomiting, 
duodenal  drainage,  drainage  from  fistulae, 
diarrhea,  cholera,  steatorrhea  and  pyloric 
obstruction  will  lead  to  hypokaliemia.  The 
giving  of  fluids  free  of  potassium  over  a 


period  of  time  to  a patient  who  is  not  eat- 
ing may  lead  to  hypokaliemia.  There  are 
rare  conditions  in  which  potassium  is  not 
absorbed  from  the  intestinal  tract  in  ade- 
quate amounts. 

The  administration  or  overproduction  of 
some  of  the  adrenal  steroids  may  accelerate 
the  excretion  of  potassium  by  the  kidneys 
and  lead  to  hypokaliemia.  This  has  been 
observed  by  investigators  in  individuals 
who  have  been  given  desoxycorticosterone, 
adrenocortical  extracts,  ACTH  and  corti- 
sone. In  some  cases  of  Cushing’s  syndrone 
associated  with  hyperactivity  of  the  adrenal 
cortex  a potassium  deficiency  may  develop. 
Adrenal  metaplasia  in  children  and  babies 
may  lead  to  virilism  and  often  to  electrolyte 
embalance. 

The  importance  of  cellular  exchange  in 
producing  a diminution  of  potassium  con- 
centration can  be  inferred  in  other  disturb- 
ances of  hydration,  in  familial  periodic 
paralysis  and  in  some  cases  receiving  in- 
sulin, testosterone  and  glucose. 

Potassium  deficit  may  be  found  in  both 
acidosis  and  alkalosis  and  must  be  corrected 
before  the  acidosis  or  alkalosis  can  be  con- 
troled.  Darrow11  has  shown  that  most  cases 
of  acidosis  involve  deficits  of  water,  sodium, 
potassium  and  chloride.  Potassium  is  lost 
through  renal  excretion  and  sodium  is  trans- 
ferred from  extracellular  fluid  into  the  cells 
to  replace  the  lost  potassium.  This  is  thought 
to  explain  the  resulting  acidosis  even  though 
chlorides  are  lost  in  the  urine.  Alkalosis 
due  to  vomiting  may  show  low  potassium 
concentrations  if  abundant  potassium  free 
fluids  are  not  available.  Alkalosis  resulting 
from  potassium  deficit  occurs  in  some  cases 
of  Cushing’s  syndrome.  A low  serum  chloride 
and  potassium  concentration  develops  and  a 
high  bicarbonate  level  occurs.  The  initial 
alkalosis  developing  during  duodenal  suc- 
tion is  at  first  due  to  the  loss  of  chlorides. 
Administration  of  salt  solution  permits  the 
kidneys  to  excrete  potassium.  If  not  cor- 
rected the  serum  bicarbonate  level  becomes 
high  within  a few  days  while  the  serum 
chloride  and  potassium  drop.  Occasionally 
high  bicarbonate  low  chloride  and  potassium 
serum  levels  develop  after  a surgical  opera- 
tion without  much  loss  of  gastrointestinal 
fluids.  This  is  thought  to  be  due  to  the 
adrenocortical  secretion  resulting  from 
stimulation  by  the  hypophysis  in  response 
to  trauma.12  Injections  of  ACTH  and  corti- 
sone may  induce  a deficit  of  potassium  in 
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the  serum  and  alkalosis.11  The  correction  of 
alkalosis  and  restoration  of  the  bicarbonate 
concentration  in  the  blood  serum  to  normal 
requires  the  retention  of  as  much  as  six 
milliequivalents  of  potassium  per  kilogram 
of  body  weight  and  takes  place  rapidly 
after  six  days  of  potassium  therapy.11 

Diabetic  acidosis  is  one  of  the  most  com- 
mon and  important  conditions  associated 
with  hypopotassemia.  The  recognition  and 
correction  of  the  hypopotassemia  may  mean 
the  difference  between  recovery  and  death. 
The  hyperglyceria  per  se  is  not  considered 
to  cause  a loss  of  potassium.  In  diabetic 
acidosis  there  is  an  increase  breakdown  in 
body  cells  with  release  of  potassium  into 
the  extracellular  fluid.  Polyuria  develops. 
Glucose  and  keto  acids  are  excreted  in  large 
quantities  carrying  off  much  fixed  base.13 
Vomiting  enhances  the  loss  of  water,  fixed 
base  and  chlorides.  Potassium  is  lost  in 
large  quantities.  Extracellular  dehydration 
develops  with  loss  of  sodium  and  chloride 
ions  and  intracellular  dehydration  with  loss 
of  potassium  and  phosphate  ions  develops.14 
As  the  patient  becomes  worse  food  intake 
ceases  and  the  urinary  output  decreases  but 
potassium  still  continues  to  be  released  from 
the  broken  down  cells  of  the  body.  When 
first  seen,  the  serum  potassium  may  be 
normal  or  slightly  elevated.  Within  2-18 
hours  of  beginning  treatment  the  concen- 
tration of  the  potassium  in  the  serum  be- 
gins to  fall.  The  cause  of  the  low  serum 
potassium  is  two-fold.  First  by  giving  ade- 
quate amounts  of  fluid  the  extracellular  fluid 
is  expanded  thus  diluting  the  potassium  ions 
present  and  secondly  there  is  a shift  of  po- 
tassium back  into  the  cells  as  a result  of 
giving  insulin  and  the  oxidation  of  glucose. 
The  fall  in  serum  potassium  should  not  only 
be  looked  for  but  anticipated  and  treated 
vigorously,  making  sure  however,  that  good 
renal  function  has  been  restored. 

The  potassium  level  may  be  low,  normal 
or  high  in  uremia.1  Hoffman14  states  that  an 
intake  of  70  milliequivalents  of  potassium 
requires  a potassium  clearance  of  only  10  cc 
of  plasma  per  min.  by  the  kidney  to  main- 
tain a normal  concentration  of  potassium  in 
the  serum.  Since  130  cc  of  plasma  are  cleared 
of  potassium  by  glomerular  filtration  the 
normal  kidney  tubules  must  reabsorb  90  per 
cent  of  the  filtered  potassium  to  keep  from 
exhausting  the  body  supply.  Actually  more 
potassium  than  is  filtered  reaches  the  ab- 
sorbing tubules  because  some  potassium  is 
secreted  by  the  secreting  kidney  tubules.13 


Osmotic  diuresis,  excretion  of  large  quan- 
tities of  acid  and  hormonal  inhibition  in- 
fluences tubular  reabsorption.  Whether 
potassium  concentration  is  less,  normal  or 
high  in  uremic  states  depends  upon  the 
extent  and  location  of  the  kidney  pathology. 

The  diagnosis  of  hypokaliemia  depends 
upon  a knowledge  of  the  type  of  case  in 
which  it  may  occur,  keeping  in  mind  that 
it  may  occur  and  then  verifying  it  by  deter- 
mining the  concentration  of  potassium  in 
the  serum.  Determination  of  the  concentra- 
tion of  potassium  by  using  the  flame  photo- 
meter is  the  most  accurate  method.  There 
are  suggestive  symptoms  and  changes  in 
the  electrocardiographic  tracings  that  are 
very  suggestive  of  hypopotassemia.  A low 
blood  pressure  with  a widened  pulse  pres- 
sure, abdominal  distention,  paralytic  ileus, 
parathesias  of  the  extremities  and  paralysis 
of  skeletal  muscles  are  highly  suggestive  of 
hypopotassemia. 

Bellet  et  al16  have  observed  five  different 
patterns  in  their  electrocardiographic  trac- 
ings taken  on  individuals  with  hypotassemia. 
They  used  the  conventional  limb  leads  and 
also  CR2,  CR3j  CR4,  and  CR ,.  In  their  experi- 
ence leads  CR2,  CR„  and  CR4  gave  the  clear- 
est indication  of  low  potassium  concentra- 
tion. Sixty-four  of  79  patients  showed 
patterns  one  and  two.  The  first  pattern 
showed  depression  of  the  ST  segments  with 
lengthening  of  the  QT  intervals.  The  ST 
segments  may  be  so  depressed  as  to  resemble 
an  inverted  T.  Pattern  II  showed  prolonged 
QT  intervals,  inversion  of  the  T waves  and 
frequently  prominent  U waves.  Pattern  III 
showed  prolonged  QT  intervals  with  upright 
T waves  occupying  almost  the  entire  RT  or 
ST  intervals.  In  pattern  IV  the  T waves 
were  almost  isoelectric  and  were  followed 
by  prominent  U waves.  The  QT  intervals 
were  difficult  to  measure.  Bellet  and  his  co- 
workers feel  that  it  is  more  accurate  to 
measure  the  QU  intervals.  In  pattern  V the 
QT  intervals  were  not  prolonged.  The  T 
waves  were  quite  normal  in  appearance  but 
the  U waves  were  very  prominent  and  came 
almost  as  soon  as  the  downstrokes  of  the  T 
waves  touched  the  isoelectric  line. 

The  QT  intervals  were  about  .504  seconds 
for  serum  concentrations  of  potassium  below 
four  milliequivalents  per  liter. 

Electrocardiographic  tracings  are  of  no 
value  in  cases  that  have  been  treated  with 
digitalis  or  quinidine  or  in  cases  of  anoxia, 
coronary  occlusion,  pulmonary  embolus, 
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shock-like  states,  hypertension  or  in  certain 
other  cases  that  have  myocardial  damage. 
Hypopotassemia  is  the  most  common  cause 
of  prolonged  QT  intervals.  Hypocalcemia 
may  cause  prolonged  QT  intervals  but  the  T 
waves  are  unaltered  and  there  is  an  isoelec- 
tric period  between  the  S and  T,  or  R and  T 
waves. 

The  treatment  of  hypopotassemia  may  be 
two-fold : prophylactic  to  prevent  the  con- 
dition from  developing  and  active  treatment 
to  correct  the  low  concentration  after  it  has 
developed.  Randall6  has  found  that  by  giving 
two  grams  of  potassium  daily  by  mouth 
preoperative  and  postoperative  a negative 
potassium  balance  could  be  prevented.  Mar- 
tin17 states  that  potassium  deficiency  may 
develop  in  about  16.3  days  on  a poor  food 
intake.  Low  potassium  levels  will  develop 
after  5.3  days  of  gastric  suction  if  there 
has  been  a poor  food  intake  for  7.5  days 
preceding  the  beginning  of  suction.  3-6  gms 
of  potassium  in  a one  per  cent  two  per  cent 
solution  of  potassium  chloride  may  be  given 
each  24  hours  as  a prophylactic  dose. 

The  active  treatment  of  hypopotassemia 
is  best  carried  out  by  giving  potassium  in 
the  form  of  potassium  chloride  by  mouth 
or  stomach  tube  when  these  routes  are 
available.  There  is  far  less  danger  of  toxic 
reactions  when  potassium  is  given  this  way 
for  in  the  presence  of  normal  kidney  func- 
tion an  over-dose  of  potassium  by  mouth  is 
practically  unknown.  Three-tenth  grams  in 
divided  doses  by  mouth  may  be  given  every 
24  hours  until  the  deficit  is  controlled.  Con- 
centrated meat  broths  too  are  of  value  be- 
cause of  their  high  content  of  potassium. 

Potassium  can,  when  necessary,  be  given 
subcutaneously  or  intravenously.  Extreme 
caution  must  be  used  if  kidney  function  is 
poor.  Martin’s17  plan  of  treating  hypopotas- 
semia is  as  follows: 

If  the  deficit  is  acute  six-nine  gm  of  po- 
tassium should  be  given  every  24  hours  in 
a one  per  cent-two  per  cent  solution  of  po- 
tassium chloride.  In  the  severe  chronic  states 
of  potassium  deficit  20  gms  of  potassium 
should  be  given  every  24  hours.  The  20 
grams  may  be  given  in  a three  per  cent-one 
per  cent  solution  intravenously  or  10  grams 
of  potassium  chloride  may  be  given  intra- 
venously and  10  grams  orally  every  24  hours. 
A useful  solution  that  may  be  used  either 
intravenously  or  subcutaneously  consists  of 
one  part  potassium  chloride  and  two  parts 
of  glucose.  The  addition  of  phosphates  to 


the  intravenous  solution  is  indicated  in 
treating  diabetic  acidosis.  Butler  and  Tal- 
bot’s solution  contains  30  millequivalent  of 
sodium,  22  milliequivalent  of  chloride,  15 
milliequivalent  of  potassium  and  three  milli- 
equivalent of  phosphate  per  liter  of  five  per 
cent-ten  per  cent  glucose  solution.  Darrow’s 
solution  contains  four  gms  sodium  chloride, 
2.7  gms  of  potassium  chloride  and  52  cc 
of  molar  sodium  lactate  per  liter.  The  total 
amount  of  this  solution  should  rarely  ex- 
ceed 80  cc  per  kg  of  body  weight  per  24 
hours  and  should  require  four  or  more  hours 
to  give.  This  solution  works  well  if  potas- 
sium deficit  and  acidosis  exist  at  the  same 
time.  Darrow18  has  demonstrated  that  in- 
fants having  diarrhea  recover  much  faster 
if  given  potassium  and  have  a much  lower 
mortality  rate.  If  alkalosis  and  hypopotas- 
semia11 exist  at  the  same  time  in  a patient 
a solution  containing  six  grams  of  sodium 
chloride  and  2.7  gms  of  potassium  chloride 
per  liter  is  indicated.  This  solution  may  be 
given  subcutaneously.  If  it  is  given  intra- 
venously, dilute  one  part  with  two-thirds 
parts  of  five  per  cent-ten  per  cent  glucose  in 
distilled  water.  The  sodium  chloride  concen- 
tration in  the  solution  may  be  decreased  as 
the  sodium  deficit  is  corrected.  Investigators 
have  found  that  it  may  take  four  to  six  days 
to  repair  and  correct  potassium  deficit  in  a 
patient. 

Hyperpotassemia  occurs  in  cases  of  renal 
failure,  advanced  dehydration,  shock  and 
adrenal  insufficiency.  It  is  possible  to  give 
potassium  intravenously  rapidly  enough  to 
produce  toxic  symptoms.  It  is  almost  im- 
possible to  give  potassium  by  mouth  fast 
enough  to  produce  hyperkaliemia  except  in 
cases  of  renal  failure,  shock  or  adrenal  in- 
sufficiency. It  is  unlikely  that  potassium  con- 
centrations ever  reach  lethal  levels  in  Addi- 
son’s disease.19 

The  diagnosis  of  hyperpotassemia  depends 
upon  the  knowledge  that  this  condition  may 
develop  to  complicate  cases  of  renal  failure, 
dehydration,  shock  and  adrenal  insufficiency. 
Symptoms  and  signs  plus  electrocardio- 
graphic tracings  are  very  suggestive  and 
finding  an  elevated  concentration  of  potas- 
sium in  the  blood  serum  clinches  the  diag- 
nosis. The  principal  symptoms  of  this  con- 
dition are  listlessness,  mental  confusion, 
numbness,  and  tingling  and  feeling  of  heavi- 
ness of  the  extremities,  sometimes  flaccid 
paralysis  of  the  extremities,  cold  gray 
pallor,  poor  heart  tones,  bradycardia  at  first 
and  totally  irregular  heart  rate,  low  blood 


14 


Journal  of  the  Oklahoma  State  Medical  Association 


January, 1952 


pressure  and  vascular  collapse.  The  heart 
stops  beating  in  diastole. 

The  electrocardiographic  tracings  show  an 
increase  in  height  of  the  T waves  with  steep 
ascending  and  descending  limbs,  sharp  apex 
and  narrow  base.  The  QRS  intervals  become 
widened  and  the  P waves  become  small  and 
may  entirely  disappear.  Intraventricular 
conduction  defects  simulating  bundle  branch 
block  may  develop.  At  what  serum  potassium 
levels  symptoms  occur  is  not  exactly  known. 
Serum  concentration  of  potassium  above  5.4 
milliequivalent  are  higher  than  normal. 
Symptoms  of  electrocardiographic  changes 
are  more  marked  if  the  serum  concentration 
of  potassium  increases  rapidly.  Uremia  was 
present  in  all  13  cases  of  hyperpotassemia 
reported  by  Keith.20 

The  treatment  of  this  complication  is  not 
satisfactory,  probably  because  of  the  severity 
of  the  primary  illness.  Potassium  should  not 
be  given.  Injections  of  glucose,  insulin  and 
sodium  chloride  may  help  temporarily  by 
shifting  the  serum  potassium  into  the  cells 
of  the  body.  Injections  of  calcium  are  indi- 
cated if  there  is  a deficit  of  that  ion.  The 
use  of  the  cation  exchange  resins  to  absorb 
potassium  ions  from  the  walls  of  the  intes- 
tines may  prove  in  time  to  be  useful. 

At  present  the  determination  of  whether 
there  is  hypopotassemia,  normal  serum  con- 
centration or  hyperpotassemia  is  accom- 
plished by  measuring  the  concentration  of 
potassium  in  the  serum.  This  is  best  done 
by  the  use  of  the  flame  photometer.  The  ap- 
paratus is  expensive  but  the  method  is  cheap, 
quick  and  accurate.  The  concentration  of 
potassium  in  the  cells  cannot  be  determined 
by  ordinary  clinical  methods.  Symptoms 
seem  to  depend  upon  the  serum  concentra- 
tion rather  than  the  concentration  of  potas- 


sium in  the  cells.  It  seems  reasonable,  how- 
ever, to  think  that  as  our  knowledge  in- 
creases we  will  find  that  the  intracellular 
concentration  of  potassium  is  even  more  im- 
portant than  the  extracellular  concentration 
of  potassium  and  that  simple  methods  for 
its  determination  will  be  discovered. 
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TREATMENT  OF  MYOCARDIAL  INFARCTION 
DUE  TO  CORONARY  THROMBOSIS 

A Preliminary  Report 
W.  T.  McCollum,  M.D.,  F.A.C.P. 
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The  treatment  to  be  outlined  in  this  paper 
was  not  intended  to  question  the  merits  of 
other  treatments  but  was  organized  in  hopes 
of  reducing  the  present  intitial  mortality 
due  to  myocardial  infarction.  All  the  drugs 
and  procedures  used  have  been  used  previ- 
ously, but  not  as  a routine  procedure. 

A group  of  80  cases  treated  in  private 
practice  by  the  author  constitutes  the  basis 
for  this  report.  All  cases  demonstrated  diag- 
nostic evidence  in  the  electrocardiogram  of 
myocardial  infarction.  This  diagnosis  was 
made  only  when  definite  breakdown  in  the 
QRS  complex  was  present.  Patients  with 
only  T-wave  changes  indicative  of  ischemia 
were  not  included  in  this  report  for  obvious 
reasons.  Patients  can  have  transitory  myo- 
cardial ischemia  (demonstrating  primary 
T-wave  changes  in  the  electrocardiogram) 
and  not  develop  myocardial  infarction.  Com- 
plete uniformity  of  treatment  was  attempted 
throughout  this  series.  One  year  ago,  one 
change  was  made.  In  selected  cases,  aqueous 
heparin  was  given  intravenously  for  the 
first  48  to  72  hours  while  the  slower  thera- 
peutic effects  of  dicumarol  were  taking  place. 

IMMEDIATE  TREATMENT 

When  a diagnosis  of  myocardial  infarc- 
tion was  made  in  the  office,  hospital  or  at 
home,  the  patient  was  immediately  given 
morphine  sulfate  16  mgm.  (one-fourth  gr.) 
and  atropine  sulfate  0.43  mgm.  (1/150  gr.) 
intravenously  or  subcutaneously  as  dictated 
by  the  severity  of  the  pain.  This  dose  was 
repeated  by  the  desirable  route  of  adminis- 
tration when  necessary  to  control  pain. 
Quinidine  sulfate  0.2  gm.  (three  gr.)  was 
given  orally.  Demerol,  dilaudid,  pantapon, 
and  other  drugs  were  not  used.  At  least  15 
to  20  per  cent  of  patients  with  myocardial 
infarction  have  nausea  and  vomiting  due  to 
their  disease.  Therefore,  differentiation  of 
the  causes  of  nausea  or  vomiting  due  to  the 
disease  from  those  due  to  morphine  sulfate 
might  prove  difficult  or  impossible.  There 
did  not  appear  to  be  any  greater  increase 
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in  nausea  and  vomiting.  Atropine  sulfate 
was  used  in  conjunction  with  morphine  sul- 
fate to  allay  gastro-intestinal  nausea  and 
vomiting  as  well  as  apprehension.  In  addi- 
tion, it  was  felt  that  atropine  sulfate  might 
decrease  the  vagal  reflex  which  may  lead  to 
the  introduction  of  a cardiac  arrhythmia, 
particularly  ventricular  tachycardia  or 
fibrillation.  The  pharmacologic  action  of 
atropine  sulfate  is  such  that  some  vaso- 
dilatation of  the  small  arteries  and  arterioles 
supplying  the  myocardium,  particularly  in 
the  ischmic  zone  surrounding  the  central 
area  of  the  myocardial  infarction,  might 
result. 

Sudden  cardiac  death  often  occurs  as  the 
result  of  ventricular  tachycardia,  ventricu- 
lar fibrillation  or  ventricular  asystole.  Many 
reports  indicate  that  quinidine  sulfate  is 
used  only  when  extrasystoles  develop.  It  is 
reasonable  that,  since  quinidine  sulfate  is 
the  drug  of  choice  in  the  treatment  of  the 
severe  arrhythmias,  it  might  be  wise  to  at- 
tempt to  prevent  them.  In  some  patients 
extrasystoles  may  have  occurred  during  the 
night  when  close  observation  was  not  usually 
obtained.  Only  a few  of  the  patients  had 
special  nurses  to  check  the  pulse  at  frequent 
intervals. 

EARLY  HOSPITAL  MANAGEMENT 

All  patients  were  hospitalized  immediately. 
Morphine  sulfate  16  mgm.  (one-fourth  gr.) 
was  continued  as  needed  to  control  pain, 
every  one  to  four  hours.  The  nurse  knew 
immediately  that  the  medication  could  be 
given  as  needed  for  relief  of  pain.  Quinidine 
sulfate  .02  gm.  3 gr.)  was  continued  every 
four  hours,  day  and  night.  At  the  end  of 
two  weeks  the  dosage  was  reduced  to  0.2 
gm.  (3  gr.)  every  four  hours  during  the 
day  and  0.4  gm.  (6  gr.)  at  bedtime.  In  view 
of  the  slight  accumulative  effect,  this  dosage 
was  believed  to  be  sufficient  to  maintain  the 
patient  through  the  night. 

Anticoagulants : Dicumarol  300  mgm.  was 
given  on  admission  to  the  hospital.  A pro- 
thrombin time  was  done  daily  and  the 


16 


Journal  of  the  Oklahoma  State  Medical  Association 


January,  1952 


dicumarol  dose  adjusted  to  the  require- 
ments of  the  individual  patient.  Usually,  it 
was  necessary  to  give  200  mgm.  of  dicumarol 
on  the  second  day,  and,  at  times,  on  the  third 
day.  The  prothrombin  time  was  maintained 
between  two  and  one-half  to  three  times  the 
control  prothrombin  time.  In  most  instances, 
dicumarol  was  continued  until  the  patient 
became  ambulatory.  After  the  second  or 
third  week,  prothrombin  times  were  done 
one  to  three  times  a week.  The  daily  main- 
tenance dose  of  dicumarol  was  75  mgm. 

The  anticoagulant  effects  of  dicumarol 
were  supplemented  by  those  of  aqueous 
heparin  in  50  mgm.  doses  intravenously 
every  four  hours,  day  and  night,  for  the 
first  48  to  72  hours,  until  the  prothrombin 
time  had  time  to  reach  a therapeutic  level. 
Heparin  was  used  in  the  patients  with  very 
extensive  infarctions,  in  patients  with 
previous  infarctions,  or  in  elderly  patients. 
No  known  extensions  of  the  original  infarc- 
tion were  observed  on  this  regime. 

Oxygen:  Oxygen  was  given  routinely  at 
a rate  of  five  liters  per  minute  by  nasal 
catheter.  The  catheter  gives  an  oxygen  in- 
take just  as  high  as  the  ordinary  mask  or 
oxygen  tent.  On  several  occasions  a Bennet 
mask  and  valve  were  used  with  100  per  cent 
oxygen  at  a rate  of  15  to  20  liters  per  min- 
ute. Ashen,  cyanotic  patients  improve  im- 
mediately, the  pulse  slows,  and  blood  pres- 
sure rises.  The  results  will  be  very  gratify- 
ing to  patient  and  physician  in  many  in- 
stances. 

Shock:  Previous  reports  state  that  the 
mortality  rate  in  patients  with  myocardial 
infarction  and  a systolic  blood  pressure 
below  100  mm.  of  mercury  has  been  twice 
as  high  as  in  those  cases  who  maintain  a 
systolic  blood  pressure  above  100  mm.  of 
mercury.  For  this  reason,  when  the  blood 
pressure  dropped  to  the  range  of  100  mm. 
of  mercury  desoxyphedrine  in  five  mgm. 
doses,  not  exceeding  25  mgm.  per  day,  was 
usually  used,  or  a marked  fall  in  blood  pres- 
sure was  treated  with  doses  as  high  as  10 
mgm.  intramuscularly  immediately,  and  con- 
tinued with  5 mgm.  every  four  hours  for 
the  first  24  hours,  reducing  the  dosage 
schedule  on  the  second  24  hour  period  to 
the  above  mentioned  total  daily  dose.  The 
blood  pressure  routinely  improved  by  15  to 
20  mm.  of  mercury.  There  were  no  apparent 
toxic  manifestations.  The  patient  should  be 
observed  closely  and  if  excessive  central 
nervous  system  stimulation  occurs,  sedation 
should  be  increased. 


Intra-arterial  transfusions  of  whole  blood 
were  not  utilized. 

Rest:  All  patients  were  treated  at  bed 
rest  until  the  electrocardiogram  revealed 
loss  of  injury  (R-ST  junction  displacement) 
until  the  sedimentation  rate  returned  to 
normal,  and  until  the  pulse  and  blood  pres- 
sure were  stabilized.  The  pulse  usually 
stabilized  first,  later  the  blood  presscre, 
thirdly  the  injury  in  the  electrocardiogram, 
and  finally  the  sedimentation  rate.  The  rea- 
son for  the  variation  in  the  duration  of  bed 
rest  was  obvious  when  one  considers  the 
varying  sizes  and  severity  of  different  in- 
farctions. It  was  our  opinion  that  a longer 
time  would  be  required  to  heal  the  larger 
infarctions.  By  exploring  at  least  six  routine 
positions  from  V1  through  V6  and  frequently 
Vx,  V7,  V8,  and  V9,  and  higher  or  lower  lead 
positions,  one  can  be  quite  sure  of  the 
anatomical  size  of  the  infarction.  From  this 
and  other  laboratory  studies,  it  will  be  ob- 
vious that  a small  infarction  might  be 
treated  at  bed  rest  for  four  weeks,  whereas 
an  extensive  infarction,  several  of  which 
were  included  in  this  series,  bed  rest  might 
be  necessary  for  from  three  to  four  months. 
The  work  of  Harrison  and  others  has  sug- 
gested early  ambulation.  It  has  been  a well- 
established  fact  from  a pathologic  standpoint, 
that  a white  scar  does  not  form  in  most  in- 
stances under  four  to  six  weeks.  Quoting 
the  references  of  a 15  per  cent  incidence  of 
rupture  of  the  heart  in  myocardial  infarc- 
tion is  erroneous,  also,  in  that  these  reports, 
in  most  instances,  came  from  mental  insti- 
tutions where  the  patients  were  maniacal  and 
hyperactive.  It  has  been  the  experience  of 
this  author  and  his  close  associates  that 
rupture  of  the  heart  occurs  at  a frequency 
of  two  to  three  per  cent  in  non-psychiatric 
patients. 

Various  work  has  suggested  that  the  use 
of  the  bed  pan  greatly  increases  the  me- 
tabolism and  physical  activity  of  the  patient, 
thus  increasing  the  heart  rate  and  in  turn, 
the  strain  on  the  heart.  By  using  mineral 
oil,  one  or  two  ounces  each  night  at  bed- 
time, constipation  can  usually  be  prevented. 
The  use  of  oil  retention  or  plain  water 
enemas  can  supplement  this  medication  in 
the  relief  of  patients  who  develop  minor  or 
major  degrees  of  constipation. 

Sedation:  Early  in  the  treatment  of 
myocardial  infarction,  the  use  of  morphine 
prevented  the  apprehension  and  nervousness 
of  the  patient,  but  later  in  the  course  of 
treatment,  it  was  necessary  in  some  patients 


January,  1952 


Journal  of  the  Oklahoma  State  Medical  Association 


17 


to  use  other  drugs.  In  this  group  of  patients, 
phenobarbital  32  mgm.  (i/2  S1'-)  or  sodium 
amytal  65  mgm.  (1  gr.)  four  times  a day 
was  used.  Pentabarbital  sodium  at  bedtime 
can  be  used  when  needed. 

Diet:  In  this  series  all  patients  were  rou- 
tinely placed  on  a 200  mgm.  sodium  liquid 
diet  for  the  first  48  to  72  hours,  until  the 
patient  began  to  stabilize.  Distilled  water 
was  frequently  used  when  pulmonary  edema 
developed.  Oklahoma  City  water  supply  was 
found  to  contain  10  mgm.  of  sodium  per  100 
cc.  When  the  patient  was  taking  2,000  cc.  of 
water  per  day,  this  would  add  200  mgm.  of 
sodium  to  his  diet  per  24  hours.  After  the 
first  two  or  three  days,  the  patient  was 
placed  on  a 200  mgm  sodium  diet,  and  later 
on,  a 200  mgm  sodium  select  regular  diet. 
The  quality  and  sodium  content  of  the  diet 
was  changed  when  the  patient’s  condition 
warranted. 

Miscellaneous:  Digitalis  and  digitoxin 

have  not  been  used  in  this  group  of  patients 
except  in  two  instances,  where  on  the  recom- 
mendation of  a consultant,  this  preparation 
was  advised. 

Prevention  of  congestive  failure  by  the 
abstinence  of  salt  in  the  diet  and  water  ap- 
peared satisfactory.  Sodium  removing  resins 
(cation  exchange  resins)  will  be  a further 
adjunct  to  the  prevention  and/or  treatment 
of  congestive  failure  in  these  cases  in  the 
future. 

The  place  of  alcohol  in  therapy  of  acute 
myocardial  infarction  is  questionable.  Alco- 
holic beverages  have  been  used  when  indi- 
cated for  “sedation”  or  upon  the  patient’s 
request.  Patients  obviously  could  not  smoke 
while  receiving  oxygen,  in  the  early  portion 
of  their  disease,  and  later,  we  explained 
that  we  have  no  scientific  proof  that  tobacco 
produces  dilatorious  effects  on  the  coronary 
arteries.  About  10  per  cent  of  the  patients 
can  precipitate  anginal  attacks  by  the  con- 
secutive smoking  of  two  cigarettes.  The 
general  disadvantages  of  smoking  were  dis- 
cussed. The  patient  made  his  choice,  most 
returning  to  smoking.  If  extrasystoles  de- 
veloped, we  advised  them  to  abstain  from 
its  use. 

CONVALESCENT  TREATMENT 

As  a general  rule,  patients  were  given  a 
period  of  convalescence  approximately  equal 
to  the  duration  of  their  bed  rest.  However, 
this  period  was  varied  to  suit  the  individual 
case,  using  as  a gauge,  the  progress  of  the 


electrocardiogram,  sedimentation  rate,  pulse, 
blood  pressure,  tolerance  to  activity  with- 
out pain  or  shortness  of  breath,  etc. 

All  patients  have  returned  to  their  previ- 
ous occupations,  except  in  a few  instances 
where  they  were  doing  extremely  heavy 
physical  labor,  and  in  these,  they  were 
rehabilitated  or  reassigned  to  a lighter  job 
commensurate  with  their  physical  ability. 
All  patients  returned  to  work,  usually  in 
three  to  four  months. 

To  our  knowledge,  there  have  been  two 
cardiac  neuroses,  and  in  both  of  these  it 
was  quite  severe.  One  patient’s  good  friends 
brought  issues  of  Esquire,  Saturday  Evening 
Post,  and  other  lay  magazines  to  him  while 
he  was  hospitalized  to  give  him  a “full  edu- 
cation” on  the  pathogenesis,  pathology  and 
restrictions  of  his  disease.  From  his  cardiac 
standpoint  he  did  well,  but  from  the  psy- 
chiatric standpoint  it  was  necessary  to  see 
him  at  weekly  intervals.  On  the  weekly  fol- 
lowup psychotherapeutic  visits,  he  has 
shown  marked  improvement  and  has  re- 
turned to  work.  The  other  patient  also  re- 
turned to  work,  in  spite  of  the  encourage- 
ment given  him  by  his  wife  to  remain  an 
invalid. 

Quinidine  sulfate  was  continued  in  the 
above  dosage  after  meals  and  at  bedtime, 
until  healing  had  occurred.  The  patient  was 
encouraged  to  use  nitroglycerin  freely.  Im- 
portant to  mention  to  the  patient  was  the 
fact  that  nitroglycerine  does  produce 
“pounding  in  the  head”  and  at  times,  head- 
ache. We  cite  the  case  of  one  patient  who 
realized  that  he  became  short  of  breath  on 
two  different  holes  on  the  golf  course.  He 
was  advised  to  take  a tablet  of  nitroglycerin 
prior  to  playing  these  two  particular  holes 
and  he  has  found  that  he  can  prevent  the 
shortness  of  breath. 

COMMENTS 

Emphasis  must  be  placed  on  the  fact  that 
the  dosage  of  quinidine  sulfate  varied  in 
individual  patients.  Some  required  0.1  gm. 
(one  and  one-half  gr.)  every  three  hours  to 
prevent  extrasystoles,  whereas  0.2  gm.  (three 
gr)  every  four  hours  produced  abdominal 
cramps  and  diarrhea.  In  other  patients,  ex- 
trasystoles developed  and  quinidine  sulfate 
was  increased  to  0.4  gm.  (six  gr.)  every  four 
hours. 

We  should  make  some  statement  of  ex- 
planation as  to  why  some  drugs  were  not  em- 
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ployed  in  this  series  of  cases.  Pronestyl  and 
Tromexan  were  developed  after  the  institu- 
tion of  this  regime.  Conrad  found  Tromexan 
inadequate  in  that  too  frequent  prothrombin 
times  were  necessary  to  observe  its  effects, 
and  the  wide  swings  in  its  effects  were  dif- 
ficult to  control.  Aminophyllin  and  papav- 
erine were  not  used  because  of  their  ques- 
tionable efficacy.  Repsitory  heparin  (such 
as  Depoheparin)  was  not  used  because  of 
the  added  expense  of  the  drug.  Three  hun- 
dred mgm.  has  been  advised  by  Wright  and 
others  as  an  initial  dose,  repeating  with  200 
mgm.  at  12  hour  intervals,  if  the  Lee  White 
clotting  time  was  below  20  minutes.  If  the 
Lee  White  clotting  time  was  above  20 
minutes,  then  an  additional  period  of  time 
should  elapse  before  repeating  the  dose. 

Hemorrhage  resulting  from  anticoagulant 
therapy  (dicumarol)  was  seen  in  one  case 
of  emboli  of  the  left  kidney.  The  hemorrhage 
was  not  the  result  of  the  therapy.  Another 
patient  who  had  prostatic  obstruction  and 
required  a retention  catheter,  developed 
minor  hemorrhage  due  to  irritation  by  the 
catheter,  but  did  not  require  treatment.  One 
patient  with  a chronic  pyelonephritis  had  an 
extension  of  an  old  infarction  associated 
with  severe  congestive  failure  and  uremia. 
He  developed  hematuria  of  considerable 
magnitude  on  the  day  prior  to  death.  This 
is  the  only  death  associated  with  significant 
hematuria.  In  this  case,  it  was  difficult  to 
precisely  evaluate  the  cause  of  the  hematuria 
and  or  death,  even  though  post  mortem  ex- 
amination was  done.  Most  likely  it  was  the 
result  of  dicumarol  therapy.  The  most  dra- 
matic hemorrhage  was  in  a patient  with  a 
past  history  of  peptic  ulcer  one  year  previ- 
ously. He  had  a massive  upper  gastrointes- 
tinal hemorrhage  requiring  emergency  treat- 
ment. One  fresh  whole  blood  transfusion  and 
seven  additional  blood  bank  transfusions 
were  given  over  a period  of  12  hours.  This 
patient  was  given  144  mgm.  of  Vitamin  K 
intravenously  at  6:00  p.m.  and  with  the 
transfusions,  had  a normal  prothrombin 
time  at  8:00  a.m.,  the  following  morning. 
In  our  experience,  the  above  dose  of  Vitamin 
K has  proven  superior  to  smaller  repeated 
doses  in  the  therapy  of  anticoagulant  in- 
duced hemorrhage. 

RESULTS 

Eighty  patients  were  treated  with  10 
deaths  on  the  above  regime.  Six  of  these 
deaths  were  in  patients  experiencing  their 
initial  attack.  One  died  on  the  tenth  day  of 


treatment  and  at  autopsy  had  complete 
thrombosis  of  the  right  main  coronary 
artery,  with  a pinpoint  left  coronary  artery. 
One  died  within  two  hours  after  entering 
the  hospital  and  had  thrombosis  of  the  left 
main  coronary  artery  and  extensive  athero- 
sclerosis of  the  right  main  coronary  artery. 
This  patient  never  recovered  from  the  intial 
shock.  Another  patient  died  with  complete 
thrombosis  of  the  left  main  coronary,  seven 
hours  after  institution  of  treatment.  An- 
other, an  uncontrolled,  old  diabetic,  died  on 
the  twentieth  hospital  day  following  a mild 
insulin  reaction.  He  had  been  admitted  with 
a hemiplegia  and  the  electrocardiogram  re- 
vealed a recent  myocardial  infarction.  The 
hemiplegia  was  apparently  due  to  an  em- 
bolus from  a mural  thrombus.  Postmortem 
examination  was  not  done.  One  of  the  orig- 
inal cases,  who  was  also  a diabetic,  died  12 
days  after  hospitalization,  his  diabetes  being 
difficult  to  manage.  Postmortem  examination 
was  not  obtained,  but  cardiac  rupture  was 
thought  to  have  occurred.  One  other  patient 
died  with  the  original  infarction  24  hours 
after  hospitalization,  three  days  after  onset 
of  the  attack.  He  did  not  recover  from  the 
initial  shock.  The  remaining  four  deaths 
occurred  in  patients  with  second  infarction. 
One  of  these  expired  four  hours  after  his 
second  admission  to  the  hospital.  Another 
had  approximately  25  per  cent,  functioning, 
normal  myocardium  at  autopsy,  excluding 
the  old  and  recent  areas  of  infarction. 

This  gave  a mortality  rate  of  7.5  per  cent 
in  cases  who  succumbed  to  the  original  myo- 
cardial infarction,  and  an  over-all  mortality 
rate  of  12.5  per  cent  including  cases  with 
previous  infarctions,  old  and  a recent  infarc- 
tion. This  compared  favorably  with  previous 
reports.  The  mortality  rate  of  initial  at- 
tacks of  acute  myocardial  infarction  has 
been  difficult  to  ascertain.  Jacobs,  in  review- 
ing 88  cases  found  the  mortality  rate  to  be 
19.3  per  cent  in  cases  experiencing  the  initial 
attack  of  acute  myocardial  infarction. 
Wright,  et  al,  reported  a 15  per  cent  mor- 
tality in  patients  treated  with  conventional 
therapy  plus  anticoagulants  as  compared 
with  a rate  of  24  per  cent  in  cases  treated 
with  conventional  therapy  without  anti- 
coagulants. 

SUMMARY 

We  have  presented  a routine  procedure  in 
the  treatment  of  acute  myocardial  infarc- 
tion, and  have  attempted  preliminary  evalua- 
tion of  the  results.  The  low  incidence  of  mor- 
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tality  in  this  series  suggested  that  this  may 
be  nearing  an  adequate  treatment.  No 
changes  in  the  routine  were  made  through- 
out the  course  of  this  series,  except  for  the 
addition  of  aqueous  heparin  in  the  first  48 
to  72  hours  and  alteration  in  the  dosage  of 
quinidine  sulfate  to  suit  the  requirements 
of  the  patient  from  an  idiosyncrasy  as  well 
as  a therapeutic  standpoint.  We  personally 
believe  that  more  oxygen  and  quinidine  sul- 
fate should  be  used,  that  shock  should  be 
combatted  and  that  desoxyphedrine  may  be 
an  effective  agent  in  this  regard.  When  pos- 
sible, anticoagulant  therapy  probably  should 
be  given  all  cases  of  acute  myocardial  in- 
farction, since  it  is  impossible  to  predict 
which  cases  will  have  extensions  of  the 
original  thrombus  or  which  cases  will  occlude 
another  artery  with  the  decreased  coronary 
flow,  blood  pressure,  etc.,  the  result  of  the 
initial  attack.  Sufficient  time  should  be  al- 
lowed at  bed  rest  and  for  convalescence  for 
recovery,  but  when  this  recovery  has  taken 
place,  all  patients  should  return  to  work  for 
economical  as  well  as  psychiatric  reasons. 

Additional  groups  of  patients  will  be 
treated  in  an  attempt  to  evaluate  bed  rest, 
bed  pans,  oxygen  requirements,  quinidine 
dosages,  etc. 

The  author  extends  sincere  thanks  to  Dr.  Robert  H.  Bayley 
for  his  invaluable  assistance  in  editing  this  manuscript,  to 
Dr.  A.  A.  Hellbaum  for  his  advice  regarding  pharmacology  of 
the  drugs  used  and  reported  herein,  and  to  Mrs.  Bobbie  Antrim 
for  her  stenographic  and  technical  aid. 
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dr.  hopps  : Diarrhea  is  a common  symp- 
tom in  infants  and  may  reflect  a variety  of 
diseases.  That  was  an  initiating  complaint 
here  and  the  major  problem  for  us  today 
is  determining  the  cause  of  this  diarrhea. 
Several  things  about  the  history  may  seem 
a bit  strange,  but  this  case  is  one  which  was 
seen  here  almost  six  years  ago,  at  which 
time  therapy  was  of  necessity  quite  differ- 
ent. Doctor  Strenge  will  discuss  and  analyze 
the  clinical  aspects  of  this  case. 

PROTOCOL 

Patient:  B.  D.  W.,  white  male  infant,  age 
three  and  one-half  weeks. 

Chief  Complaint:  Vomiting — seven  days; 
diarrhea — six  days. 

Present  Illness:  This  three  week  white 
male  infant  was  in  good  health  and  said  to 
have  been  doing  well  when  he  suddenly 
began  to  vomit  after  each  feeding  (one  week 
before  hospital  admission).  The  next  day 
he  began  to  have  diarrhea,  20-26  times  daily. 
The  nature  of  the  stool  was  not  described. 
Five  days  after  onset  of  this  illness  a local 
physician  was  consulted  and  gave  “medi- 
cine.” Apparently  this  did  not  affect  the 
course.  History  stated  that  the  patient  lost 
a “great  deal”  of  weight  during  this  period 
but  the  exact  amount  is  not  specified.  Cya- 
nosis developed  two  days  before  hospital 
admission. 

Past  History:  This  infant  was  apparently 
normal  at  birth,  full  term,  delivered  by  for- 
ceps. Birth  weight  was  six  lbs.  14  oz.  There 
had  been  no  respiratory  infections.  Formula 
consisted  of  evaporated  milk,  oz.  6.5,  water, 
oz.  11,  and  Karo,  oz.  one-half. 

Family  History:  This  was  the  mother’s 
first  child  and  it  was  stated  that,  “mother 
had  uremia  ante  partum  and  is  still  sick.” 
Father  was  living  and  well.  There  was  no 
history  of  allergies,  tuberculosis,  diabetes  or 
cardiovascular  disease. 

Physical  Examination:  Upon  admission 
temperature  was  103.2° ; respirations  40 ; 


pulse  not  recorded.  The  child  was  emaciated 
and  dehydrated — skin  was  dry  and  wrinkled ; 
fontanelles  were  open  and  sunken.  The  baby 
lay  quietly  in  bed  holding  himself  still. 
There  was  “more  or  less  tenseness  of  all 
muscle  groups.”  Physical  examination  was 
done  with  the  baby  in  an  oxygen  tent  and  it 
was  stated  that  the  examination  was  limited 
because  a pronounced  cyanosis  developed 
when  the  baby  was  removed  from  the  oxy- 
gen tent.  Ears  were  negative  to  examination. 
There  was  a thin  mucopurulent  discharge 
from  the  nose.  There  was  no  lymphadenop- 
athy  evident.  Respirations  were  shallow 
and  somewhat  jerky.  Auscultation  of  the 
chest  revealed  normal  tubular  breathing 
with  complete  absence  of  rales.  There  were 
no  cardiac  murmurs.  The  abdomen  was  not 
distended ; subcutaneous  adipose  tissue  was 
“absent.”  There  were  no  abnormal  masses 
or  solid  viscera  palpable.  No  rectal  exami- 
nation was  done;  the  genitalia  appeared 
normal.  Reflexes  could  not  be  elicited  due  to 
hypertonicity  of  extensor  muscle  groups. 

Laboratory  Data:  Upon  admission  RBC’s 
numbered  3.97/cu.mm.,  Hb.  12  gm.  per  cent, 
WBC’s  16,650  cu.mm,  with  62  per  cent  neu- 
trophils, one  per  cent  eosinophils,  30  per  cent 
lymphocytes,  and  seven  per  cent  monocytes. 
No  urine  specimen  was  procured. 

Clinical  Course:  The  patient  was  given 
30  ml.  of  M 6 sodium  lactate  solution  intra- 
venously and  15  cc.  subcutaneously.  Two 
hours  later  an  additional  50  cc.  of  this  solu- 
tion was  given  intravenously.  Temperature 
rose  to  106.2°  several  hours  after  admission 
and  tepid  sponging  was  employed,  lowering 
the  temperature  to  97°.  Shortly  thereafter 
it  spiked  to  101°;  5,000  units  of  penicillin 
(aqueous)  was  given  intramuscularly  and 
repeated  q three  hours.  Cyanosis  was  appar- 
ently increased  despite  continuous  oxygen 
(oxygen  tent)  ; 50  ml.  of  isotonic  saline  was 
given  intravenously  on  the  second  hospital 
day.  Later  in  the  day  cyanosis  disappeared, 
but  would  quickly  reappear  if  the  baby  were 
removed  from  the  oxygen  tent.  On  the  sec- 
ond hospital  day  two  cc.  of  calcium  gluco- 
nate (four  gr.)  was  given  intravenously 
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with  relief,  for  a short  time  only,  of  the 
“early  tetany.”  The  patient  took  fluid  easily 
but  seemed  to  have  difficulty  in  swallowing. 
Much  of  the  fluid  returned  through  the  nose. 
He  was  having  an  almost  constant  green 
liquid  stool  with  no  blood  apparent,  but  con- 
taining a very  small  amount  of  mucus. 
Atropine  gtts.  II  were  given  but  the  patient 
was  still  unable  to  take  formula.  A Breck 
feeder  was  used  without  success.  Formula 
and  all  amounts  of  saline  were  given  inter- 
mittently by  gavage.  On  the  third  hospital 
day,  while  taking  his  formula,  the  patient 
became  markedly  cyanotic  and  respirations 
ceased.  Coramine  was  given  immediately 
and  artificial  respiration — spontaneous  res- 
piration returned  but  the  patient  remained 
slightly  cyanotic  and  respirations  were  shal- 
lower than  before.  Cyanosis  progressed  and 
several  attempts  were  made  to  give  plasma 
intravenously,  but  these  were  unsuccessful. 
Cyanosis  progressed  and  respirations  became 
weaker  and  weaker,  the  baby  did  not  respond 
to  caffeine  sodium  benzoate,  subcutaneously, 
and  died  on  the  third  hospital  day,  55  hours 
after  admission.  During  the  last  24  hours 
temperature  varied  from  98°  to  100°. 

CLINICAL  DIAGNOSIS 

dr.  strenge:  Considering  the  age  of  this 
infant,  we  should  not  overlook  some  con- 
ditions most  often  apparent  in  the  neonatal 
period,  the  result  of  accidents  and  incidents 
at  the  time  of  delivery.  The  initial  symptom, 
so  far  as  we  can  tell  from  this  history,  is 
vomiting.  The  child  appeared  normal  at 
delivery  and  did  well  for  some  two  weeks 
when  he  suddenly  began  to  vomit.  Intes- 
tinal obstruction  on  a congenital  basis  is 
possible,  but  not  probable.  Most  of  such  ob- 
structions lead  to  vomiting  earlier  than  this 
with  the  exception  of  pyloric  stenosis.  In- 
tracranial disease  can  produce  vomiting  and 
intracranial  disease  is  by  no  means  infre- 
quent in  newborn  babies,  particularly  as  a 
result  of  trauma  and  hemorrhage  within  or 
about  the  brain.  On  the  very  next  day  of 
this  patient’s  course  a new  symptom  ap- 
peared that  we  must  not  minimize — a diar- 
rhea of  20-26  stools  daily  is  not  a minor 
complication.  With  that  violent  a diarrhea 
in  a previously  healthy  child  whose  only 
other  symptom  is  vomiting,  we  must  sup- 
pose some  kind  of  infection.  This  is  prob- 
ably not  the  epidemic  diarrhea  of  new- 
borns, because  this  baby  was  at  home  alone 
and  epidemics  occur  only  where  babies  are 
together.  However,  it  could  be  a viral  diar- 
rhea of  the  newborn  period,  or  it  could  be 


a bacterial  diarrhea.  Five  days  after  onset 
some  kind  of  medication  was  given  by  the 
physician  which  did  not  affect  the  course 
except  that  two  days  later  the  child  devel- 
oped cyanosis.  This  cyanosis  might  just 
possibly  be  on  the  basis  of  medication.  Bis- 
muth sub-nitrate  is  frequently  given  in  the 
treatment  of  diarrhea,  may  be  reduced  to 
nitrite  in  the  gut  and  rarely  produces  cya- 
nosis from  methemoglobinemia.  This  is  an 
unlikely  possibility. 

The  only  thing  of  particular  interest  in 
the  history  is  the  fact  that  delivery  was  by 
forceps  — that  might  increase  slightly  the 
possibility  of  intracranial  birth  injury.  The 
one  important  point  mentioned  in  the  family 
history  is  “uremia”  in  the  mother;  pre- 
eclampsia might  increase  the  hazard  of 
intracranial  injury  to  the  baby  at  birth. 

Physical  examination  revealed  fever  and 
increased  respiratory  rate,  tending  to  bear 
out  our  previous  supposition  of  infection, 
the  child  was  emaciated,  markedly  dehy- 
drated— physical  corroboration  of  the  sever- 
ity of  the  diarrhea  previously  described.  The 
statement  that  the  examination  was  limited 
because  of  pronounced  cyanosis  when  the 
baby  was  removed  from  the  oxygen  tent 
indicates  that  the  cyanosis  was  improved  by 
oxygen.  This  excludes  methemoglobinemia 
as  a cause.  Moreover,  this  improvement  of 
cyanosis  on  breathing  oxygen  at  increased 
tension  suggests  that  it  is  on  the  basis  of 
obstruction  somewhere  in  the  respiratory 
tract,  as  opposed  to  cyanosis  associated  with 
an  intracardiac  shunt.  There  was  tenseness 
of  all  muscle  groups  and  reflexes  could  not 
be  elicited  due  to  hypertonicity  of  extensor 
muscle  groups.  With  a generalized  hyper- 
tonicity of  extensor  muscle  groups  one  might 
expect  the  child  to  be  in  opisthotonus.  This 
is  not  mentioned.  Fontanelles  were  sunken.  I 
presume  that  the  physical  signs  of  meningi- 
tis were  not  present  in  this  case  since  no 
lumbar  puncture  is  described.  The  infection 
we  are  looking  for  probably  does  not  involve 
the  meninges,  although  we  can’t  be  sure  of 
that  in  the  absence  of  cerebrospinal  fluid 
examination.  The  examination  of  the  chest 
revealed  “normal  tubular  breathing”  with 
complete  absence  of  rales.  I cannot  interpret 
this  since  tubular  breathing  is  not  normal 
in  an  infant ; it  is  a sign  of  consolidation. 
Respirations  are  described  as  shallow  and 
somewhat  jerky.  Sometimes  we  see  fairly 
extensive  cases  of  pneumonia  in  which 
respirations  are  so  shallow  that  rales  are 
not  elicited.  On  the  basis  of  this  physical 
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examination  one  cannot  rule  out  pneumonia 
as  part  of  the  disease  process  in  this  child. 
I presume  that  he  was  too  sick  for  an  x-ray 
to  be  obtained,  since  none  is  described. 

So  far  as  the  laboratory  data  is  concerned, 
we  have  only  the  blood  count.  There  is  an 
increase  in  the  percentage  of  neutrophils 
over  what  one  would  expect  in  a baby  of 
this  age,  corroborating  our  suspicion  of  an 
infection  of  some  sort.  The  total  white  count 
is  not  increased  when  we  consider  how  de- 
hydrated this  baby  was.  Bacterial  cultures 
of  the  mucopurulent  nasal  discharge  and  of 
the  stool  would  have  contributed  a great 
deal  toward  our  evaluation  of  this  case.  So 
far,  on  the  basis  of  physical  and  laboratory 
findings,  I believe  that  this  child  probably 
had  infectious  enteritis  with  a superimposed 
pneumonia.  I can  not  exclude  meningitis. 
The  neurological  signs  may  well  be  a part 
of  the  acute  infection  with  severe  dehydra- 
tion, possibly  multiple  thrombotic  foci  within 
the  brain.  On  the  other  hand,  they  could  be 
related  to  a brain  injury  incurred  at  the 
time  of  delivery. 

The  course  in  the  hospital  gives  some 
further  information,  but  not  a great  deal. 

The  amount  of  fluid  given  is  hardly  ade- 
quate for  an  infant  as  dehydrated  as  this 
one  is  said  to  have  been.  The  dosage  of 
penicillin,  5,000  units  I.M.  q three  hrs.  sug- 
gests that  the  date  of  this  child’s  hospitaliza- 
tion was  about  1945.  Is  this  correct,  Doctor 
Hopps?  (Dr.  Hopps  replied,  early  in  1946) 
This  dosage  of  penicillin  would  probably  be 
considered  homeopathic  today.  It  does  not 
seem  to  have  produced  much  effect  on  the 
child’s  course.  Cyanosis  increased  despite 
continuous  oxygen.  He  was  given  some  more 
fluid,  but  apparently  not  very  much.  Cal- 
cium gluconate  was  given  with  relief  for  a 
short  time  only  of  what  is  termed  early 
tetany.  Actually  the  signs  described  are  not 
those  of  tetany.  The  child  might  well  have 
had  that  form  of  tetany  which  may  accom- 
pany severe  acidosis.  Usually  though,  it  does 
not  manifest  itself  until  after  the  acidosis 
is  corrected  because  with  acidosis,  even 
with  a low  serum  calcium  there  is  sufficient 
ionized  calcium  to  prevent  tetany.  If  we  do 
see  tetany  in  diarrhea  it  usually  is  after  the 
acidosis  has  been  corrected  and  I don’t  be- 
lieve the  acidosis  was  corrected  by  the  rela- 
tively small  amount  of  Na  lactate  given  in 
this  case.  The  cyanosis  became  worse,  vomit- 
ing persisted  and  the  child  expired  in  spite 
of  supportive  therapy. 


This  is  an  interesting  therapeutic  prob- 
lem as  well  as  a diagnostic  problem.  We  don’t 
expect  to  make  a specific  etiologic  diagnosis 
in  severe  cases  of  diarrhea  such  as  this  one. 
Our  efforts  are  directed  primarily  at  cor- 
recting the  fluid,  electrolyte  and  acid  base 
disturbance.  Faced  with  such  a case  as  this 
today,  I think  that  our  administration  of 
fluid  would  be  much  more  intensive  and  that 
laboratory  investigations  as  to  the  extent  of 
acid  base  imbalance  and  Na  and  K disturb- 
ances would  tell  us  the  extent  of  abnormal- 
ity here  so  that  we  could  have  corrected  this 
imbalance.  Whether  or  not  we  would  have 
saved  the  patient’s  life  is  a totally  different 
question.  As  to  the  etiology  of  this  condition, 
today,  we  would  assume  that  if  this  were  a 
specific  bacterial  diarrhea  it  would  not  be 
sensitive  to  penicillin  and  would  probably 
select  some  other  antibotic.  Ordinarily  we 
trust  the  culture  to  indicate  which  of  the 
antibotics  would  be  most  effective.  Many  of 
these  children  show  infection  with  uncom- 
mon and  peculiar  organisms.  In  the  neo- 
natal period  resistance  is  considerably  less 
than  at  other  ages,  so  that  during  this  period 
diarrhea  occasionally  results  from  infection 
by  Pseudomonas  aeruginosa  or  organisms  of 
the  Proteus  group.  The  fact  that  diarrhea 
was  apparently  associated  with  pneumonia 
in  this  case  would  not  influence  specific 
treatment  particularly,  since  we  usually 
give  an  antibotic  which  is  absorbed  to  pro- 
duce constitutional  effect  rather  than  one 
which  acts  locally  on  the  intestinal  tract. 

My  final  diagnosis  in  this  case  is  infantile 
diarrhea,  probably  on  an  infectious  basis, 
complicated  by  pneumonia  and  possibly 
thrombotic  phenomena  within  the  brain 
producing  the  neurological  symptoms  de- 
scribed. A likely  second  possibility  is  some 
primary  intracranial  process  such  as  intra- 
ventricular or  subdural  hemorrhage  with 
superimposed  enteric  and  respiratory  in- 
fections. 

ANATOMIC  DIAGNOSIS 

dr.  hopps:  This  infant  was  quite  emaci- 
ated at  the  time  of  autopsy — birth  weight 
was  somewhat  over  six  and  one-half  lbs. ; 
at  autopsy  weight  was  five  lbs.  10  oz.  The 
baby  was  still  somewhat  dehydrated.  There 
was  very  little  adipose  tissue  anywhere  in 
the  body.  Upon  opening  the  peritoneal  cavity 
small  and  large  intestines  were  seen  to  be 
moderately  distended  with  gas  — otherwise 
they  appeared  normal.  The  liver  appeared 
essentially  normal  except  for  being  a little 
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yellower  and  paler  than  usual.  The  spleen 
was  slightly  enlarged.  On  the  whole  the 
abdominal  viscera  were  not  remarkable,  ex- 
cept for  the  moderate  gaseous  distention  of 
the  intestinal  tract.  There  were  no  adhesions 
and  no  evidence  of  peritonitis.  Examination 
of  thoracic  viscera  revealed  an  essentially 
normal  heart.  It  was  a little  smaller  than 
normal  for  the  age,  but  not  small  for  the 
weight.  There  were  no  anomalies.  The  lungs 
together  weighed  approximately  twice  the 
normal  and  there  were  six  foci  of  indura- 
tion, 0.4  to  1.4  cm.  in  diameter,  discolored 
dark  red.  They  were  widely  distributed.  In 
addition  to  these  larger  indurative  areas 
there  were  very  many  smaller,  yellow  foci, 
less  than  0.2  cm.  in  diameter,  which  appeared 
to  be  abscesses.  When  the  tracheobronchial 
tree  was  opened,  pus  exuded  from  the 
smaller  ramifications  and  when  the  lungs 
were  sectioned  numerous  foci  of  suppura- 
tion were  apparent.  Furthermore,  each 
pleural  cavity  contained  a small  amount  of 
fairly  thin  fibrinopurulent  exudate,  so  that 
early  empyema  was  a part  of  this  picture. 
The  gastrointestinal  tract  was  examined 
very  carefully,  grossly  and  miscroscopically. 
There  were  no  changes  to  indicate  a primary 
infectious  diarrhea.  The  slight  cellular  in- 
filtration of  the  lamina  propria  with  moder- 
ate edema  and  hyperemia  of  the  submucosa 
probably  represents  an  effect  of  diarrhea. 
There  were  no  ulcers  or  erosions  and  no 
inflammatory  lesions  which  could  be  con- 
sidered specific.  Despite  a clinical  diagnosis 
of  pylorospasm  we  found  no  evidence  of 
pylorospasm  either  grossly  or  from  micro- 
scopic sections  taken  to  include  the  pyloric 
valve.  In  relation  to  the  emaciation  there 
was  moderate  fatty  change  in  the  liver  of 
large  vacuolar  type. 

Our  final  pathologic  diagnosis  was: 

Bronchopneumonia,  bilateral,  necrotizing, 
suppurative — with  at  least  an  element 
of  aspiration — and  empyema,  bilateral, 
fibrinopurulent,  early 

Septic  splenitis 

Parenchymatous  degeneration  of  heart, 
kidneys  and  liver  and  with  fatty  change 
l.v.)  moderate,  of  the  latter 

Atrophy  and  interstitial  fibrosis  of  pan- 
creas, moderate 

Gastroenteritis,  slight,  apparently  non- 
specific 

Emaciation,  marked,  with  atrophy  of 
thymus 


It  appears  that  the  primary  process  here 
was  extensive,  severe  bronchopneumonia. 
Microscopic  sections  revealed  even  more  ab- 
scess than  was  evident  grossly.  The  larger 
foci  of  induration  and  reddish  discoloration 
described  grossly  were  found  to  be  areas  of 
hemorrhage  within  large  areas  of  broncho- 
pneumonia. The  cause  of  empyema  was 
readily  apparent  upon  viewing  numerous 
sub-pleural  abscesses.  This  type  of  pneu- 
monia is  ordinarily  caused  by  staphylococcus 
aureus,  an  organism  which  is  particularly 
virulent  for  infants  and  small  children  and 
one  very  prone  to  produce  just  the  type  of 
necrotizing  suppurative  process  which  was 
observed  in  this  case.  As  a result  of  this  in- 
fection there  was  toxemia  at  least,  possibly 
septicemia  terminally,  leading  to  septic 
splenitis  and  parenchymatous  degenerative 
changes  in  the  heart,  liver  and  kidneys. 
All  of  these  processes  interfered  with 
metabolism  and  with  the  mobility  and  me- 
chanical function  of  the  gastrointestinal 
tract  leading  to  vomiting  and  diarrhea  with 
resulting  dehydration,  electrolyte  imbalance 
and  emaciation.  The  more  dehydrated  and 
emaciated  the  child  became  the  lower  its 
resistance  until  finally,  shortly  before  death 
some  of  the  abscesses  extended  into  the 
pleural  cavity  to  produce  empyema. 

The  pneumonic  process  might  have  been 
arrested  by  more  effective  antibotic  therapy, 
although  I suspect  that  a great  deal  of  dam- 
age had  occurred  in  the  lung  by  the  time  the 
child  was  first  seen  in  the  hospital.  How- 
ever, with  really  effective  antibiotic  therapy 
and  the  effective  management  of  fluid  and 
electrolyte  balance  possible  today,  aided  by 
such  measurements  of  electrolyte  balance  as 
Doctor  Conrad  is  able  to  do  with  the  flame 
photometer,  the  case  might  have  turned  out 
differently.  I would  like  to  hear  your  views 
on  this,  Doctor  Strenge,  and  also  your  com- 
ments on  parenteral  diarrhea,  particularly 
in  relation  to  such  a pneumonic  process  as 
I have  described. 

dr.  strenge  : In  the  first  place,  I would 
like  to  ask  a question;  what  did  the  sections 
of  the  pancreas  show? 

dr.  hopps  : There  was  a moderate  degree 
of  atrophy  and  interlobular  septae  were 
broadened  somewhat.  There  was  no  dilata- 
tion of  ducts  or  acini  and  the  total  amount  of 
pancreas  seemed  to  be  quite  adequate.  I don’t 
know  whether  or  not  these  changes  can  be 
explained  entirely  on  the  basis  of  emacia- 
tion and  infection,  they  did  not  seem  to 
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warrant  a diagnosis  of  even  slight  or  in- 
cipient fibrocystic  disease. 

dr.  strenge  : This  would  be  a very  acute 
course  for  fibrocystic  disease  of  the  pan- 
creas, but  that  is  one  of  the  best  back- 
grounds for  severe  staphylococcal  pneu- 
monia in  a baby.  Now,  regarding  your  ques- 
tion, I think  you  have  given  the  answer.  If 
this  had  been  a specific  bacterial  dysentery, 
you  would  probably  have  found  extensive 
inflammatory  changes  in  the  intestine,  pos- 
sibly with  pseudomembrane  formation.  The 
absence  of  blood  in  the  stool  led  me  away 
from  that  diagnosis  clinically.  We  do  occa- 
sionally see  bacterial  dysentery  without 
blood  in  the  stool  and  we  do  see  extensive 
neurological  manifestations  associated  with 
certain  types  of  bacetrial  dysentery,  but  the 
pathological  picture  which  you  describe  is 
adequate  to  exclude  this. 

From  the  findings  at  autopsy,  I must  con- 
clude that  this  is  an  unusually  severe  case 
of  parenteral  diarrhea,  associated  with 
severe  pneumonia.  It  is  amazing  that  the 
symptoms  of  diarrhea  and  vomiting  so  far 
preceded  cyanosis  and  other  respiratory 


symptoms,  assuming  that  this  started  off  as 
a pneumonia. 

GENERAL  DISCUSSION 

question  : Isn’t  it  unusual  for  pneumonia 
to  exist  for  several  days  without  any  clinical 
evidence  of  such? 

dr.  strenge  : Ordinarily,  with  a primary 
pneumonia,  symptoms  directly  related  to 
the  respiratory  infection,  fever,  cough,  etc., 
precede  diarrhea  rather  than  following  it  by 
four  or  five  days.  This  case  is  unusual  in 
that  respect.  Another  unusual  aspect  is  the 
history  of  no  respiratory  infection  during 
the  baby’s  life.  This  case  is  an  example  of 
one  of  the  differences  between  bacterial  in- 
fection in  infants  and  adults.  Here,  the  in- 
fectious agent  apparently  hit  the  lungs  first 
without  the  upper  respiratory  infection  that 
usually  precedes  pneumonia  in  older  chil- 
dren and  adults.  As  to  the  neurological 
manifestations,  I still  am  not  willing  to 
accept  hypocalcemia  as  a cause.  I would  still 
suspect  some  intracranial  disease  and  regret 
that  an  examination  of  the  brain  was  not 
allowed. 


TO  ALL  MY  PATIENTS 

I invite  you  to  discuss  frankly 
with  me  any  Questions  regarding 
my  services  or  my  fees. 

T be  best  medical  service  is  based 
on  a friendly  mutual  under- 
standing between  doctor  and  patient. 


Plaque  Available  at  $1.00  Each  From  Executive  Office. 
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Normohydration 

FOR  BOWEL  REGULATION 


^picaliy,  the  constipated  stool  is  dehydrated, 
whereas  the  diarrheal  stool  or  that  induced  by  salines 
and  irritants  is  hyperhydrated,  containing  free  water. 

When  Metamucil  is  employed  for  the  management 
of  constipation,  it  is  mixed  in  a full  glass  of  cool  liquid. 
The  ingested  liquid  containing  the  mucilloid  promotes 
normohydration. 

METAMUCIL®  is  the  highly  refined  mucilloid  of 

Plantago  ovata  (50%),  a seed  of  the  psyllium  group, 
combined  with  dextrose  (50%)  as  a dispersing  agent. 
G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 
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President’s  Pagt 


Would  you  like  an  experience  that  renews  your  faith  in  the  essential 
goodness  of  people  and  of  the  depth  of  their  genuine  love  and  appreciation 
for  some  of  their  doctors?  Then  let  me  urge  you  to  attend  one  or  more 
of  the  public  meetings  held  to  honor  a medical  practitioner  who  has  cared 
for  the  people  of  a community  for  many  years.  The  occasion  usually  marks 
the  attainment  of  50  years  of  practice.  At  the  last  such  meeting  we  at- 
tended there  were  very  few  dry  eyes  in  the  hall  at  the  conclusion  of  the 
ceremonies  and  not  one  of  the  speeches  made  sounded  like  an  obituary 
either. 

There  have  been  complaints  of  commercialism  among  doctors  and 
complaints  that  medical  students  are  instructed  in  the  science  of  medicine 
but  not  in  the  intangible  things  that  make  the  practice  of  medicine  a 
career  of  service  to  those  who  come  to  the  doctor  in  their  hour  of  need. 
I wish  that  every  medical  student  and  everyone  who  has  been  a medical 
student  could  attend  such  a meeting.  Many  of  us  would  attain  a different 
and  a better  conception  of  the  true  values  in  the  practice  of  medicine. 


President 


} 


From  among  all  antibiotics,  Internists  often  choose 


\URE 

because 


Hydrochloride  Crystalline 


Aureomycin  readily  passes  into  the  blood  stream,  whence  it  diffuses  rapidly 
into  all  the  tissues  and  fluids  of  the  body. 


Aureomycin  is  a broad  spectrum  antibiotic  that  has  been  shown  to  be 
effective  in  a wide  variety  of  infections  of  bacterial,  rickettsial  and  large 
viral  origin. 


Aureomycin  has  been  reported  to  be  effective  in 


Acute  Amebiasis 
Anthrax 

Acute  Brucellosis 
Chancroid 
Shigella  Dysentery 
Endocarditis* 
Erysipelas 

Granuloma  Inguinale 


Hepatic  and  Biliary 
Tract  Infections* 
Influenza 
Leptospirosis 

Lymphogranuloma  Inguinale 
Pericarditis* 
Psittacosis 
Q Fever 
Rat-Bite  Fever 
Relapsing  Fever 


*When  caused  by  Aureomycin  susceptible  organisms. 


Respiratory  Infections* 
Rickettsialpox 
Septicemia* 

Rocky  Mountain  Spotted  Fever 
Boutonneuse  Fever 
Tick-Bite  Fever 
Typhus 
Tick  Typhus 
Tularemia 


Throughout  the  world  as  in  the  United  States,  aureomycin  is 
recognized  as  a broad  spectrum  antibiotic  of  established  effectiveness. 


Capsules:  50  mg. — Bottles  of  25  and  100.  250  mg. — Bottles  of  16  and  100. 

Ophthalmic:  Vials  of  25  mg.  with  dropper;  solution  prepared  by  adding  5 cc.  of  distilled  water. 

LEDERLE  LABORATORIES  DIVISION  America.*  Cyanamid company  30  Rockefeller  Plaza,  New  York  20,  N.Y. 
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CURRENT  ACTIVITIES  AT  THE  OKLAHOMA 
MEDICAL  RESEARCH  FOUNDATION 


Edward  C.  Reifenstein,  Jr.,  M.D. 

DIRECTOR 

7 Ut  ?Koze  THeu/^ive  This  is  the  third  of  a 

series  of  monthly  articles 
designed  to  acquaint  you 
with  the  activities  at  the 
Oklahoma  Medical  Research 
Foundation.  In  the  first,  a 
description  was  given  of  the 
physical  plant,  and  in  the 
article  last  month  the  general  operational  plans  were 
outlined.  The  current  presentation  will  describe  the 
background  and  the  general  activities  of  some  of  the 
major  scientific  personnel  of  the  Research  Institute  and 
Hospital.  (See  Figure  1.) 

As  has  been  pointed  out  in  the  second  article  in  this 
series,  the  Board  of  Directors  of  the  Oklahoma  Medical 
Research  Foundation  made  a decision  to  develop  the 
facilities  of  the  Research  Institute  and  the  Research 
Hospital  as  a single  investigative  unit  with  its  primary 
emphasis  on  clinical  research.  It  became  apparent  at 
once  that  it  was  essential  to  assemble  an  outstanding 
group  of  investigators  with  understanding,  training,  and 
experience  in  the  special  problems  of  clinical  investiga- 
tion. With  a nucleus  of  such  individuals  as  leaders,  addi- 
tional personnel  could  be  recruited  and  trained  to  assist 
in  the  program,  and  all  of  the  many  other  professionally- 
trained  persons  in  the  Medical  Center  and  throughout 
the  State  could  be  integrated  with  the  program  so  that 
their  special  skills  could  be  employed  at  greatest  advant- 
age to  facilitate  the  research  endeavor.  Such  a group  of 
investigators  has  been  assembled,  and  will  be  introduced 
to  you  in  the  paragraphs  that  follow. 

Dr.  Max  X.  Huffman 

The  first  senior  research  investigator  to  be  employed 
by  the  Foundation  was  Dr.  Max  X.  Huffman  who  had 
been  for  several  years  Research  Professor  of  Biochemis- 
try at  Southwestern  Medical  College  in  Dallas,  Texas. 
Doctor  Huffman  is  a nationally  recognized  organic 
chemist  who  has  been  synthesizing  various  agents  of 
possible  therapeutic  value  in  disease  conditions. 

Doctor  Huffman  was  born  in  Missouri.  He  graduated 
from  the  University  of  Missouri,  and  received  a Ph.D. 
degree  from  St.  Louis  University.  Doctor  Huffman 
trained  under  Professor  Edward  A.  Doisy  who  several 
years  ago  received  the  Nobel  prize  in  medicine.  Doctor 
Huffman  was  part  of  the  original  team  which  isolated 
the  first  crystalline  estradiol.  Dr.  Huffman  also  served 
as  a Xational  Research  Council  Fellow  in  Medical  Sciences 
at  the  College  of  Physicians  and  Surgeons  of  Columbia 
University,  in  Xew  York  City.  Following  this  he  was 
Director  of  Research  for  a pharmaceutical  organization, 
the  U.  S.  Standard  Products  Company  in  Wisconsin,  and 
then  spent  five  years  at  Southwestern  Medical  College. 
He  is  a member  of  a number  of  national  professional 
societies  and  he  has  published  over  30  scientific  papers. 
Dr.  Huffman  began  his  work  at  the  Foundation  in  July, 
1950.  He  is  Head  of  the  Section  on  Organic  Chemistry, 
and  will  continue  to  do  research  in  the  fields  of  cancer, 
rheumatoid  arthritis,  tuberculosis,  and  endocrinology. 
Doctor  Huffman  has  an  appointment  as  Professor  of 
Research  Biochemistry  at  the  University  of  Oklahoma 
School  of  Medicine. 

Dr.  Edward  C.  Reifenstein,  Jr. 

The  next  man  to  be  named  was  Dr.  Edward  C.  Reifen- 
stein, Jr.,  the  Director  of  the  Research  Institute  and 
Hospital.  Doctor  Reifenstein  is  internationally  known  as 
an  authority  on  medical  diseases  of  bone  and  one  en- 
docrine disorders.  Doctor  Reinfenstein  was  born  in  Svra- 


cuse,  Xew  York.  His  father  was  Professor  of  Medicine 
at  Syracuse  University,  and  his  uncle  and  two  younger 
brothers  are  physicians.  Doctor  Reifenstein  received  his 
A.B.  degree  from  Syracuse  University,  and  his  M.D. 
degree  from  Syracuse  University  College  of  Medicine. 
He  obtained  his  hospital  training  in  Syracuse.  Doctor 
Reifenstein  was  associated  for  six  years  with  Doctor 
Fuller  Albright,  at  the  Massachusetts  General  Hospital 
in  Boston,  doing  advanced  research  in  endocrinology  and 
metabolic  bone  disorders.  In  1946,  Doctor  Reifenstein 
went  to  Xew  York  City  as  a Consultant  and  later  as  a 
Research  Associate  at  the  Sloan-Kettering  Institute, 
where  he  conducted  investigations  on  the  endocrine 
aspects  of  cancer.  At  the  same  time  he  served  as  a Con- 
sultant, and  later  as  Executive  Director  of  the  Medical 
and  Research  Division  of  Ayerst,  McKenna  and  Harri- 
son, Limited,  a pharmaceutical  manufacturing  organiza- 
tion. 

Doctor  Reifenstein  is  a member  of  the  Committee  on 
Therapeutic  Xutrition,  Food  and  Xutrition  Board,  of 
the  Xational  Research  Council ; a member  of  the  Com- 
mittee on  the  Diagnosis  and  Therapy  of  Cancer,  Division 
of  Medical  Sciences,  of  the  Xational  Research  Council ; 
and  a member  of  the  Metabolism  and  Nutrition  Study 
Section  of  the  National  Institute  of  Health.  In  addition 
to  belonging  to  a number  of  other  national  organizations, 
he  is  a member  of  the  American  Society  for  Clinical 
Investigation,  a Fellow  of  the  American  College  of 
Physicians  and  a Fellow  of  the  Xew  York  Academy 
of  Medicine.  Doctor  Reifenstein  is  a co-author  with 
Doctor  Albright  of  a book  on  metabolic  bone  disorders 
and  the  author  of  about  80  scientific  papers.  In  addition 
to  serving  as  Director  of  Research  for  the  Oklahoma 
Medical  Research  Institute  and  Hospital,  Doctor  Reifen- 
stein is  Head  of  the  Section  on  Endocrinology  and 
Metabolism.  He  is  particularly  interested  in  metabolic 
bone  diseases  and  will  conduct  a program  of  investiga- 
tion on  this  subject.  He  arrived  at  the  Foundation  to 
begin  his  duties  in  November,  1950.  Doctor  Reifenstein 
has  an  appointment  as  Professor  of  Research  Medicine 
at  the  University  of  Oklahoma  School  of  Medicine. 

I)r.  Charles  D.  Kochakian 

Additional  appointments  to  the  Stall'  of  the  Oklahoma 
Medical  Research  Institute  and  Hospital  have  followed 
in  rapid  succession.  Doctor  Charles  D.  Kochakian,  who 
was  formerly  Associate  Professor  of  Physiology  of  the 
School  of  Medicine  and  Dentistry  of  Rochester,  Xew 
York,  was  appointed  as  Associate  Director  of  the  Insti- 
tute and  Hospital  and  joined  the  Staff  in  January,  1951. 
Doctor  Kochakian  is  an  endocrine  physiologist  and 
physiological  chemist  who  is  internationally  known  for 
his  work  on  hormones,  enzymes,  nutrition  and  growth. 
He  has  served  as  a member  of  the  Panel  on  Hormones, 
of  the  Committee  on  Growth,  of  the  National  Research 
Council.  He  is  also  a member  of  the  Panel  of  Appraisers 
of  the  Handbook  on  Biological  Data  of  the  American 
Institute  of  Biological  Sciences.  He  was  awarded  the 
Claude  Bernard  Medal  and  appointed  a visiting  Claude 
Bernard  Professor  of  the  Institute  of  Experimental 
Medicine  and  Surgery  of  the  University  of  Montreal  on 
April  27  and  28,  1950.  He  is  also  an  Associate  of  the 
Roseoe  B.  Jackson  Memorial  Laboratory,  Bar  Harbor, 
Maine.  He  was  the  principal  guest  at  a Conference  on 
Steriod  Hormones  and  Enzymes  given  by  the  Ciba  Foun- 
dation in  London,  England,  March  8 and  10,  1950.  In 
addition  Doctor  Kochakian  is  the  author  of  over  70 
scientific  papers. 

Doctor  Kochakian  was  born  in  Haverhill,  Mass.  He 
received  his  A.B.  and  A.M.  degree  in  organic  chemistry 
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from  Boston  University,  and  received  his  PhJ).  in 
physiological  chemistry  from  the  University  of  Roches- 
ter, Rochester,  New  York.  He  is  a member  of  a number 
of  national  societies.  He  will  continue  his  research  on 
hormones  and  growth  in  Oklahoma.  In  addition,  he  is  in 
charge  of  a Central  Research  Laboratory  which  is  being- 
developed  in  the  Institute  and  supervises  the  facilities 
for  animal  experimentation  as  well  as  the  Graduate 
Training  Program.  Doctor  Kochakian  has  an  appoint- 
ment as  Professor  of  Research  Biochemistry  in  the  Uni- 
versity of  Oklahoma  School  of  Medicine. 

I)r.  R.  Palmer  Howard 

Dr.  R.  Palmer  Howard,  formerly  Demonstrator  in 
Medicine  at  McGill  University  in  Montreal,  Canada,  and. 
in  charge  of  the  Endocrine  Clinic  and  Laboratory  of  the 
Montreal  General  Hospital,  joined  the  Staff  in  April. 
1951,  as  a Member  of  the  Section  on  Endocrinology  and 
Metabolism  working  with  Doctor  Reifenstein.  Doctor 
Howard  is  an  endocrinologist  and  clinical  investigator, 
who  is  known  for  his  work  on  testicular  disorders  and 
on  metabolic  bone  conditions.  Doctor  Howard  was  born 
in  the  United  States  in  Iowa  City,  but  spent  most  of  his 
life  in  Montreal.  He  received  an  A.B.,  an  M.D.,  a C M., 
and  an  M.Sc.  degree  from  McGill  University,  served  in 
the  Royal  Canadian  Army  Medical  Corps  for  five  years, 
and  then  continued  his  medical  training  at  Johns  Hop- 
kins Hospital  in  Baltimore,  Md.,  at  the  Massachusetts 
General  Hospital  in  Boston,  Mass.,  and  finally  at  McGill. 
Doctor  Howard  is  a member  of  a number  of  medical 
societies,  and  is  the  author  of  18  scientific  publications. 
He  will  work  with  Doctor  Reifenstein  on  metabolic  bone 
disorders  and  do  some  additional  investigation  on  prob- 
lems of  endocrinology.  In  addition,  he  will  participate 
in  the  undergraduate  and  graduate  training  programs 
of  the  Oklahoma  Medical  Research  Institute  and  Hos- 
pital. Doctor  Howard  has  an  appointment  as  Associate 
Professor  of  Research  Medicine  in  the  University  of 
Oklahoma  School  of  Medicine. 

Dr.  Leonard  P.  Eliel 

Dr.  Leonard  P.  Eliel,  formerly  Associate  of  the  Sloan- 
Kettering  Institute  of  the  Memorial  Hospital  Cancer 
Center  in  New  York  City,  and  Assistant  Professor  in 
the  Department  of  Medicine  of  Cornell  Medical  College, 
joined  the  Staff  in  August,  1951,  as  the  head  of  the 
Section  on  Clinical  Oncology.  Doctor  Eliel  is  a clinical 
investigator  who  has  developed  a national  reputation 
for  his  work  on  the  effect  of  hormones  on  malignant 
disease  and  the  balance  of  body  fluids. 

Doctor  Eliel  was  born  in  Los  Angeles,  California.  He 
received  his  Medical  Degree  from  Harvard  Medical 
School,  and  had  hospital  training  in  Boston.  For  an 
interval  Doctor  Eliel  was  employed  by  the  Pan  Ameri- 
can Airways,  first  as  a Medical  Officer  in  charge  of 
laboratory  and  patient  care,  at  the  Base  Hospital,  in 
Accra,  Gold  Coast,  Africa,  and  later  as  a Medical  Officer 
in  charge  of  flight  crews  from  the  New  York  area. 
During  this  period,  Doctor  Eliel ’s  work  included  re- 
search on  air  sickness,  a project  done  under  a contract 
for  the  Naval  Air  Transport  Command.  Later,  Doctor 
Eliel  served  actively  in  the  United  States  Navy,  and 
during  this  time  did  research  on  new  anti-malarial  and 
anti-filarial  drugs.  Doctor  Eliel  is  a member  of  a num- 
ber of  Scientific  organizations.  He  has  published  about 
two  dozen  scientific  articles.  Doctor  Eliel  will  be  in 
charge  of  clinical  research  in  the  field  of  cancer.  In 
particular  he  will  be  studying  the  metabolic  alterations 
that  occur  in  patients  with  malignant  disease  and  the 
changes  that  can  be  induced  in  such  individuals  by 
various  agents  which  have  an  effect  on  normal  or  abnor- 
mal growth.  He  will  participate  in  the  undergraduate  and 
graduate  training  programs  of  the  Oklahoma  Medical 
Research  Institute  and  Hospital.  In  addition,  Doctor 


Figure  I.  Scientific  Staff  Section  Heads  of  Oklahoma 
Research  and  Hospital.  Seated,  left  to  right:  Miss  Shir- 
ley L.  Wells,  Director  of  Dietetics  of  Research  Hospital ; 
Dr.  Edward  C.  Reifenstein,  Jr.,  Director  of  Research 
Institute  and  Hospital,  and  Head  of  Section  on  endocrin- 
ology and  Metabolism ; Dr.  Charles  D.  Kochakain,  Asso- 
ciate Director  of  Research  Institute  and  Hospital,  and 
Head  of  Section  on  Biochemistry;  and  Miss  Marian 
MacAulay,  Director  of  Nursing  of  Research  Hospital. 

Standing,  left  to  right:  Dr.  Leonard  P.  Eliel,  Head 
of  Section  on  Clinical  Oncology ; Dr.  Robert  H.  Furman, 
Head  of  Section  on  Cardiology;  Dr.  Max  N.  Huffman, 
Head  of  Section  on  Organic  Chemistry;  and  Dr.  R. 
Palmer  Howard,  Member  of  Section  on  Endocrinology 
and  Metabolism. 


Eliel  has  an  appointment  as  Associate  Professor  of 
Research  Medicine  of  the  University  of  Oklahoma  School 
of  Medicine. 

Miss  Marian  MacAulay 

The  next  person  to  join  the  Staff  of  the  Oklahoma 
Medical  Research  Institute  and  Hospital  was  Miss 
Marian  MacAulay,  R.N.,  formerly  Head  Nurse  of  the 
Research  Ward  (Ward  4)  at  the  Massachusetts  General 
Hospital,  Boston.  She  was  appointed  as  a Member  of 
the  Staff  of  the  Oklahoma  Medical  Research  Institute 
and  Director  of  Nursing  of  the  Oklahoma  Medical  Re- 
search Hospital. 

Miss  MacAulay  has  been  in  charge  of  nursing  on  the 
Metabolic  Research  Ward  of  the  Massachusetts  General 
Hospital  for  the  past  nine  years.  She  was  born  in  Clin- 
ton, Massachusetts,  but  was  educated  in  Canada.  She 
graduated  from  the  Charlottetown  Hospital  Training 
School  at  Prince  Edward  Island  and  since  that  time  has 
worked  in  the  Massachusetts  General  Hospital  in  Bos- 
ton. She  will  participate  in  the  planning  of  the  clinical 
research  program  which  is  being  evolved  at  the  Research 
Hospital.  She  will  be  in  charge  of  the  undergraduate 
and  graduate  training  programs  for  nurses  at  the  Re- 
search Hospital.  She  joined  the  Staff  of  the  Institute 
in  August,  1951.  In  addition,  Miss  MacAulay  has  an 
appointment  as  Research  Associate  in  the  University  of 
Oklahoma  School  of  Nursing. 

Miss  Shirley  L.  Wells 

Miss  Shirley  L.  Wells,  M.S.,  formerly  Research  Die- 
titian at  the  Massachusetts  General  Hospital  in  Boston, 
Massachusetts,  also  became  a Member  of  the  Staff  of 
the  Oklahoma  Medical  Research  Institute  in  August, 
1951.  In  addition,  she  was  appointed  Director  of  Die- 
tetics of  the  Oklahoma  Medical  Research  Hospital. 

Miss  Wells  has  been  in  charge  of  Dietetics  on  the  Re- 
search Ward  (Ward  4)  of  the  Massachusetts  General 
Hospital,  Boston,  for  15  years.  She  was  born  in  Marshall- 
town, Iowa ; and  received  a Bachelor  of  Science  degree  in 
Home  Economics  from  Iowa  State  College,  and  a Master 
of  Science  degree  in  Home  Economies  from  the  State 
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Figure  2.  Administrative  Staff  of  the  Oklahoma  Medical  Research  Foundation  and  Scientific  Staff  of  the  Okla- 
homa Medical  Research  Institute  and  Hospital  in  October,  1951. 

First  row — Left  to  right:  Hugh  G.  Payne,  General  Manager  of  Foundation;  Gene  White,  Administrative  Assist- 
ant to  the  General  Manager;  Alta  Miller,  Administrative  Cerk;  Martha  Schreiber,  Secretary;  Dr.  Max  X.  Huffman, 
Research  Member;  Bernice  Katz,  Research  Assistant;  Marian  MacAulay,  Director  of  Nurcing;  Mary  Lott,  Research 
Assistant;  Dr.  Charles  D.  Kochakian,  Associate  Director  of  Research;  Josephine  Hawrylko,  Research  Assistant;  Dr. 
Edward  C.  Reifenstein,  Jr.,  Director  of  Research  Institute  and  Hospital;  Dr.  Alan  J.  Stanley,  Research  Associate; 
Shirley  Wells,  Director  of  Dietetics;  Anita  Eisheid,  Reseach  Assistant;  Dr.  Leonard  P.  Eliel,  Research  Member; 
Dr.  R.  Palmer  Howard,  Research  Member;  Hugh  Sehriver,  Assistant  Engineer;  Lee  Cramer,  Chief  Engineer. 

Second  row — Left  to  right:  O.  C.  Estes,  comptroller;  Wilma  Rust,  Administrative  Clerk;  Shallon  Reed, 

Receptionist;  Luna  Graver,  Administrative  Assistant;  Dr.  Dale  Clark,  Research  Associate;  Dan  Nall,  Research 
Assistant ; Dr.  Thomas  C.  Smith,  Post-Doctorate  Fellow ; Clvdelle  Brownfield,  Research  Administrative  Assistant ; 
Richard  Grundy,  Laboratory  Assistant ; Ida  Gist,  Research  Librarian ; Leona  Stansberry,  Clerical  Assistant ; Ray- 
modeen  Wilkins,  Research  Administrative  Assistant;  Barbara  Reed,  Technician;  Ruby  Stephenson,  Secretary;  Clara 
Shetlar,  Research  Assistant;  Leo  Cawley,  Laboratory  Assistant;  Dwight  Smith,  Laboratory  Assistant;  Virginia 
Richmond,  Research  Assistant;  Dr.  R.  M.  Shetlar,  Research  Associate;  Jane  Ann  Bullock,  Research  Assistant;  Cor- 
nelius Easley,  Animal  Caretaker;  Alice  Johnson,  Maid. 


University  of  Iowa.  Thereafter,  she  worked  as  special 
dietitian  in  charge  of  research  at  the  Massachusetts 
General  Hospital.  All  the  detailed  metabolic  studies  con- 
ducted at  this  research  ward  for  a period  of  15  years 
were  under  her  supervision.  Miss  Wells  will  participate 
in  the  planning  of  the  clinical  research  program,  and 
will  be  in  charge  of  the  undergraduate  and  graduate 
training  programs  for  Dietetians  at  the  Research  Hos- 
pital. In  addition,  Miss  Wells  has  an  appointment  as 
Associate  Professor  of  Research  Nutrition  in  the  Uni- 
versity of  Oklahoma  School  of  Medicine. 

Dr.  Robert  H.  Furman 

The  latest  addition  is  Dr.  Robert  H.  Furman,  who 
has  been  Assistant  Professor  of  Medicine  at  Vanderbilt 
University  School  of  Medicine,  Nashville,  Tenn.  Doctor 
Furman  will  be  a Member  of  the  Staff  of  the  Research 
Institute  and  Head  of  the  Section  on  Cardiology.  Doc- 
tor Furman  is  highly  respected  in  Nashville  and  in 
national  circles  because  of  his  progressive  research 
activities  in  the  field  of  cardiovascular  diseases. 

Doctor  Furman  was  born  in  Schenectady,  New  York. 
He  received  his  undergraduate  training  at  Union  College 
in  Schenectady  and  his  medical  training  from  Yale 
University  School  of  Medicine.  Part  of  his  hospital 
training  was  obtained  at  New  Haven  and  the  remainder 
at  Vanderbilt  University  School  of  Medicine.  Since  that 
time  he  has  been  on  the  Staff  of  Vanderbilt  School  of 

SHOWMAN  IS  COUNCILOR 

President  L.  Chester  McHenry,  M.D.,  has  appointed 
W.  A.  Showman,  M.D.,  Tulsa,  to  fill  out  the  unexpired 
term  of  V.  K.  Allen,  M.D.,  Councilor  who  died  recently. 
Doctor  Showman  is  president  of  the  Tulsa  County  Medi- 
cal Society. 


Medicine  except  for  a period  when  he  served  in  the 
United  States  Navy.  Doctor  Furman  lias  been  an  Eli 
Lilly  Fellow  in  Medicine,  and  later  a National  Research 
Council  Fellow  in  the  Medical  Sciences  at  Vanderbilt. 
He  is  a member  of  a number  of  national  medical 
societies  and  lias  published  a series  of  12  papers.  Doctor 
Furman  will  be  in  charge  of  clinical  research  in  the 
fields  of  cardiovascular  and  renal  disorders.  He  will 
study  the  metabolic  alterations  that  occur  in  patients 
with  pulmonary,  cardiac,  hepatic,  and  renal  conditions 
particularly  from  the  vascular  point  of  view,  and  will 
initiate  a program  involving  an  investigation  of  fat 
metabolism  as  related  to  atherosclerosis.  He  will  assist 
in  the  undergraduate  and  gradute  training  program  of 
the  Oklahoma  Medical  Research  Institute  and  Hospital. 
Doctor  Furman,  in  addition,  will  have  an  appointment 
as  Associate  Professor  of  Research  Medicine  in  the 
University  of  Oklahoma  School  of  Medicine. 

A large  number  of  other  persons  will  play  important 
roles  in  the  conduct  of  the  research  program  as  asso- 
ciates of  the  individuals  who  have  been  described  in 
this  article.  A group  picture  of  the  Administrative  Staff 
and  Scientific  Personnel  as  of  October,  1951,  is  shown 
in  Figure  2.  The  whole-hearted  collaboration  of  a great 
many  people  is  required  to  put  into  action  the  active 
program  of  the  Oklahoma  Medical  Research  Institute 
and  Hospital. 

ADVISORY  HEALTH  COUNCIL 

Oklahoma  Advisory  Health  Council  met  in  Stillwater 
November  15.  M.  H.  Newman,  M.D.,  Shattuck,  was 
named  president-elect  and  Mrs.  James  F.  McMurry, 
wife  of  Doctor  McMurry  of  Sentinel,  was  re-elected 
secretary-treasurer. 
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in  bronchopneumonia : 


Clinical  responses  in  bronchopneumonia, 
Terramycin-treated,  are  characterized 
by  the  same  promptness  noted  in  primary 
atypical  and  lobar  pneumonia.  In 
a series  of  31  cases  there  was  "'a  good 
response  in  all  cases,  as  manifested  by 
the  fall  of  temperature  to  normal  in  24  to 
48  hours,  and  by  the  improved  clinical 
appearance  of  the  patient."  Follow-up  x-rays 
made  in  10  to  14  days  "were  completely 
negative  or  showed  marked  improvement.” 

Potterfield,  T.  G. , and  Starkweather,  G.A. : 

J.  Philadelphia  General  Hosp.  2:6  (Jan.)  1951 . 


ANTIBIOTIC  DIVISION 


Crystalline  Terramycin  Hydrochloride 

available  Capsules,  Elixir,  Oral  Drops,  Intravenous, 

I Ophthalmic  Ointment,  Ophthalmic  Solution. 


CHAS.  PFIZER  & CO.,  INC..  Brooklyn  6,  N.  Y. 
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A BIG  TIME-SAVER 
FOR  EVERY  DOCTOR 


This  handy  booklet  for  new 
mothers  was  "built  to  doctors' 
orders".  It  contains  blank  forms 
for  filling  in  your  instructions 
and  formulas. 

It  provides  a permanent  case-his- 
tory record.  A memo  will  bring 
you  a sample. ..or  as  many  as  you 
want  for  your  daily  practice  . . • 
without  obligation. 

Many  doctors  are  prescribing 
"Daricraft  Homogenized  Evapo- 
rated Milk".  It  is  always  uniform, 
safe,  sterilized,  easy  to  digest,  and 
high  in  food  value  and  minerals. 
Daricraft  contains  400  U.  S.  P. 
units  of  Vitamin  D per  pint. 


Producers  Creamery  Co,  Springfield.  Mo. 


BOOK  REVIEWS 

SURGICAL  PRACTICE  OF  THE  LAHEY  CLINIC. 

Members  of  the  Staff  of  the  Lahey  Clinic,  Boston, 

Massachusetts.  2nd  Edition.  W.  B.  Saunders  Company, 

Philadelphia-London,  1951. 

This  second  volume,  published  almost  10  years  ago 
after  the  first  volume,  principally  consists  of  a collec- 
tion of  papers  published  by  Staff  members  of  the  Lahey 
Clinic,  who  have  had  extensive  experience  with  the  pro- 
cedures involved.  It  is  difficult  to  review  the  entire 
volume  in  a short  essay  because  of  the  wide  variety  of 
topics  by  so  many  contributors.  In  the  preface,  Dr.  Frank 
Lahey  states  that  the  purpose  of  the  book  is  an  attempt- 
to  help  other  surgeons  gain  knowledge  of  the  procedures 
which  have  been  standardized  at  the  Lahey  Clinic  over 
a period  of  years.  This  initial  aim  has  been  fulfilled. 
Included  are  sections  of  the  Thyroid  Gland  and  Neck, 
Stomach  and  Duodenum,  Small  Intestine,  Colon,  Sigmoid 
and  Rectum,  Biliary  Tract,  Spleen,  Adrenal  Gland  and 
Pancreas,  Breast,  Pelvis,  Bones  and  Joints,  Brain,  Spinal 
Cord,  Nerves,  and  Anesthesia ; the  final  section  deals 
with  miscellaneous  subjects.  It  would  be  difficult  to 
select  any  one  section  as  more  thoroughly  presented  than 
another,  but  one  could  scarcely  find,  anywhere,  an  equal 
to  the  section  on  the  Thyroid  Gland  and  Neck,  and  the 
section  on  the  Biliary  Tract  deserves  special  considera- 
tion by  the  general  surgeon.  An  endeavor  has  been 
made  to  include  in  each  section  a review  of  surgical 
anatomy  and  a discussion  of  pertinent  pathological, 
physiological,  and  clinical  aspects  of  the  subject.  The 
general  principles  of  operative  surgery  are  discussed  in 
an  interesting  manner,  and  the  technical  steps  of  each 
operative  procedure  are  well  discussed  and  are  illustrated 
by  fine  line  drawings.  A remarkable  quantity  of  original 
observations  have  been  compressed  into  the  book;  how- 
ever, the  various  authors  are  not  at  all  content  merely 
to  present  data ; they  try,  whenever  possible,  to  develop 
a hypothesis  on  which  to  hang  their  observations.  It  is  a 
very  informative  book  for  the  general  surgeon  and  a 
thought-producing  one  for  the  specialists  in  the  various 
surgical  fields.  The  student  and  surgeon  will  greatly  aid 
and  abet  his  efforts  by  reading  this  book  carefully  sev- 
eral times  and  then  referring  to  the  pertinent  section  in 
connection  with  each  case  he  encounters. 

The  book  consists  of  1,014  pages  and  contains  784 
illustrations  on  509  figures.  Each  section  contains  many 
references,  and  there  are  two  indices,  one  for  subject 
matter,  and  one  of  the  names  cited  throughout  the  book. 
The  publishers  are  to  be  commended  for  this  attractive 
edition ; the  paper  is  good,  the  type  clear,  and  the  illus- 
trations have  been  clearly  reproduced  — H.  M.  Mc- 
Clure, M.D. 

COUNTY  SUPERINTENDENTS 
OF  HEALTH  APPOINTED 

According  to  the  Oklahoma  State  Department  of 
Health,  the  following  physicians  have  recently  been 
appointed  county  superintendents  of  health: 

D.  H.  Cramblet,  M.D.,  Haskell  County,  Stigler;  J.  H. 
White,  M.D.,  Carter  County,  Ardmore;  Forest  R.  Brown, 
M.D.,  Seminole  County,  Wewoka ; W.  C.  McCurdy,  Jr., 
McClain  County,  Purcell ; A.  M.  Brown,  M.D.,  Noble 
County,  Perry;  and  Cody  Ray,  M.D.,  Osage  County, 
Pawhuska. 
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HAVE  YOU  HEARD? 

C.  F.  Paramore,  M.D.,  and  Mrs.  Paramore,  Shawnee, 
have  returned  from  a three  weeks  tour  of  Europe.  In 
addition  to  visiting  friends  in  England,  they  also  visited 
their  son,  Robert,  who  is  stationed  in  Germany  with  the 
12th  Air  Group.  He  was  granted  a leave  and  flew  to 
London  for  a week 's  visit  with  his  parents. 

Curt  Fon  TFedel,  M.D..  Oklahoma  City  physician  and 
big-  game  hunter,  recently  showed  films  and  lectured  on 
his  African  hunt  at  a program  sponsored  by  the  New- 
castle Better  Neighborhood  club. 

JF.  A.  Heflin,  M.D.  has  opened  his  office  in  Ryan. 

Fred  Merrifield,  H.D.,  formerly  of  Taloga,  has  re- 
cently moved  to  Mooreland. 

E.  L.  Collins,  M.D.,  Panama,  was  recently  featured  in 
the  “Know  Your  Neighbor’’  column  in  the  LeFlore 
County  Sun,  Poteau. 

A.  IF.  Hoyt,  M.D.,  Chickasha,  attended  the  national 
conference  of  physicians  and  schools  in  Chicago  in 
November. 

A.  M.  Mixon,  M.D.,  Talihina,  was  recently  presented 
a 50  year  service  pin  by  the  Spiro  Lions  Club. 

A.  L.  Dougan,  M.D.,  Carmen,  was  featured  on  a na- 
tional broadcast  aired  on  the  Mutual  Broadcasting  com- 
pany “Tell  Your  Neighbor’’  program. 

Edwin  Fair,  M.D.,  Oklahoma  City,  spoke  on  “Accent 
on  Youth”  when  he  addressed  the  Oklahoma  City  Lions 
club  recently. 

William  Bernell,  M.D.,  Hobart,  attended'  a two  weeks 
postgraduate  course  in  surgery  in  Chicago  recently. 

Several  Oklahoma  City  physicians  were  speakers  at 
the  44tli  Annual  Meeting  of  the  Frisco  System  Medical 
association.  They  were:  P.  M.  McNeil,  M.D. ; George  H. 
Kimball,  M.D.,;  W.  W.  Rucks,  Jr.,  M.D.;  Dick  M.  Huff, 
M.D.;  and  C.  R.  Rountree,  M.D. 

LeMon  Clark,  M.D.,  Oklahoma  City,  discussed  “Mari- 
tal Adjustments”  at  Oklahoma  College  for  Women 
recently. 

Kirk  Mosley,  M.D.,  Oklahoma  City,  was  guest  speaker 
recently  at  the  Oklahoma  County  Council  of  P-TA’s. 
He  spoke  on  ‘ ‘ Preparation  for  Good  Health  for  Good 
Living.  ’ ’ 

S.  P.  Boss,  M.D.,  formerly  of  Ada  and  now  of  Okla- 
homa City,  recently  celebrated  his  89th  birthday. 

George  M.  Eahhal,  M.D.,  and  Mrs.  Eahhal,  Atoka, 
announce  the  birth  of  Robert  Ray  Rahhal,  November  24, 
1951,  weight  six  pounds,  12  and  one-fourth  ounces. 

C.  P.  Bondurant,  M.D.,  Oklahoma  City,  has  been 
named  chairman  of  the  Oklahoma  public  welfare  com- 
mission to  serve  a nine  year  term. 

Paul  B.  Bice,  M.D:,  Oklahoma  City,  recently  attended 
postgraduate  courses  at  the  Cook  County  Graduate 
School  of  Medicine,  Chicago. 

J.  C.  Metheney,  EENT  specialist  at  Okmulgee  for  29 
years,  has  announced  his  retirement  from  the  practice  of 
medicine  and  reports  that  all  unpaid  accounts  have 
been  cancelled. 

POST  GRADUATE  GROUP  MEETS 

Members  of  the  Postgraduate  Committee  of  the  Asso- 
ciation met  in  the  Executive  Offices  in  Oklahoma  City 
November  29  to  discuss  postgraduate  education  for  the 
coming  year.  The  committee  is  working  closely  with 
the  post  graduate  division  of  the  University  of  Okla- 
homa School  of  Medicine  and  it  is  contemplated  that  a 
series  of  postgraduate  programs  will  be  held  in  the 
spring  and  fall  of  1952. 


POSTGRADUATE  COURSES 

in 

RADIOLOGY 3 days,  February  25-27. 

ELECTROCARDIOGRAPHY — 6 days, 

March  10-15. 

OPHTHALMOLOGY  & OTOLARYNGOLOGY 

5 days,  March  17-21. 

NURSING 3 days,  February  11-13. 

A refresher  course  for  both  institutional  and 
provide  nurses,  including  industrial  and  pub- 
lic health  nurses. 

Each  of  These  Courses  Will  Be  Presented  By 
An  Outstanding  Group  of  Guest  Instructors  in 
Addition  to  Members  of  the  University  Faculty. 

Address  requests  for  program  announcements 
and  information  to: 

Extension  Program  in  Medicine 

UNIVERSITY  OF  KANSAS 
SCHOOL  OF  MEDICINE 

Kansas  City  12,  Kansas 


AUDOGRAPH  has  indicated  the  way  to  stream- 
line your  professional  day  by  practically  elimi- 
nating handwritten  notes  of  observations,  diag- 
noses, findings  and  post-surgical  reports. 

With  AUDOGRAPH  at  your  elbow,  Doctor,  you 
may  record  the  vital  facts  conveniently  . . . and 
with  an  economy  of  time  and  money  that  will 
be  a welcome  change  from  the  old  way  of 
putting  pertinent  data  in  black  and  white. 

BAKER  AUDOGRAPH  CO. 

602  Leonhardt  Bldg. 

Phone  2-9264 
Okla.  City,  Okla. 
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TRIO  OF  EARLY  DAY  PHYSICIANS 
SWELL  50  YEAR  CLUB  RANKS 

Three  more  Oklahoma  physicians  who  began  the  prac- 
tice of  medicine  in  the  horse  and  buggy  days  have 
received  50  year  pins.  T.  H.  Flesher,  M.D.,  Edmond, 
received  Iris  pin  at  the  Doctor  Flesher  Day  staged  by 
that  city  while  Benjamin  W.  Ralston,  M.D.,  Commerce, 
and  J.  W.  Craig,  M.D.,  Miami,  were  awarded  their  pins 
at  a meeting  of  the  Ottawa-Craig  county  medical 
society. 

“Doctor  Flesher  Day’’  began  with  a parade  through 
the  downtown  district  of  Edmond,  a basket  lunch  and 
a program  in  the  school  auditorium.  W.  W.  Rucks,  M.D., 
Oklahoma  City,  long  time  friend  of  Doctor  Flesher;  and 
O.S.M.A.  President  L.  Chester  McHenry,  M.D.,  were 
both  on  hand  at  the  presentation  of  Doctor  Flesher ’s 
50  Year  Pin. 

Doctor  Flesher  was  born  in  Reedsville,  Ohio,  but 
moved  to  Wayne  County,  Iowa,  at  an  early  age.  In  1901, 
lie  was  graduated  from  the  Keokuk,  Iowa,  Medical  col- 
lege, now  a part  of  the  medical  school  of  the  University 
of  Iowa.  He  is  a past  president  of  the  Oklahoma  County 
Medical  Society.  A captain  in  the  medical  corps  in 
World  War  I,  he  was  the  first  commander  of  the  Frank 
Collins  post  11,  American  Legion  at  Edmond.  He  is  a 
member  of  the  board  of  the  First  Methodist  church,  a 
past  master  of  the  Edmond  Masonic  lodge  37,  a member 
of  the  Oklahoma  Consistory  No.  1 and  the  Sons  of  the 
Revolution,  and  a charter  member  of  the  Edmond 
Kiwanis  club. 

Doctor  McHenry  also  made  the  50  Year  Pin  pre- 
sentations to  Doctors  Ralston  and  Craig,  who  also  re- 
ceived O.S.M.A.  life  membership  certificates. 

Doctor  Craig  located  in  his  home  town  of  Shelby, 
Mo.,  when  he  began  practice  after  graduating  from  the 
Missouri  medical  college,  St.  Louis,  Marcli  31,  1891.  In 
the  summer  of  1900  he  moved  to  Brookfield,  Mo.,  and 
remained  there  for  two  years,  when  he  moved  to  Yinita, 
Indian  Territory.  He  remained  in  Yinita  until  1925, 
when  he  moved  to  Miami.  Doctor  Craig  served  for  several 
years  as  secretary  of  the  Ottawa  County  Medical 
Society. 

Doctor  Ralston  is  a native  of  West  Middleton,  Pa., 
but  took  his  early  schooling  in  Nebraska.  He  was  grad- 
uated from  the  University  of  Kansas  School  of  Medi- 
cine in  1900  and  interned  at  St.  Joseph’s  hospital, 
Kansas  City,  Mo.,  before  he  came  to  Chickasha,  Okla- 
homa Territory,  in  1901,  to  establish  his  practice. 
En  route,  he  was  marooned  by  flood  waters  at  Erin 
Springs,  so  he  practiced  there  and  later  at  Lindsay, 
until  he  moved  to  eastern  Oklahoma  more  than  28  years 
ago.  He  still  retains  his  Masonic  affiliations  at  Okmulgee, 
where  he  was  in  practice  approximately  18  months  before 
moving  to  Miami  and  then  to  Commerce,  where  he  prac- 
ticed industrial  medicine  when  the  mines  were  at  their 
busiest. 


L.  Chester  McHenry,  M.  D.,  O.S.M.A.  President  (ex- 
treme right)  is  shown  presenting  50  Year  Pins  to  J.  C. 
Matheney,  M.D.,  Benjamin  IF.  Balston,  M.D.,  and  J.  IF. 
Craig,  M.D. 


Top  photo,  Doctor  and  Mrs.  Flesher  view  the  TV  set 
given  to  Doctor  Flesher  in  appreciation  of  his  services 
to  the  people  of  Edmond.  Lower  photo,  Mayor  John 
Kessler  presents  keys  to  the  new  automobile,  also  a gift 
to  Doctor  Flesher. 
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To  Assure  Precision 
in  the  management  of  the 
c a rdiac  patien t 


PURODIGIN  offers  the  advantages  of: 

• a crystalline  product  of  uniform  potency, 

• fully  active  by  mouth; 

• supplied  in  graduated  potencies 

• to  facilitate  dosage  to  meet  the  needs  of 
the  individual  patient. 

TABLETS  OF:  0.05,0.1,  0.15and0.2mg. 


PURODIGIN 

CRYSTALLINE  DIGITOXIN,  WYETH 


Incorporated,  Philadelphia  2*,  Pa. 
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PHYSICIANS-PHARMACISTS  URGED  TO  READ 
SUMMARY  OF  NEW  DURHAM-HUMPHREY  BILL 


Physicians  and  pharmacists  should  acquaint  them- 
selves with  the  provisions  of  the  Durham-IIumphrey  bill 
enacted  by  the  81st  Congress  and  pertaining  to  pre- 
scriptions. 

The  bill,  having  the  joint  sponsorship  and  backing  of 
the  American  Medical  Association,  the  American  Phar- 
maceutical Association  and  the  American  Association 
of  Retail  Druggists,  has  been  designed  to  clarify  and 
strengthen  the  law  previously  governing  this  field. 

The  provisions  of  the  act  are  now  in  effect  and  all 
prescriptions  coming  under  the  provisions  of  the  law 
must  be  handled  as  outlined  in  the  following  digest  of 
the  bill: 

THE  NEW  PRESCRIPTION  REFILL  LAW 
(Durham-Humphrey) 

A SUMMARY  OF  ITS  PROVISIONS 

1.  Household  remedy  prescriptions  (for  preparations 
without  the  RX  legend)  may  be  refilled  ad  lib  and 
without  approval  of  prescribe!-,  but  with  usual  care 
of  dispenser. 

2.  Oral  prescriptions  may  be  filled  upon  the  oral  order 
of  the  practitioner  or  his  expressly  authorized  rep- 
resentative, provided  the  pharmacist  promptly 
makes  a record  of  the  oral  prescription.  This  applies 
to  all  types  of  prescriptions,  except  narcotics,  which 
cannot  be  refilled  and  must  be  in  writing. 

3.  Oral  and  written  prescriptions  for  habit-forming 
drugs  (except  nacotics)  RX  legend  drugs,  and  all 
dangerous  drugs  may  he  re-filled  if  authority  to  do 
so  is  given  on  the  prescription  or  orally  by  the 
prescriber  or  his  expressly  authorized  representa- 
tive and  such  oral  refill  must  be  promptly  recorded 
by  the  pharmacist. 

All  oral  prescriptions  and  oral  refills  must  be 
recorded  by  the  pharmacist  at  once  and  such  record 
should  be  like,  and  in  the  form  of,  a written  pre- 
scription with  all  the  necessary  information  in  the 
record,  such  as  date ; doctor ’s  name  and  address ; 
the  preparation  sought  ; the  dosage;  directions  for 
use  and  any  cautionary  statement  given  by  the 
prescriber ; and  the  patient 's  name  if  given  by  the 
prescriber.  This  prescription  or  refill  record  must 
be  in  such  form  that  an  inspector,  upon  examining 
it,  may  find  all  the  information  necessary,  just  as 
in  the  case  of  a written  prescription. 

In  the  case  of  an  oral  refill,  the  record  should 
preferably  be  made  on  the  back  of  the  original 
prescription,  giving  the  date  of  authorization  to 
refill;  the  person  authorizing  the  refill;  and  any 
change  requested  by  the  prescriber  either  in  dosage 
— in  directions  for  use  if  any,  or  any  other  direc- 
tions given  by  the  prescriber  or  his  expressly 


authorized  representative.  This  is  especially  true  in 
cases  where  the  original  prescription  was  marked 
‘ ‘ N.R.  ’ ’ and  the  prescriber  decides  upon  a refill 
of  such  a prescription  or  a variation  of  the  original 
prescription. 

4.  Great  responsibility  is  placed  upon  the  pharmacist 
to  make  certain  that  the  oral  prescription  or  the 
oral  refill  of  dangerous  and  habit  forming  drugs  is 
issued  by  the  physicians  or  his  expressly  authorized 
representative. 

This  law  was  passed  to  protect  the  public  health, 
as  well  as  to  eliminate,  the  prescription  confusion. 
The  Federal  Drug  Administrator  will  compel  strict 
compliance  with  the  law  requiring  authorization  by 
the  prescriber  for  oral  prescriptions  and  oral  re- 
fills. Especially  in  the  case  of  habit  forming  drugs 
and  other  dangerous  drugs,  the  pharmacist  must 
make  certain  that  the  oral  prescription  or  refill  has 
been  given  by  the  prescriber  or  his  expressly  author- 
ized representative. 

5.  All  habit-forming  prescriptions  when  refilled,  must 
be  labeled  as  follows: — - 

(a)  “Caution:  May  be  habit  forming,”  notice 

affixed. 

(b)  The  name  and  quantity  or  proportion  of  habit 
forming  drug  or  its  derivatives  noted  on  label. 

6.  All  prescription  drugs  must  be  labelled  as  follows: 

(a)  Name  and  address  of  prescriber. 

(b)  Serial  number. 

(c)  Directions  for  use  and  all  cautionary  state- 
ments noted  as  contained  in  the  prescription. 

(d)  Name  of  patient  if  given  in  prescription. 

(e)  Name  and  address  of  druggist. 

(f)  Date  of  prescription  or  its  filling. 

7.  If  original  manufacturers’  package  of  non-pre- 
scription drugs  is  broken  and  used  in  part  by 
pharmacists,  the  use  of  the  directions  and  all  cau- 
tionary statements  by  the  pharmacist,  as  it  was 
contained  on  the  original  package,  exempts  pharma- 
cists from  liability  for  misbranding,  if  he  acts  in 
good  faith. 

8.  The  RX  legend  must  be  uniform  on  all  prescrip- 
tions as  follows: — “Caution:  Federal  law  prohibits 
dispensing  without  prescription.”  However,  any 
manufacturer  who  distributes  a non-dangerous  or 
non-prescription  drug  and  affixes  the  RX  legend 
to  it,  is  guilty  of  misbranding. 

D-H  law  becomes  fully  effective  April  26, 

1952,  but  pharmacists  can  start  Immedi- 
ately to  use  the  two  pluses  which  the  law 
gave  them:  (1)  Fill  oral  (telephoned)  pre- 
scriptions. (2)  Refill  non-Rx  drugs  without 
Ml)  authorization. 


COOPERATE  WITH  YOUR  PHARMACIST 

Appearing  elsewhere  on  this  page  is  a digest  of  the  Durham-Humphrey  bill  passed  by  the  81st  Congress 
and  dealing  with  the  new  federal  law  concerning  the  writing  and  re  filling  of  prescriptions.  Physicians  must 
realize  their  obligations  to  the  pharmacists,  particularly  when  it  is  realized  that  in  some  instances  pharmacists 
are  being  asked  by  physicians,  perhaps  unknowningly,  to  violate  the  law.  The  Durham-Humphreys  bill  was  passed 
by  Congress  after  endorsement  by  the  American  Medical  Association. 

Take  time  to  visit  with  the  pharmacist  you  use  so  that  you  may  understand  his  problem  and  thereby  be 
in  a position  to  cooperate  with  him. 
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FINE  COSMETICS  AND  PERFUMES 

As  Advertised  in  Publications  of  The  American  Medical  Association 
Are  Distributed  in  Oklahoma  By: 


DISTRIBUTORS 

BARRY  and  RUTH  TEAGLE,  Divisional  Distributors 

1145  N.  W.  24th  Street 

Phone  5-7494 

Oklahoma  City  6,  Oklahoma 

Mrs.  Eva  M.  Fry 
708  N.  Main  Street 
Tonkawa,  Oklahoma 

Mrs.  Don  H.  Brown 

Phone  290 

Noreen  Hallmark 

808  N.  W.  43rd 

3421  S.  Shields 

Oklahoma  City  6,  Okla. 

Oklahoma  City,  Oklahoma 

Phone  5-2639 

Mrs.  Edna  Jeannet 
1108  Pecan  Street 
Duncan,  Oklahoma 

Phone  6-9556 

Mrs.  Lillyan  Goodenow 

Phone  695 

Mrs.  Pauline  Hill 

1916  N.  W.  17th 

P.  O.  Box  242 

Oklahoma  City  6,  Okla. 

Gotebo,  Oklahoma 

Phone  54-0558 

Mrs.  Vanda  Blake 
124  West  8th  Street 
Geary,  Oklahoma 
Phone  62 

Phone  28 

DISTRIBUTORS 

FRANK  and 

THYLA  BESSIE,  Divisional 

Distributors 

P.  O.  Box  77 

Phone  58493 

Tulsa,  Oklahoma 

Mrs.  Blanche  Temple 

Mrs.  Rosa  Lee  Hicks 

Mrs.  Maude  Hughes 

409*2  South  Rennie 

P.  O.  Box  431 

500  South  3rd  Street 

Ada,  Oklahoma 

Shawnee,  Oklahoma 

Hugo,  Oklahoma 

Phone  495 

Phone  2606 

Phone  705-W 

Mrs.  Ethel  J.  Emmons 

Phillips  and  Phillips 

Mrs.  Lois  Haus 

134  N.  Sherman 

1123  East  36th  Street 

405  Park 

Okmulgee,  Oklahoma 

Tulsa  5,  Oklahoma 

Seminole,  Oklahoma 

Phone  899 

Phone  7-1441 

Phone  1452-W 

Mrs.  Carmen  W.  Denton 

Mrs.  Marie  Chaney 

Mrs.  Lillian  Forney 

Route  1 

224  E.  17th  Street 

P.  O.  Box  106 

Okmulgee,  Oklahoma 

Bartlesville,  Oklahoma 

Wewoka,  Oklahoma 

Phone  385-J 

Phone:  1268 

Phone:  684-W 
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BOARD  OF  MEDICAL  EXAMINERS 
HOLDS  FALL  MEETING 

The  Oklahoma  State  Board  of  Medical  Examiners  met 
during-  the  meeting  of  the  Oklahoma  City  Clinical  Society 
for  the  consideration  of  disciplinary  measures  against 
several  physicians.  Eighteen  physicians  appeared  before 
the  Board  for  one  reason  or  another  and  the  licenses 
of  the  following  physicians  were  either  revoked  or 
suspended: 

Frank  George  Beard,  Tulsa — Application  for  Rein- 
statement of  License — Denied. 

Joseph  Walter  Beyer,  Tulsa — License  revoked. 

Nevin  J.  Diffenbach,  Tulsa — Not  eligible  to  practice. 
No  current  renewal  certificate  of  registration. 

Oscar  Alvin  Flanagan,  Tulsa — License  suspended  for 
five  years. 

Luther  Mace  Lile,  Hope,  Ark. — License  revoked. 

Thomas  Lafayette  Robinson,  Ponca  City  — License 
revoked  by  personal  request. 

Fred  Somerville  Watson,  Okmulgee — License  suspended 
one  year. 

The  following  physicians  have  recently  been  licensed 
to  practice  medicine: 

Robert  John  Meyer,  Minneapolis,  Minn. 

Betty  Jane  Bamforth,  Oklahoma  City. 

Francis  Alston  Davis,  Shawnee. 

Ausey  Hamilton  Robnett,  Tulsa. 

Richard  J.  Schneble,  Ponca  City. 

Frederick  C.  Wallingford,  Bartlesville. 

Phil  White,  Oklahoma  City. 

Richard  Wyrick,  Oklahoma  City. 

Wm.  Stevenson  Jacobs,  Tulsa. 

J.  R.  B.  Branch,  Oklahoma  City. 

Neumon  Darrell  Johnson,  Tulsa. 

Harold  Wade  Kinderman,  McAlester. 

Harlan  Thomas,  Tulsa. 

John  Hubert  Sturges,  Santa  Rosa,  Calif. 

Elvin  Miller  Brother,  Oklahoma  City. 

Wm.  Archibald  Betts,  Tulsa. 

Lawrence  L.  Spitzer,  Marlow. 

Robert  I.  Barickman,  Jr.,  Tulsa. 

Thomas  David  Burnett,  Sapulpa. 

Martin  Leibovitz,  Tulsa. 

Paul  C.  Benton,  Tulsa. 

Robert  Lee  Currie,  Sallisaw. 

Merlin  E.  Jacobson,  Oklahoma  City. 

Carl  Kreiger,  Jr.,  Oklahoma  City. 

Robert  Leroy  Ramsdell,  Norman. 

Julius  Alfred  LaCroix,  Jr.,  Oklahoma  City. 

Nova  Lemoine  Morgan,  Oklahoma  City. 

Alfred  Max  Schideler,  Oklahoma  City. 

Woodrow  Wilson  Massad,  Oklahoma  City. 

Billy  Neil  Gray,  Oklahoma  City. 

Thomas  Oran  Hodges,  Oklahoma  City. 

Howard  Kenneth  Ihrig,  Oklahoma  City. 

Millcent  Mans  Stream,  Norman. 

Theodore  R.  Wenger,  Tecumseh. 

Robert  Alan  Northrup,  Tulsa. 

The  Journal  will  carry  in  its  columns  monthly  actions 
by  the  Board  concerning  newly  licensed  physicians. 
Readers  are  reminded  that  the  cities  following  the 
physicians’  names  are  the  ones  in  which  they  were 
residing  at  time  of  licensure. 

CD  CONFERENCES  HELD 

Upon  the  return  of  Allen  Gibbs,  M.D.,  and  Milam  F. 
McKinney,  M.D.,  from  the  meeting  in  Chicago  to  study 
civilian  defense,  conferences  were  held  with  Mr.  Glenn 
Poareh,  newly  appointed  director  of  Civilian  Defense 
for  the  State  of  Oklahoma.  Purpose  of  the  conferences 
was  to  begin  planning  for  the  development  of  the  medi- 
cal aspects  of  local  civilian  defense. 


PRIORITY  II  MAY  BE  CALLED 

Military  Advisory  Committee  of  the  Association  met 
Sunday,  December  2,  for  the  purpose  of  reviewing  the 
availability  of  Oklahoma  physicians  who  are  members 
of  the  medical  corps  reserve  of  the  army,  navy  and  air 
forces,  who  may  be  called  to  duty  shortly  after  Janu- 
ary 1.  It  has  been  pointed  out  to  this  committee  that 
unless  there  is  a change  in  the  Korean  situation,  Prior- 
ity II  physicians  will  probably  be  called  sometime  dur- 
ing 1952.  The  committee  was  also  requested  by  Selective 
Service  to  review  all  deferred  classifications  that  have 
been  given  doctors  of  medicine  by  local  Selective  Service 
boards. 

STATE  LEGISLATIVE  COUNCIL 
CONSIDERS  RECOMMENDATIONS 

The  state  legislative  council  which  considers  all  pro- 
posed legislation  in  the  interim  between  meetings  of  the 
state  legislature,  discussed  matters  pertaining  to  public 
health  and  welfare  at  its  meeting  December  17. 

Proposals  coming  before  the  committee  included 
amendments  to  bring  state  laws  concerning  the  control 
and  use  of  narcotics  by  teenagers,  also  the  feasibility 
of  separating  the  mental  health  department  from  the 
Board  of  Affairs  and  the  clarification  and  modernization 
of  existing  mental  health  laws. 

STUDENT  A.  M.  A. 

MEETS  IN  CHICAGO 

Representatives  of  the  University  of  Oklahoma  School 
of  Medicine  attended  the  meeting  of  the  Student  Ameri- 
can Medical  Association  held  in  Chicago  December  27 
and  28. 

Playing  a prominent  part  in  the  discussions  of  the 
Student  A.M.A.  was  the  internship  matching  plan  which 
has  received  so  much  publicity  in  the  field  of  hospital 
and  medical  school  training  programs.  The  University 
of  Oklahoma  chapter  was  prominent  in  the  ffoor  discus- 
sions with  regard  to  the  matching  plan  and  took  the 
position  that  this  method  of  securing  internships  should 
be  abolished. 

CANCER  SOCIETY  MEETING 

Physicians  throughout  the  state  are  invited  to  attend 
the  Annual  Meeting  of  the  Oklahoma  Division  of  the 
American  Cancer  Society  which  will  be  held  in  the  Skir- 
vin  Hotel,  Oklahoma  City,  January  11  and  12.  Members 
of  the  O.S.M.A.  are  especially  cordially  invited  to  the 
dinner  session  January  11. 

PROMOTION  SCHEME  FAILS 

Emphasizing  ‘ ‘ Before  you  donate,  call  the  Better 
Business  Bureau  for  Facts,  ’ ’ Oklahoma  City ’s  BBB 
recently  released  the  following: 

Oklahoma  City  business  men  who  received  new  $1.00 
bills  through  the  mail  from  the  “Cancer  Welfare  Fund, 
Inc.”  will  be  interested  to  know  that  the  promoters, 
Joseph  L.  Brandt  and  Sidney  Greenberg,  were  sentenced 
to  three  and  one-half  and  two  and  one-half  years  re- 
spectively for  mail  fraud.  They  mailed  out  a total  of 
$17,000  in  $1.00  bills,  asking  that  they  be  returned  with 
appropriate  contributions.  In  10  months  the  corporation 
collected  $123,000.00,  spent  only  $7,349.00  on  cancer 
sufferers  and  owed  $75,000.00  despite  the  sum  collected. 
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OKLAHOMA  REGION  LABELED 
"CRITICAL  DEFENSE  AREA" 

One  part  of  Oklahoma,  the  Fort  Sill,  Lawton  area 
(consisting  of  Comanche  county)  was  one  of  the  “criti- 
cal defense  areas”  named  by  the  President  on  November 
7,  1951,  as  eligible  for  federal  assistance  in  the  con- 
struction and  possible  maintenance  of  defense  housing 
and  community  facilities. 

Community  facilities  are  defined  as  “waterworks, 
sewers,  sewage,  garbage  and  refuse-disposal  facilities, 
police  and  fire  protection  facilities,  public  sanitary  facili- 
ties, hospitals  and  other  places  for  the  care  of  the  sick, 
recreational  facilities,  streets  and  roads,  and  day-care 
centers.  ’ ’ 

In  the  case  of  construction  of  hospitals  or  other  places 
for  the  care  of  the  sick,  application  to  the  Hill-Burton 
funds  must  first  be  made  and  refused  before  assistance 
may  be  given  under  this  law.  The  federal  government 
may  make  loans  or  grants  to  public  and  nonprofit 
agencies  if  local  communities  are  unable  or  unwilling 
to  carry  out  their  responsibilities.  Under  certain  con- 
ditions, the  federal  government,  through  the  surgeon 
general,  public  health  service,  might  actually  operate 
hospitals  and  other  health  facilities  financed  by  federal 
funds. 

4,000  PINTS  OF  BLOOD 
PER  MONTH  IS  QUOTA 

J.  R.  B.  Branch,  M.D.,  medical  director  of  the  Okla- 
homa Defense  Blood  Center,  reports  that  if  the  response 
to  the  appeal  for  blood  continues  in  the  future  as  it  has 
in  the  past  few  months,  the  quota  of  4,000  pints  per 
month  can  be  reached.  Doctor  Branch  gives  the  follow- 
ing history  of  the  Oklahoma  Defense  Blood  Center: 

The  Oklahoma  Defense  Blood  Center  was  activated  on 
October  22,  1951.  At  first,  only  one  mobile  unit  was  put 
into  operation,  and  beginning  on  November  12,  the 
second  unit  was  put  in  the  field.  Visits  have  been  made 
to  Chickasha,  Shawnee,  Ada,  Purcell,  lloldenville,  Pauls 
Valley,  Verden,  Guthrie,  Duncan,  Chandler,  El  Reno, 
Healdton,  Ardmore,  Norman,  Okmulgee,  Henryetta,  and 
Stillwater,  in  addition  to  operations  held  in  Oklahoma 
City  and  Tinker  Field. 

The  response,  both  from  the  general  public  and  the 
medical  profession  has  been  most  gratifying,  Doctor 
Branch  reports.  In  October  770  pints  of  blood  were 
shipped  to  Fort  Worth  for  processing  into  plasma,  and 
as  of  November  20,  an  additional  2,055  pints  were 
shipped,  giving  a total  to  November  20  of  2,825  pints. 

Letters  have  been  written  to  the  presidents  of  all 
county  medical  societies  enlisting  their  support  as  fol- 
lows: first,  to  approve  and  back  the  defense  blood  pro- 
gram ; second,  to  interest  wherever  possible  prospective 
donors  allaying  any  possible  apprehension  and  fears 
and  stressing  the  urgency  of  the  program ; third,  to 
provide  medical  coverage  during  the  period  of  operation 
of  the  suit.  From  past  experience,  this  cooperation  seems 
definitely  assured,  according  to  Doctor  Branch. 

Beginning  the  first  of  the  year,  the  new  permanent 
center  at  323  N.  W.  10th  will  be  open  and  used  not  only 
as  a base  of  operation  for  the  mobile  units,  but  also  as 
a center  to  receive  donors  who  can  be  enlisted.  The  suc- 
cess of  the  program  so  far  has  been  largely  due  to  the 
recognition  of  the  urgency  of  the  need  for  blood  for  the 
Armed  Forces,  efficient  organization  through  the  field 
representative,  Miss  Marjorie  Bunker,  and  the  enthusiasm 
of  the  local  Red  Cross  chapter  volunteers,  and  the  medi- 
cal profession.  Doctor  Branch  further  praised  the  warm 
support  given  by  the  press,  radio  stations,  and  WKY-TV 
as  being  of  inestimable  value. 


CLASSIFIED  ADS 

FOR  SALE : 15  MA  vertical  fluoroscopy  and  x-ray 
combination;  complete  darkroom  equipment;  Birtcher 
FCC  approved  diathermy;  Hamilton  steel  examining 
table;  all  nearly  new.  Write  Key  Z,  care  of  the  Journal. 

FOR  SALE : 14  bed  hospital  and  clinic,  southeastern 
part  of  state.  County  Seat  town.  Trade  area  19  thousand. 
Write  Key  F,  care  of  the  Journal. 

FOR  SALE:  50  M.A.  96  KV  heavy  duty  Aloe  x-ray. 
Fluoroscope  machine  with  table  and  synchronize  travel- 
ing bucky.  Complete  with  cassette,  hangers  and  all  dark- 
room equipment.  In  use  three  months.  Warren  Gibson, 
Phone  1003,  Lindsey  Memorial  Hospital,  Pauls  Valley, 
Oklahoma. 

WANTED.  An  assistant  surgeon  in  industrial  clinic. 
Qualifications  and  personality  must  be  exceptionally 
satisfactory.  Excellent  opportunity  for  right  party. 
Write  Key  J,  care  of  the  Journal. 

WANTED:  Registered  laboratory  technician  by  two 
physicians  in  Sapulpa.  Monthly  salary  $250  plus  half 
the  fee  of  lab  work  done  for  the  other  doctors.  Urgent 
that  position  be  filled  immediately.  Write  Key  J,  care  of 
the  Journal. 

FOR  SALE:  Well  established  practice  and  well 

equipped  office  in  Oklahoma  City.  Write  Key  D,  care  of 
the  Journal. 

FOR  SALE:  Large  Cameron  cautery;  small  cautery; 
small  examining  table,  by  widow  of  deceased  physician. 
White  Key  S,  care  of  the  Journal. 


ANNOUNCEMENTS 

OKLAHOMA  CITY  OB.-GYN.  SOCIETY  meeting, 
January  19. 

WASHINGTON’S  BIRTHDAY  CONFERENCE, 
Oklahoma  City,  February  22. 

OKLAHOMA  ACADEMY  OF  GENERAL  PRAC- 
TICE, Tulsa  Hotel,  Tulsa,  Oklahoma,  March  17  and  18. 

AMERICAN  COLLEGE  OF  PHYSICIANS,  Cleve- 
land, Ohio,  April  21-25. 

OKLAHOMA  STATE  MEDICAL  ASSOCIATION, 
Oklahoma  City,  Oklahoma,  Municipal  Auditorium, 
May  19-21. 

CHICAGO  MEDICAL  SOCIETY  CLINICAL  CON- 
FERENCE, Palmer  House,  Chicago,  March  4,  5,  6,  7, 
1952.  Complete  program  will  be  mailed  upon  request. 
In  response  to  popular  demand,  the  1952  program  will 
show  an  increased  number  of  demonstrations  or  work- 
shop periods  in  addition  to  the  regular  series  of 
lectures. 

AMERICAN  BOARD  OF  OBSTETRICS  AND  GYNE- 
COLOGY announces  the  election  of  Dr.  John  L.  Parks 
of  Washington,  D.  C.,  as  a member  and  Director  of  the 
Board.  Doctor  Parks  succeeds  Dr.  Joseph  L.  Baer,  who 
has  been  Vice  President  of  the  Board  for  over  20  years 
and  who  has  resigned. 

Applications  must  be  received  no  later  than  January 
2,  1952,  for  the  competitive  examination  for  appoint- 
ment of  medical  officers  to  the  regular  corps  of  the 
United  States  Public  Health  Service.  Examinations  will 
be  held  at  a number  of  points  throughout  the  United 
States,  February  5,  6,  and  7,  1952. 
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OBITUARIES 


VICTOR  K.  ALLEN,  M.D. 

1888-1951 

V.  K.  Allen,  M.D.,  past  president  of  the  Tulsa  County 
Medical  Society  and  Councilor  from  that  district,  died 
November  8 after  an  illness  of  only  a few  days. 

Doctor  Allen  was  born  in  Hope,  Arkansas,  and  was 
graduated  from  Tulane  university  medical  school.  He 
later  studied  at  St.  John’s  medical  school,  London. 

During  World  War  I he  spent  two  years  in  the  medi- 
cal corps,  including  several  months  in  France.  After  re- 
turning from  the  service  he  began  practice  at  Le- 
Compte,  La. 

Doctor  Allen  was  a member  of  the  American  and 
Midwest  Proctological  societies,  American  College  of 
Surgeons  and  American  and  International  Board  of 
Surgeons  and  the  Southwestern  Surgical  Congress.  He 
was  also  a 32nd  degree  Mason  and  a member  of  the 
Pilgrim  Masonic  lodge,  Akdar  Shrine,  First  Presbyterian 
church,  American  Legion  and  Veterans  of  Foreign 
Wars.  He  was  a member  of  the  Board  of  governors  and 
on  the  staff  of  Hillcrest  hospital.  He  was  also  a member 
of  the  chamber  of  commerce  and  formerly  belonged  to 
the  Downtown  Kiwanis  club. 

Surviving  are  the  widow  of  the  home,  a daughter  and 
two  sisters. 

REPORT  IS  MADE  ON 
HOME  TOWN  CARE  PROGRAM 

Figures  recently  released  by  the  Veterans  Adminis- 
tration show  that  out  of  588  physicians  participating  in 
the  Veterans  Home  Town  Medical  Care  Program  in  the 
Oklahoma  City  region,  122  received  payments  for  medi- 
cal care  rendered  during  October.  Fees  ranged  from 
$3.00  to  $(552.50. 

Payments  made  through  the  Muskogee  Regional  Offices 
showed  that  149  physicians  received  fees  from  the  VA 
in  October  with  the  lowest  fee  in  that  area  $3.00  also. 
Highest  fee  in  the  Muskogee  district  was  $457.00. 

The  agreement  between  the  Oklahoma  State  Medical 
Association  and  the  Veterans  Administration  for  the 
home  town  medical  care  program  was  made  four  years 
ago  with  each  member  of  the  Association  given  an  op- 
portunity to  participate. 


GROVER  C.  MOORE.  M.D. 

1884-1951 

Grover  C.  Moore,  M.D.,  Ponca  City  resident  for  22 
years,  died  suddenly  November  18. 

Doctor  Moore,  whose  specialty  was  eye,  ear,  nose  and 
throat,  was  born  September  17,  1884,  at  Hot  Springs, 
Arkansas.  He  received  his  medical  degree  from  the 
University  of  Arkansas  School  of  Medicine  in  1913.  He 
served  as  flight  surgeon  during  World  War  I and  after 
the  war,  he  studied  for  four  years  in  New  York.  He 
then  established  his  practice  at  Okmulgee  and  moved 
to  Ponca  City  in  1929.  He  was  active  and  in  county 
and  state  medical  societies  and  was  also  a member  of 
the  American  Legion  and  Masonic  lodge. 

RAY  HOLBROOK.  M.D. 

1870-1951 

Ray  Holbrook,  M.D.,  pioneer  Payne  county  physician, 
died  at  his  home  in  Perkins  November  17. 

Doctor  Holbrook  was  born  in  1870  in  Booneville,  Ky. 
He  studied  in  Lebanon,  Ohio,  and  at  Louisville  Uni- 
versity in  Kentucky,  and  received  his  degree  from 
St.  Louis  University.  After  graduation  he  started  for 
California,  stopped  in  Perkins,  and  never  found  time 
to  finish  his  trip  westward. 

Doctor  Holbrook  was  an  honorary  life  member  of  the 
Perkins  Masonic  lodge,  a 32nd  degree  Mason  and  was 
a member  of  the  Indian  Shrine  at  Oklahoma  City. 

Survivors  include  the  widow  of  the  home  address, 
three  sons  and  one  daughter. 

ATTEND  INTERIM  SESSION 

Attending  the  mid-winter  session  of  the  A.M.A.  in 
Los  Angeles  in  December  were  the  following  representa- 
tives of  the  O.S.M.A.:  James  Stevenson,  M.I).,  Tulsa; 
John  F.  Burton,  M.D.,  Oklahoma  City;  L.  C.  Mc- 
Henry, M.I).,  Oklahoma  City;  John  McDonald,  M.D., 
Tulsa;  John  Records,  M.I).,  Oklahoma  City;  and  John 
K.  Hart,  Associate  Executive  Secretary,  Oklahoma  City. 

One  of  the  highlights- of  the  meeting  was  the  appear- 
ance Wednesday  evening,  December  5,  at  the  open  meet- 
ing of  the  House  of  Delegates,  of  Ohio  Republican 
Senator  Robert  A.  Taft  and  Virginia  Democrat  Harry 
Bvrd,  who  discussed  the  major  national  issues  for  1952. 
It  was  a public  meeting  and  a capacity  crowd  of  6,800 
people  were  present.  The  discussion  was  carried  by  the 
ABC  network. 


Terrell’s  Laboratories 

North  Texas  and  Oklahoma  Pasteur  Institutes 
PATHOLOGICAL  BACTERIOLOGICAL  SEROLOGICAL  CHEMICAL 
Ft.  Worth  Abilene  Muskogee  Amarillo  Corpus  Christi 

X-RAY  and  RADIUM  DEPT. 

FORT  WORTH 
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The  Continental  Professional  Plan 

OF  ACCIDENT  & SICKNESS  INSURANCE 

EFFECTIVE  and  OPERATING  FOR 

Members  of  your  State 

MEDICAL  PROFESSION 

DESIGNED  EXCLUSIVELY 
By  CONTINENTAL  CASUALTY  COMPANY 

One  of  the  Oldest  and  Largest  Stock  Casualty 
Companies  in  the  World 


A Few  of  the  Many  Outstanding  Features 


if  The  premium  does  not  increase  as  you 
grow  older. 

House  confinement  is  never  required  to 
collect  full  benefits. 

Indemnities  cannot  be  prorated  because 
of  other  insurance  or  for  performing 
duties  of  a more  hazardous  occupation. 
Policies  cannot  be  restricted  by  rider  to 
exclude  any  disease  or  injury  originat- 
ing after  date  of  issue. 


★ 

★ 


if  Monthly  benefits  for  both  accident  and 
sickness  payable  FROM  FIRST  DAY  — 

Minimum  claim  7 days. 
if  Pays  monthly  benefits  for  disability  re- 
sulting from  "accidental  bodily  injury": 

—the  term  "accidental  means"  is  NOT 
used. 

if  Pays  monthly  accident  benefits  regard- 
less of  whether  disability  commences 
within  a certain  specified  time. 
if  No  automatic  termination  age. 

Renewal  is  guaranteed  to  individual  active  members  of  the 
profession  regardless  of  age,  so  long  as  the  premiums  are  paid 
in  accordance  with  the  terms  of  the  contract  and  the  plan  con- 
tinues in  effect  for  the  members  in  your  designated  territory. 

The  Continental  Casualty  Company  pioneered  in  the  writing  of  Professional  Association  In- 
surance plans.  The  first  such  plan,  written  in  1923,  is  still  in  effect  and  the  Company  has 
never  cancelled  or  declined  to  renew  a Professional  Plan  because  of  unfavorable  loss  ex- 
perience. 

NOW  available  to  all  eligible  members  in  active  practice  and  under  69  years  of  age. 

Plans  A or  B available  to  female  members  under  age  65. 

SICKNESS  BENEFITS 

PAYS..  A Monthly  Indemnity  for  total  disability 
during  first  year,  whether  house  confined 

or  not, From  First  Day 

PAYS.  . Total  Monthly  Indemnity  First  2 Years.  . . 

ACCIDENT  BENEFITS 


PAYS. . 

PAYS. 

PAYS. 


A Monthly  Indemnity  for  total  disability 

during  first  year From  First  Day 

Total  Monthly  Indemnity  First  2 Years.  . . 
Monthly  Indemnity  for  partial  disability 
up  to  13  weeks From  First  Day 


PLAN  AA 

PLAN  A 

PLAN  B 

$ 300. 

$ 200. 

$ 100. 

5400. 

3600. 

1800. 

300. 

200. 

100. 

5400. 

3600. 

1800. 

120. 

80. 

40. 

*7he  Gosi  U Jlaw- 


PLAN  AA 

PLAN  A 

PLAN  B 

Annual 

$138.00 

$92.00 

$46.00 

Semi-Annual 

69.50 

46.50 

23.50 

OPTIONAL  BENEFITS 


ADD  $5.00  TO  FIRST  PREMIUM  ONLY 


Monthly  Hospital  Indemnity  may  be  added  up  to 

for  $6.00  per  $100  ....  Hospital  Benefits  payable  for 
One  to  90  days  — Each  disability. 

Accidental  Death  and  Dismemberment  Indemnity  up  to.  . 
Added  for  $2.00  per  $1000. 


PLAN  AA 

PLAN  A 

PLAN  B 

$ 450. 

$ 300. 

$ 150. 

7500. 

5000. 

2500. 

CONTINENTAL  CASUALTY  CO. 

PROFESSIONAL  DEPARTMENT,  Intermediate  Division 

30  EAST  ADAMS  STREET  — CHICAGO  3,  ILLINOIS 
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AMA  REPRESENTATIVE  REPORTS  ON  SURVEY 


Lawrence  Eember,  field  director  of  the  public  rela- 
tionstions  department  of  the  American  Medical  Associa- 
tion, addressed  members  of  the  Public  Policy  Committee 
of  the  O.S.M.A.  when  the  group  met  November  27. 

Mr.  Eember  reported  on  the  results  of  the  survey 
taken  in  Decatur,  Macon  County,  Illinois,  concerning  the 
public ’s  attitude  with  regard  to  its  opinion  of  physicians, 
hospitals,  drug  costs,  etc.  Because  this  survey  was  the 
first  of  its  kind,  its  results  have  been  viewed  with  in- 
terest. It  is  believed  that  the  profession  will  be  interested 
in  the  questions  asked  and  the  replies  given.  The  follow- 
ing represents  the  results,  giving  the  questions  asked 
and  the  answers  by  per  cent: 

1.  Do  you  have  a family  doctor? 

Yes  91  per  cent 

No  9 per  cent 

2.  Have  you  or  any  member  of  your  family  seen  your 
family  doctor  within  the  past  year? 

Yes  89  per  cent 

No  II  per  cent 

3.  Have  you  ever  used  a specialist? 

Yes  75  per  cent 

No  25  per  cent 

4.  Was  the  specialist  recommended  by  your  family 
doctor  ? 

Yes  39  per  cent 

No.  36  per  cent 

5.  Are  you  able  to  get  your  doctor  (or  a doctor)  when 

you  want  him,  regardless  of  whether  it  is  nights, 
week  days,  Saturday  or  Sunday,  or  a holiday? 

Yes  80  per  cent 

No  7 per  cent 

Sometimes  3 per  cent 

Dont  know  10  per  cent 

6.  How  soon  does  your  doctor  respond? 

Eight  away  54  per  cent 

Short  delay  25  per  cent 

Long  delay  7 per  cent 

Don 't  know  14  per  cent 

7.  For  services  rendered,  do  you  think  you  pay  too 
much,  too  little,  or  about  the  right  amount  for 
home  calls? 

Too  much  10  per  cent 

Too  little  1 per  cent 

About  right  77  per  cent 

Don't  know  12  per  cent 

8.  For  services  rendered,  do  you  think  you  pay  too 
much,  too  little,  or  about  the  right  amount  for 
office  calls? 

Too  much  11  per  cent 

Too  little  0 

About  right  85  per  cent 

Don ’t  know  4 per  cent 

9.  For  services  rendered,  do  you  think  you  pay  too 
much,  too  little,  or  about  the  right  amount  for 
surgery? 

Too  much  16  per  cent 

Too  little  0 

About  right  40  per  cent 

Don ’t  know  44  per  cent 

10.  For  services  rendered,  do  you  think  you  pay  too 
much,  too  little,  or  about  the  right  amount  for  hos- 
pital care? 

Too  much  36  per  cent 

Too  little  1 per  cent 

About  right  48  per  cent 

Don’t  know  15  per  cent 


11.  For  services  rendered,  do  you  think  you  pay  too 
much,  too  little,  or  about  the  right  amount  for 
prescription  drugs? 

Too  much  33  per  cent 

Too  little  0 per  cent 

About  right  44  per  cent 

Don ’t  know  23  per  cent 

12.  What  do  you  think  of  the  quality  of  medical  care 
(that  is,  other  than  surgical  care)  that  you  are 
receiving  in  your  community? 

Excellent  38  per  cent 

Good  53  per  cent 

Fair  9 per  cent 

Poor  0 

13.  What  do  you  think  of  the  quality  of  the  surgical 

care  that  you  are  receiving  in  your  community? 

Excellent  35  per  cent 

Good  26  per  cent 

Fair  5 per  cent 

Poor  2 per  cent 

Don ’t  know  32  per  cent 

14.  What  do  you  think  of  the  quality  of  hospital  care 
that  you  are  receiving  in  your  community? 

Excellent  19  per  cent 

Good  44  per  cent 

Fair  17  per  cent 

Poor  7 per  cent 

Don’t  know  13  per  cent 

15.  What  do  you  think  of  the  quality  of  the  nursing 

care  that  you  are  receiving  in  your  community? 

Excellent  19  per  cent 

Good  45  per  cent 

Fair  18  per  cent 

Poor  4 per  cent 

Don’t  know  14  per  cent 

16.  Do  you  go  out  of  town  at  all  for  medical  care? 
If  so,  where,  for  what,  and  why? 

Yes  28  per  cent 

No  71  per  cent 

No  answer  1 per  cent 

17.  Are  the  employes  in  your  doctor’s  office  courteous, 
discourteous,  or  in  between? 

Courteous  93  per  cent 

Discourteous  1 per  cent 

In  between  3 per  cent 

Don 't  know  3 per  cent 

18.  Are  you  taken  care  of  in  a reasonable  or  an  un- 
reasonable time  in  your  doctor's  office? 

Seasonable  77  per  cent 

Unreasonable  22  per  cent 

No  answer  1 per  cent 

19.  Do  you  feel  that  your  own  doctor  has  a personal 
interest  in  you? 

Yes  91  per  cent 

No  7 per  cent 

Don ’t  know  2 per  cent 

20.  Do  you  feel  that  Decatur  (or  Macon  county)  doc- 
tors in  general  are  interested,  moderately  inter- 
ested, or  not  interested  in  their  patients  as  indi- 
viduals and  as  people? 

Interested  59  per  cent 

Moderately  26  per  cent 

Not  interested  6 per  cent 

Don ’t  know  9 per  cent 

21.  Do  you  have  voluntary  prepaid  health  insurance? 

Yes  81  per  cent 

No  19  per  cent 
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22.  If  you  are  not  covered  by  voluntary  prepaid  health 
insurance,  do  you  know  about  such  plans? 

Yes  18  per  cent 

No  I per  cent 

23.  Are  you  satisfied  or  dissatisfied  with  the  prepaid 
health  insurance  that  you  have? 

Satisfied  64  per  cent 

Dissatisfied  12  per  cent 

Don ’t  know  5 per  cent 

24.  Do  you  think  Decatur  (or  Macon  count)  doctors 
are  very  interested,  moderately  interested,  or  not 
interested  in  making  their  community  a better 
place  to  live? 

Very  interested  58  per  cent 

Moderately  IS  per  cent 

Not  interested  5 per  cent 

Don’t  know  19  per  cent 

25.  Do  you  like  doctors  as  people? 

Yes  91  per  cent 

No  6 per  cent 

Don ’t  know  3 per  cent 

26.  Would  you  like  to  change  doctors  as  people? 

Yes  27  per  cent 

No  67  per  cent 

Don ’t  know  6 per  cent 


27.  What  is  your  opinion  of  the  Macon  County  Medical 
Society?  Is  it  favorable,  unfavorable,  or  don’t  you 
have  an  opinion  on  it? 


Favorable 

Mixed 

Unfavorable 
Don ’t  know 


40  per  cent 
1 per  cent 
4 per  cent 
55  per  cent 


28.  Are  you  familiar  with  any  of  the  public  services, 
or  community  services  of  the  Macon  County  Medical 
Society? 


Yes  35  per  cent 

No  64  per  cent 

No  answer  1 per  cent 

No  18  per  cent 

29.  Have  you  ever  heard  of  the  American  Medical 
Association? 

Yes  82  per  cent 

30.  Do  you  think  favorably  or  unfavorably  of  the 
A.M.A.? 

Favorably  42  per  cent 

Neutral  2 per  cent 

Unfavorably  8 per  cent 

Don ’t  know  48  per  cent 


OKLAHOMA  IS  SECOND  IN  SMA  REGISTRATIONS 


With  the  exception  of  Texas,  the  host  state,  registra- 
tion of  Oklahoma  physicians  at  the  Southern  Medical 
Association  Dallas  meeting  November  5-8,  1951,  exceeded 
that  of  any  other  state  represented.  Ninety-three  Okla- 
homa physicians  were  in  attendance.  Total  registration 
was  approximately  3,356. 

According  to  the  Daily  Bulletins  of  the  45th  Annual 
Session  of  the  Southern,  the  following  Oklahomans  were 
registered : 

V.  K.  Allen,  Tulsa ; Roy  W.  Anderson,  Cordell ; C.  E. 
Bates,  Oklahoma  City;  C.  M.  Bloss,  Jr.,  Holdenville ; 
Walter  E.  Brown,  Jr.,  Tulsa;  Coyne  H.  Campbell,  Okla- 
homa City;  Wylie  G.  Chestnut,  Miami;  N.  E.  Cobb, 
Mooreland;  Matt  A.  Connell,  Picher;  Wm.  Henry  Cook, 
Chickasha;  Keiffer  D.  Davis,  Bartlesville;  W.  A.  Dean, 
Tulsa;  E.  F.  Deese,  Ada;  Joe  L.  Duer,  Woodward; 
Safety  R.  First,  Tulsa;  O.  J.  Gee,  Oklahoma  City;  R.  K. 
Goddard,  Jr.,  Skiatook ; John  M.  Gowdy,  Talihina; 
Onis  Hazel,  Oklahoma  City;  G.  M.  Hogaboom,  Heavener; 
Dick  H.  Huff,  Oklahoma  City;  Hugh  G.  Jeter,  Okla- 
homa City;  C.  A.  Johnson,  Ardmore;  Henry  Laurens, 
Ada;  Ian  MacKenzie,  Tulsa;  Elias  Margo,  Oklahoma 
City;  Jack  C.  Mileham,  Chandler; 

John  B.  Miles,  Anadarko ; Donald  L.  Mishler,  Tulsa; 
Edward  L.  Moore,  Tulsa;  G.  C.  Moore,  Ponca  City; 

L.  J.  Moorman,  Oklahoma  City;  Ben  11.  Nicholson, 
Oklahoma  City;  S.  L.  Neuman,  McAlester;  Herbert  S. 
Orr,  Tulsa;  Reynold  Patzer,  Oklahoma  City;  Carroll 

M.  Pounders,  Oklahoma  City;  John  W.  Records,  Okla- 
homa City;  E.  Norris  Robertson,  Oklahoma  City;  Homer 
A.  Rupreeht,  Tulsa;  G.  R.  Russell,  Tulsa;  Robert  O. 


Ryan,  Norman;  George  Warren  Scott,  Tishomingo; 
Winfred  A.  Showman,  Tulsa ; Elbert  H.  Shuller,  McAles- 
ter; Carl  F.  Simpson,  Tulsa;  Franklin  D.  Sinclair, 
Tulsa;  Marcella  R.  Steel,  Tulsa;  Averill  Stowell,  Tulsa; 
C.  Riley  Strong,  El  Reno;  C.  B.  Sullivan,  Carnegie; 
Joseph  J.  Swan,  Chickasha;  A.  W.  Truman,  Ardmore; 

Harry  II.  Turner,  Oklahoma  City;  Arnold  H.  Unger  - 
man,  Tulsa;  H.  F.  Vandever,  Enid;  J.  H.  Veazey,  Ard- 
more; Jesse  R.  Waltrip,  Pauls  Valley;  W.  K.  West, 
Oklahoma  City;  Chas.  Ed.  White,  Muskogee;  Fred 
Woodson,  Tulsa;  Frank  L.  Wormington,  Miami;  C.  Jack 
Young,  Oklahoma  City. 

Charles  P.  Bondurant,  Oklahoma  City;  J.  S.  Chalmers, 
Sand  Springs;  Carl  R.  Doering,  Norman;  Hugh  J. 
Evans,  Tulsa;  F.  L.  Flack,  Tulsa;  G.  E.  Johnson,  Ard- 
more ; Joseph  W.  Kelso,  Oklahoma  City ; Everett  S. 
Lain,  Oklahoma  City;  Fannie  Lou  Lenev,  Oklahoma 
City;  Earl  W.  Mabry,  Altus ; Earl  D.  McBride,  Okla- 
homa City;  William  G.  McCreight,  Oklahoma  City; 
Samuel  T.  Moore,  Oklahoma  City;  Robert  J.  Morgan, 
Oklahoma  City;  Kirk  T.  Mosley,  Norman;  R.  L.  Mur- 
dock, Oklahoma  City;  Hugh  B.  Nichols,  Tulsa;  Peter  E. 
Russo,  Oklahoma  City;  R.  E.  Sawyer,  Durant; 

Alfred  T.  Baker,  Durant;  Battey  B.  Coker,  Durant; 
Jas.  T.  Colwick,  Durant;  Ross  Lee  Curtess,  Jr.,  Okla- 
homa City;  Cheslev  Para  Erwin,  Oklahoma  City;  Ray- 
mond C.  Gentry,  Bartlesville;  Charles  L.  Johnson,  Jr., 
Bartlesville;  Joseph  R.  Karlick,  Ardmore;  and  Ethel  M. 
Walker,  Ardmore. 

Fifty-five  wives  from  Oklahoma  accompannied  their 
husbands  and  attended  the  sessions  of  the  Auxiliary  of 
the  S.M.A. 


EYELID  DERMATITIS 

Frequent  symptom  of 
noil  lacquer  allergy 


£y}(MT AR-EX  HyPO-AUCKCCmC  NAIL  POLISH 

^ In  clinical  tests  proved  SAFE  for  98% 
of  women  who  could  wear  no  other 
polish  used. 

At  last,  a nail  polish  for  your  allergic  patients. 

In  7 lustrous  shades.  Send  for  clinical  resume; 


AR-EX  COSMETICS,  INC.  1036  w.  van  buren  st„  Chicago  7,  ill. 


EXCLUSIVELY  BY 

<§c 

' ^ AR-EX 
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YEARS  TREATING  ALCOHOL 
AND  DRUG  ADDICTION 


In  1897  Doctor  B.  B.  Ralph  developed 
methods  of  treating  alcohol  and  narcotic  addiction  that,  by  the 
standards  of  the  time,  were  conspicuous  for  success. 

Twenty-five  years  ago  experience  had  bet- 
tered the  methods.  Today  with  the  advantages  of  collateral  medicine, 
treatment  is  markedly  further  improved. 

The  Ralph  Sanitarium  provides  personal- 
ized care  in  a quiet,  homelike  atmosphere.  Dietetics,  hydrotherapy  and 
massage  speed  physical  and  emotional  re-education.  Cooperation 
with  referring  physicians.  Write  or  phone. 

SfL 

RALPH 

SANITARIUM 

(^)slahitshe<l  i8q? 

Ralph  Emerson  Duncan,  M.D. 

DIRECTOR 

529  HIGHLAND  AVENUE  • KANSAS  CITY  6,  MISSOURI 


Telephone  Victor  3624 


THE  JOURNAL 

of  the 

OKLAHOMA  STATE  MEDICAL  ASSOCIATION 

EDITORIALS 

The  editors  welcome  letters  from  readers.  The  Journal  is  yours.  Why  not  let  the  Edi- 
torial Board  know  what  you  think  of  it.  Your  comments,  whether  favorable  or  unfavorable, 
may  be  helpful. 


THE  AMERICAN  ACADEMY 
OF  GENERAL  PRACTICE 
In  anticipation  of  the  approaching  meet- 
ing of  the  Oklahoma  Academy  of  General 
Practice  in  Tulsa  March  17  and  18,  1952, 
it  is  gratifying  to  contemplate  the  accom- 
plishments of  this  organized  group  of 
America’s  leading  benefactors  in  the  field 
of  medical  care.  How  farsighted  the  leaders 
in  this  group  and  how  fortunate  those  who 
have  joined  in  the  foundation  of  a powerful 
organization  for  the  advancement  of  medi- 
cal knowledge  and  its  application  in  behalf 
of  society.  But  most  of  all  in  defense  of 
medical  freedom  which  is  so  important  for 
both  the  profession  and  the  people  through- 
out the  so-called  democratic  world. 

Having  lost  freedom,  income  and  caste 
and  having  been  woefully  overworked  under 
the  will  of  the  Ministry  of  Health  and  the 
wiles  of  their  government  patients,  the  gen- 
eral practitioners  in  Great  Britain  are  con- 
templating a similar  organization  with  the 
faint  hope  of  retrieving  some  of  their  losses. 
It  is  to  be  hoped  that  the  American  Acad- 
ery  of  General  Practice  will  lock  the  barn 
door  before  the  horse  is  stolen  and  that  they 
may  have  a powerful  guard  of  satisfied  pa- 
tients ready  to  pounce  upon  the  stealthy 
thieves  masquerading  under  the  guise  of 
Federal  Security.  Is  there  anything  more 
despicable  than  the  defamation  of  a good 
name!  The  wolf  in  sheep’s  clothing  thinks 
only  of  his  own  security.  Academy  beware! 
Your  organization  must  become  the  people’s 
bulwark  of  freedom. 

PHYSICAL  DIAGNOSIS 
For  years  the  matter  of  physical  diag- 
nosis has  been  a controversial  subject  for 
committees  on  medical  school  curriculums. 
This  has  come  about  largely  because  of  lab- 
oratory and  other  accessory  diagnostic  pro- 
cedures, particularly  the  Roentgen  ray.  With 
reference  to  the  chest  it  has  been  said,  “this 
is  the  day  of  Roentgen,  the  day  of  Laennec 
is  past.”  Considering  all  the  implications 
this  is  unfortunate,  especially  in  this  era 


when  physicians  are  taught  to  expect  and  to 
welcome  short  cuts.  While  it  is  true  that 
“the  stationary  condition  is  the  beginning 
of  the  end,”  too  rapid  progress  may  prove 
hazardous. 

Several  years  ago  H.  R.  M.  Landis,  after 
reading  Lhevine’s  work  on  the  heart  was 
amazed  to  find  that  a physician  whose  pro- 
fessional experience  had  been  so  hedged 
about  by  academic  influence  could  write  a 
book  so  practical  for  the  general  practi- 
tioner. In  a letter  to  the  present  writer, 
Landis  discussed  the  trends  in  medical 
teaching  and  lamented  the  fact  that  in- 
terns, house  officers  and  other  young  phy- 
sicians walked  the  wards  with  long  labora- 
tory reports  on  the  charts,  an  x-ray  inter- 
pretation in  one  pocket  and  a cardiogram 
in  the  other  while  the  patient  longed  for 
the  contact  and  conversation  incident  to  a 
physical  examination  and  while  the  phy- 
sician was  missing  the  throbbing  living 
testimony  of  the  patient’s  personality  and 
the  body’s  response  to  pathology  as  discov- 
ered by  the  five  senses. 

This  trend  has  not  been  altered  and  the 
loss  has  been  obvious  to  those  members  of 
the  profession  who  learned  to  follow  Hip- 
pocrates and  Laennec. 

Under  the  stimulus  of  recent  reports  con- 
cerning the  limited  knowledge  and  skill  on 
the  part  of  senior  medical  students  when 
confronted  with  patients  presenting  obvious 
abnormal  physical  signs,  the  writer  has 
scanned  some  of  the  recent  texts  on  phy- 
sical and  medical  diagnosis  in  order  to  see 
if  the  deficiency  arises  through  textbook  in- 
adequacies or  insufficient  physical  explora- 
tion and  demonstration.  Apparently  the 
fault  lies  in  the  latter  and  the  implication 
is  that  the  teaching  of  physical  diagnosis  is 
being  neglected. 

To  make  sure  of  the  modern  viewpoint 
Medical  Diagnosis- Applied  Physical  Diag- 
nosis by  Pullen1  was  included.  It  is  one  of 
the  best  illustrated  and  most  comprehensive 
of  the  texts  now  available  and  its  teachings 
are  sound.  If  the  principles  and  methods 
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presented  in  the  modern  books  on  diagnosis 
were  properly  taught  the  student  could 
hardly  escape  a knowledge  of  their  practical 
application.  Perhaps  the  tendency  to  con- 
sider courses  in  physical  diagnosis  only  part 
of  medical  diagnosis  with  definite  limitations 
has  led  to  its  neglect  without  sufficient  em- 
phasis on  physical  examination  in  connec- 
tion with  the  broader  concept  referred  to  as 
medical  diagnosis. 

At  least  concentration  on  physical  diag- 
nosis made  direct  contact  with  the  patient, 
educated  the  senses,  accustomed  the  exam- 
iner to  the  feel  of  the  flesh  with  opportunity 
to  learn  the  normal  and  to  detect  the  ab- 
normal. It  established  the  patient-physician 
relationship  with  profit  to  the  examiner  and 
satisfaction  to  the  patient.  Perhaps  the  most 
important  phase  of  the  complex  process  is 
the  development  of  the  habit  of  physical  ex- 
amination applicable  to  any  structure  or 
organ  of  the  body  before  running  to  the 
laboratory  for  help.  Properly  pursued,  medi- 
cal diagnosis  becomes  an  exciting  game 
with  warm  living  evidence  to  guide  labora- 
tory investigations,  Roentgen  ray  examina- 
tions, and  other  tests  for  corroboration. 

In  the  recent  issue  of  the  British  Medical 
Journal  there  is  a tribute  to  the  well  known 
consultant  Sir  Robert  Young  who  had 
reached  the  rank  of  octogenarian.  He  helped 
to  make  important  decisions  during  the 
king’s  illness.  The  following  from  this  trib- 
ute adds  force  to  the  above  discussion : 

“One  of  the  characteristics  of  Sir  Robert 
Young’s  work  by  which  he  will  always  be 
remembered  is  his  thoroughness  in  the  ex- 
amination of  the  patient.  The  young  phy- 
sician who  leapt  to  the  radiograph  and  then 
called  in  Sir  Robert  for  help  in  diagnosis 
was  over  and  over  again  courteously  shown 
how  much  could  be  discovered  by  the  time- 
honoured  method  of  inspection,  palpation, 
percussion,  and  auscutation.  While  he  has 
welcomed  all  the  modern  accessories  for 
diagnosis  and  treatment,  he  has  constantly 
reminded  his  younger  colleagues  of  the  im- 
portance of  clinical  instinct — what  he  once 
described  as  the  “mind’s  eye”  — or  sixth 
sense,  really  the  summation  of  the  knowl- 
edge which  comes  from  scientific  observa- 
tion, assistance  by  the  methodical  and 
accurate  use  of  all  the  five  senses  and  by 
drawing  upon  the  stores  of  experience.  He 
has  suggested,  while  protesting  that  he  is 
no  reactionary,  that  in  these  days,  with  the 
plethora  of  modern  methods,  the  patient  is 
in  some  danger  of  being  over-investigated 
and  over-treated.” 


1.  Medical  Diagnosis-Applied  Physical  Diagnosis.  Edited  by 
Koscoe  L.  Pullen,  M.D.,  F.A.C.P.,  Second  Edition  with  601 
figures,  48  in  color.  W.  B.  Saunders  Company,  Philadelphia 
and  London.  1950.  Reviewed  in  the  November,  1950,  issue  of 
the  Journal  of  the  Oklahoma  State  Medical  Association. 

PSYCHOSOMATIC  MEDICINE 

In  books,  medical  journals  and  popular 
magazines  much  space  has  been  devoted  to 
the  relatively  new  term  which  has  merely 
highlighted  an  old  concept  and  to  some  ex- 
tent confused  physicians  who  have  unob- 
trusively followed  this  time  honored  prac- 
tice, well  known  since  the  time  of  Hippo- 
crates. 

Popular  publicity  with  reference  to  this 
so-called  new  practice  on  the  intellectual 
level  has  not  eased  the  mass  psychology  with 
reference  to  disease.  The  attempt  to  bring 
about  a universal  consciousness  of  the  in- 
fluence of  mind  over  body  has  not  emptied 
any  beds  in  either  psychiatric  or  general 
haspitals.  Many  people  have  acquired  an 
exaggerated  idea  of  what  fear  and  anxiety 
can  do  to  them.  Believing  what  they  hear 
and  what  they  read  some  of  them  have  lost 
confidence  in  their  doctors,  assuming  that 
they  have  something  new  to  learn  and  that 
their  patients  have  suffered  because  of  their 
implied  limitations.  The  alert  general  prac- 
titioner with  years  of  experience  knows  all 
the  psychosomaticist  claims  though  he  might 
not  recognize  what  he  knows  in  the  psy- 
chiatrist’s language. 

Pope  knew  the  danger  of  a little  learning 
and  he  helped  the  world  to  realize  that  it 
may  utterly  destroy  the  bliss  of  ignorance. 
In  justification  of  the  above,  attention  is 
called  to  an  editorial1  in  the  New  England 
Journal  of  Medicine  entitled,  “Stark  Unreal- 
ity.” These  lines  are  sufficient  to  reveal  the 
temper  of  the  author. 

“Psychotherapy  of  various  kinds  has 
fairly  well  proved  its  value.  However,  in 
the  development  termed  ‘psychosomatic  medi- 
cine’ hopes  and  assumptions  have  been  in- 
sinuated as  facts  when  proof  convincing  to 
the  unbiased  is  not  present.  The  movement 
is  far  enough  out  of  critical  hands  to  per- 
mit a gullible,  unknowing  public  to  believe 
that  it  can  worry  itself  into  heart  disease, 
hypertension  and  thyrotoxicosis, — in  addi- 
tion to  peptic  ulcer, — or,  shortly,  if  divina- 
tions go  on  space,  into  almost  any  disease 
that  has  previously  been  classified  as  pre- 
dominantly of  organic  or  exogenous  origin. 
Although  unpopular  and  semi-scientific  jour- 
nalism are  inculpated,  the  too  enthusiastic 
and  uncritical  psychosomaticists  themselves 
are  primarily  responsible.  Certain  personal- 
ity types  have  been  concocted,  reputedly 
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prone  to  develop  characteristics  diseases. 
Nonsupporting  or  insufficient  data  do  not 
impede  the  will  to  believe.” 

In  further  corroboration  the  following  is 
being  copied  from  the  editorial  columns  of 
the  British  Medical  Journal2  under  the  title, 
“Psychosomatic  Medicine.” 

“With  the  ever-increasing  burden  of  psy- 
chosomatic literature,  mainly  originating  in 
America,  it  is  important  to  pause  and  re- 
view the  contribution  being  made  to  medi- 
cine by  this  movement.  It  is  essentially  a 
reaction  against  thinking  of  disease  only  in 
such  terms  as  bacterial  invasion,  hormonal 
imbalance,  or  physical  change  in  the  body. 
Psychosomatic  medicine  implies  that  dis- 
ease may  be  the  sequel  of  nervous  or  emo- 
tional stress  — for  example,  a maladapta- 
tion,  or  loss  of  power  of  bodily  compensa- 
tion, to  increased  autonomic  stimulation  from 
the  higher  centres.” 

“.  . . How  much  of  this  rests  on  a solid 
foundation  and  how  much  is  due  to  the  mis- 
sionarv  zeal  of  those  converted  to  a new 
faith?” 

After  a long  discussion  of  the  question- 
able aspects  of  psychosomatic  medicine  and 
the  admission  that  its  chief  contribution  con- 
sists of  emphasis  on  well  known  but  often 
neglected  facts,  the  editorial  closes  with  this 
significant  statement,  “But  ‘psychosomatic’ 
is  an  unnecessary  term,  and  the  sooner  it 
is  dropped  from  the  current  literature  the 
better.” 

Simultaneously  the  proceedings  of  the 
Royal  Society  of  Medicine  carries  an  incom- 
prehensive  article,  “Psychosomatic  Medicine 
and  Psychotherapy”  by  Ernst  Kretschmer, 
M.D.,  Professor  of  Neurology  and  Psychiatry 
in  the  University  of  Tubingen.  Professor 
Kretschmer  summarizes  five  paragraphs  of 
high  priced  words  by  saying  that  “the  whole 
organism,  then,  can  be  likened  to  the  belly 
of  a violin  which  resonates  sympathetically 
with  the  vibration  of  one  of  its  strings  at 
one  moment  strong  and  at  another  feeble.” 

After  pages  of  psychotherapy  in  which 
“classical  lengthy  analyses”  are  omitted  in 
favor  of  “a  thorough  all-embracing  analysis 
of  current  conflicts”  . . . “active  fractional 
hypnosis”  as  derived  from  Schultz’  “auto- 
genes training”  is  advised  except  where  lack 
of  intelligence  makes  the  older  methods  of 
hypnotic  suggestion  more  desirable,  we  fol- 
low through  innumerable  so-called  psychoso- 
matic types  with  equally  protean  methods  of 
therapy  to  the  following  confusing  state- 
ment, “If  we  are  to  grasp  the  full  implica- 


tions of  these  principles,  we  must  yet  again 
modify  our  traditional  approach  to  clinical 
problems.  We  are  still  far  too  apt  to  think 
of  an  organic  disease  in  terms  of  X-ray 
photographs  and  anatomical  specimens  and 
to  allow  our  ideas  of  what  has  been  hap- 
pening in  the  living  organism  to  derive  from 
these  abstractions  ...  an  X-ray  plate  is  not 
a living  oracle,  still  less  an  accurate  mathe- 
matical formula  of  the  course  of  an  illness. 
It  is  nothing  more  than  a photographic  rec- 
ord of  a single  instant  from  a long  sequence 
of  functional  events.  The  pathological  process 
itself  is  rarely  as  fixed  and  definitive  as  its 
pictorial  representation.  The  anatomical 
changes  are  usually  the  end-product  of  a 
long  sequence  of  pathological  processes. 
Further,  the  anatomical  lesions  themselves 
have,  in  the  meantime,  given  rise  to  second- 
ary dysfunction.  Again,  the  irreversibility 
of  the  morbid  process  suggested  by  the 
X-ray  picture  may  be  only  an  appearance, 
for  it  often  happens  that  appropriate  psycho- 
therapy may  release  potentialities  for  heal- 
ing latent  in  the  diseased  area  itself.” 

After  all  this  the  author  reports  one  case 
in  support  of  his  position. 

1.  New  England  Journal  of  Medicine,  Yol.  245,  No.  20,  page 
786,  November  15,  1951. 

2.  British  Medical  Journal.  November  10,  1951.  page  1136. 

3.  Proceedings  of  the  Royal  Society  of  Medicine.  Vol.  33, 
page  965. 

“TO  ALL  MY  PATIENTS" 

In  this  day  when  people  must  be  reminded 
of  common  decency  through  organized  ef- 
fort known  as  public  relations  is  there  a 
single  member  of  the  State  Medical  Asso- 
ciation who  can  afford  to  be  indifferent 
about  the  patient-physician  relationship?  To 
save  conversation  and  at  the  same  time 
conserve  good  relations  in  spite  of  the  pres- 
sure under  which  most  active  physicians 
work,  the  chaste  attractive  desk  plaque  dis- 
cussing fees  and  favoring  friendly  under- 
standing is  recommended  to  every  physician 
whether  general  practitioner  or  specialist. 
The  Executive  Office  of  your  State  Associa- 
tion awaits  your  order. 

This  courteous  service  to  your  patients 
will  make  Oscar  Ewing  unhappy;  it  will 
lighten  the  work  of  the  Grievance  Commit- 
tee and  serve  as  good  evidence  in  court  when 
unjust  charges  are  made. 

See 

PLAQUE 
Page  84 
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THE  YOUTH  OF  THE  LAND 

Through  all  channels  we  are  buffeted 
about  by  successive  waves  of  alarm  over 
the  irresponsible  attitude  of  youth  toward 
law  and  order.  Riding  the  crest  of  every 
wave  is  a serious  question  which  can  be 
answered  in  a split  second  by  anybody  who 
has  a grain  of  common  sense.  Briefly  the 
answer  is  to  be  found  in  wholesale  urbaniza- 
tions, motorized  transportation,  gageted  do- 
mestication, uncontrolled  movies  and  other 
audio  and  visual  methods  of  amusement  re- 
sulting in  relative  illiteracy  through  the 
lack  of  constructive  reading.  Add  the  comics 
and  so-called  progressive  education  and 
summer  camps  where  uninhibited  self  ex- 
pression is  encouraged  and  the  resulting 
youthful  psychology  is  ready  for  the  adult 
discussion  of  unprincipled  commercialism, 
uncurbed  corruption  and  moral  depravity 
in  government  and  other  high  places.  How 
wonderful  our  young  people  are  considering 
parentage,  education,  moral  and  socio-eco- 
nomic environment.  All  this  is  of  medical 
interest  because  of  the  impact  upon  mental 
and  physical  well  being. 

Under  such  circumstances  the  young  peo- 
ple are  not  prepared  for  the  uncertain 
future  in  this  atomic  age.  Bertrand  Russell 
in  his  book  New  Hopes  for  a Changing 
World,  sounds  an  awful  warning.  Using  his 
words,  “As  I write  I do  not  know — no  one 
knows — whether  New  York  or  London  will 
exist  six  months  hence.” 

Assuming  that  civilization  may  be  doomed 
he  offers  this  ironical  consolation : 

“Perhaps  somewhere  else,  in  some  distant 
nebula,  some  unimportant  star  has  an  unim- 
portant planet  on  which  there  are  rational 
beings.  Perhaps  in  another  million  years 
their  instruments  will  tell  them  of  our  fate, 
and  lead  them  to  agree  on  an  agenda  for  a 
conference  of  foreign  ministers.  If  so,  man 
will  not  have  lived  in  vain.” 

For  America,  there  is  one  last  ray  of  hope. 
The  people  of  the  U.  S.  have  done  what  no 
other  nation  has  ever  done  before  in  a com- 
parable way  — they  have  generously  given 
financial  and  moral  support  to  other  nations 
where  survival  is  uncertain.  With  the  preval- 
ent warning  of  malfeasance  in  high  places 
in  our  own  land  and  the  present  plight  of 
other  nations  a girding  of  loins  with  a will 
for  reform  may  result  in  unprecedented 
salvation.  According  to  archeologists,  twenty 
civilizations  have  failed.  Shall  the  people  of 
the  U.  S.  dig  themselves  out  or  shall  they 
accept  ignoble  defeat  and  commit  this  civili- 


zation to  curious  excavators  in  centuries  to 
come? 

So  long  as  grownups  neglect  Forester’s 
Two  Cheers  for  Democracy  and  make  a best 
seller  of  Houser’s  Look  Younger,  Live 
Longer,  and  so  long  as  they  wink  at  corrup- 
tion and  misrule  in  government,  we  cannot 
expect  the  rising  generation  to  arrive  at 
moral  and  socio-economic  maturity. 

A CURB  ON  PATIENTS 

In  connection  with  its  stand  against 
socialized  medicine  the  Journal  has  main- 
tained that  if  the  Administration  achieves 
its  purpose,  the  people  will  suffer  equally 
with  the  physicians. 

Though  the  insult  to  them  and  the  evil 
effects  may  be  immediately  less  obvious  in 
time  the  abnormal  relationship,  the  false 
implications  and  the  temptations  to  abuse 
privileges  will  wreck  the  golden  rule  and 
make  unreasonable  demands  resulting  in  a 
rancor  which  is  the  normal  offspring  of 
compulsion. 

In  America  physicians  have  a public  rela- 
tions committee  for  voluntary  cooperation 
in  good  will.  Under  the  socialized  system, 
members  of  the  British  Medical  Association, 
according  to  a Reuters  report,  are  offering 
30  proposals  “aimed  at  reforming  the  free- 
for-all  health  service”  and  believe  it  or  not, 
one  of  the  these  petitions  asks  the  govern- 
ment for  “permission  to  fine  patients  who 
call  them  out  on  frivolous  complaints  or  who 
refuse  to  follow  doctor’s  orders.” 

Is  it  possible  for  us  to  profit  by  exemple? 

THE  A.M.A.  PLEDGE 
TO  MEDICAL  EDUCATION 

Whether  or  not  the  A.M.A.  fully  met  its 
pledge  to  medical  education  for  the  year 

1951,  forward  looking  physicians  must  know 
that  the  medical  schools  will  need  help  in 

1952.  It  is  not  wise  to  wait  until  December. 
The  deduction  holds  from  January  to  Jan- 
uary. This  is  a rare  opportunity.  The  phy- 
sician can  give  in  opposition  to  government 
paternalism  and  cut  his  income  returns  thus 
limiting  the  government’s  store  for  sub- 
sidies. 

No  living  physician  has  fully  paid  for  his 
medical  education.  It  is  high  time.  Send  your 
check  direct  to  the  American  Medical  Asso- 
ciation Education  Foundation  or  to  the 
State  Executive  Office. 

At  the  Clinical  Session  of  the  A.M.A.  in 
Los  Angeles,  the  A.M.A.  announced  an  ad- 
ditional contribution  of  $500,000. 
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SCIENTIFIC  ARTICLES 

SPONTANEOUS  RUPTURE  OF  THE  ESOPHAGUS 


Robert  L.  Anderson,  M.D. 

TULSA,  OKLAHOMA 


In  discussing  this  subject,  I would  like  to 
bring  out  the  following  points.  First,  even 
though  rupture  of  the  esophagus  is  a rela- 
tively uncommon  condition,  it  is  my  opinion 
that  it  is  more  common  than  is  generally 
thought.  Second,  anyone  in  practice  who 
sees  patients  with  acute  abdominal  condi- 
tions is  likely  to  see  such  a case  at  any 
time.  Third,  it  is  often  not  thought  of ; how- 
ever, the  diagnosis  can  easily  be  made  if  the 
possibility  enters  one’s  mind.  Fourth,  there 
are  certain  symptoms  and  physical  findings 
with  which  one  can  make  a definite  diag- 
nosis. Fifth,  one  can  expect  reasonably  good 
results  from  immediate,  definitive  treatment. 
It  therefore,  behooves  all  of  us  to  think  of 
the  condition  and  make  an  early  diagnosis 
if  we  are  to  expect  satisfactory  results. 

By  spontaneous  rupture  is  meant  a rup- 
ture of  the  esophagus  that  is  presumably 
normal  before  the  perforation  occurs.  It  is 
not  associated  with  disease  in  or  around  the 
esophagus  or  with  manipulation  of  or  a 
foreign  body  within  the  esophagus. 

The  first  case  of  spontaneous  rupture  of 
the  esophagus  was  reported  in  1724  by 
Boerhaave.7  In  1946  there  were  reported  by 
Barrett,9  only  50  cases  in  the  literature,  all 
without  survival.  The  first  clinical  diagnosis 
of  this  condition  was  made  by  Meyer  in 
1858, 11  approximately  150  years  after  the 
first  case  was  described.  The  first  case  that 
recovered  was  reported  in  the  literature  by 
Barrett  in  1946, 9 approximately  100  years 
after  the  first  clinical  diagnosis  and  250 
years  after  the  disease  was  first  recognized. 
Since  that  time,  several  other  cases  have 
recovered  from  this  catstrophe.1-2-6-8-9-11-13 

Four  cases  have  been  observed  in  the  city 
of  Tulsa  in  the  last  two  years,  all  of  which 
have  been  diagnosed  clinically  and  treated 
with  recovery.  This,  to  my  knowledge,  is  the 
largest  series  reported  in  which  all  the  cases 
survived. 

*Presented  before  the  General  Session  at  the  Annual  Meeting 
of  the  Oklahoma  State  Medical  Association,  May  21,  1951. 


ETIOLOGY 

The  cause  of  this  condition  is  not  too  well 
established.  It  is  felt  that  it  is  due  to  an  in- 
crease in  the  intraluminal  pressure  within 
the  esophagus.  The  rupture  is  nearly  always 
in  the  terminal  three  or  four  inches  of  the 
esophagus.  This  represents  the  weakest  por- 
tion of  the  esophageal  wall.  Experimentally, 
the  esophagus  will  rupture  when  a pressure 
of  five  and  three-quarters  to  11  pounds  per 
square  inch  is  applied,  the  average  being 
seven  pounds  per  square  inch.11  The  rupture 
is  nearly  always  longitudinal  and  located  on 
the  anterior  surface  of  the  esophagus. 

It  has  been  pointed  out  by  some  observers 
that  it  is  the  rapidity  of  the  increase  in  pres- 
sure and  not  the  total  increase  in  pressure 
that  accounts  for  the  rupture.11’7  One  case 
has  been  reported  of  rupture  of  the  eso- 
phagus following  a blow  on  the  abdomen 
presumably  due  to  sudden  increase  of  pres- 
sure within  the  esophagus.1 

It  is  probably  true  that  rupture  of  the 
esophagus  is  more  likely  to  occur  with  the 
stomach  full.11-14  However,  cases  have  been 
reported  of  recurrent  vomiting  and  retching 
that  have  caused  rupture  of  the  esophagus 
with  the  stomach  empty.  Although  this  con- 
dition occurs  in  a presumably  normal  eso- 
phagus, in  reviewing  the  cases  that  have 
been  reported,  a large  majority  of  the 
patients  had  a history  of  peptic  ulcer  or  had 
been  excessive  drinkers  of  alcoholic  bever- 

cig’GS  2»3»5«6»7»8-9-10'11-12*13- 14 

It  is  my  opinion  that,  while  they  have  had 
no  symptoms  of  esophageal  disease,  many  of 
these  cases  have  changes  within  the  wall  of 
the  esophagus,  either  due  to  local  disease  or 
systemic  conditions.  Possible  exceptions  to 
this  statement  will  be  in  those  individuals 
in  which  persistent  vomiting  is  associated 
with  neurological  lesions  or  with  pregnancy. 
Occasionally,  forceful  swallowing  in  an  at- 
tempt to  dislodge  an  impacted  food  bolus  or 
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foreign  body  will  cause  rupture  of  the 
esophagus. 

Generally  speaking,  therefore,  any  series 
of  circumstances  that  will  cause  over-dis- 
tention or  sudden  increase  in  pressure 
within  the  esophagus  may  cause  spontane- 
ous rupture.  Perforation  is  more  likely  to 
occur  when  the  esophagus  is  weakened  by 
concurrent  disease. 

HISTORY 

This  condition  is  usually  seen  in  men 
(84  per  cent)  between  the  ages  of  35  and 
55  years.7  These  patients  are  usually  well- 
nourished  and  have  enjoyed  relatively  good 
health  previously.  The  onset  of  the  condition 
is  marked  by  sudden  severe  pain.  This  pain 
may  be  sub-sternal  or  epigastric.  It  is  often 
so  severe  that  the  patient  is  writhing  in 
agony  and  requires  substantial  narcotics  to 
relieve  it.  The  pain  frequently  occurs  dur- 
ing or  immediately  following  a large  meal 
or  an  alcoholic  bout.  It  frequently  is  pre- 
ceded by  vomiting  or  retching.  In  certain 
of  the  reported  cases,  the  pain  was  not  so 
severe  at  the  onset  but  got  progressively 
more  severe  within  the  next  few  hours.  If 
the  location  of  the  pain  is  epigastric  at  the 
onset,  within  two  to  three  hours  the  location 
of  the  pain  shifts  up  into  the  region  of  the 
lower  chest.  Commonly  it  is  on  the  left  side 
and  may  radiate  around  into  the  back  and 
up  between  the  scapulae.  Occasionally,  as  in 
one  of  our  cases,  the  patient  complains  not 
so  much  of  pain  but  of  the  fact  that  his 
neck  and  face  have  suddenly  swollen  be- 
cause of  the  passage  of  air  under  the  skin. 
Extreme  thirst  is  a common  complaint. 

The  past  history  may  be  entirely  nega- 
tive, but,  as  mentioned  above,  it  often  is  sug- 
gestive of  peptic  ulcer  or  of  chronic  or  acute 
alcoholism. 

PHYSICAL  EXAMINATION  OF  THE  PATIENT 

When  the  patient  is  seen  in  the  examining 
room,  he  may  be  in  profound  shock  due  to 
the  severe  pain,  or  he  may  not.  He  is  always 
pale  and  weak.  The  pulse  is  not  greatly 
elevated,  being  between  90  and  100.  The 
temperature  is  between  99  and  100  degrees. 
The  respiration  is  always  rapid,  being 
around  30  to  35.  The  blood  pressure  is  nor- 
mal. The  patient  may  be  extremely  short  of 
breath  and  even  cyanotic.  This  depends  en- 
tirely upon  the  degree  of  chest  pain  and 
the  presence  or  absence  of  fluid  in  the  pleural 
cavity. 

On  examination,  there  may  be  found 
crepitus  in  the  supraclavicular  area,  in  the 


neck,  and  up  into  the  face.  If  it  is  severe, 
it  may  also  be  found  over  the  anterior  wall. 
Examination  of  the  chest  may  be  entirely 
negative.  On  the  other  hand,  if  rupture  into 
the  pleural  cavity  has  occurred,  one  will 
usually  be  able  to  make  out  the  presence 
of  fluid  within  the  chest.  This  most  fre- 
quently occurs  on  the  left  but  may  be  on 
the  right  side  or  bilateral. 

The  abdomen  is  always  very  rigid  and 
leads  one  to  believe  that  the  condition  is 
within  the  abdominal  cavity  instead  of  the 
thoracic  cavity.  This  has  led  to  the  misdiag- 
nosis of  rupture  of  an  intra-abdominal  vis- 
cus.  Peristalsis  is  reduced.  Otherwise,  ex- 
amination of  the  abdomen  is  negative. 

LABORATORY  EXAMINATION 

The  red  cell  count  is  elevated  due  to  de- 
hydration. The  white  blood  cell  count  shows 
slight  increase  in  neutrophils  associated 
with  a leukocytosis.  X-ray  examination  re- 
veals no  free  air  beneath  the  diaphragm. 
Fluid  may  be  present  within  the  pleural 
cavity  with  a pneumothorax  also  present. 
X-ray  may  also  reveal  emphysema  or  a fluid 
level  within  the  mediastinum.  Subcutaneous 
emphysema  is  a prominent  and  important 
X-ray  finding. 

DIAGNOSIS 

With  the  above  findings  and  information, 
the  diagnosis  should  be  certain.  However, 
other  diagnostic  procedures  may  well  be 
carried  out.  These  consist  of  aspiration  of 
the  fluid  within  the  chest  cavity.  This  fluid 
should  be  studied  for  food  particles  and 
tested  for  hydrochloric  acid.  If  either  is 
present,  the  diagnosis  is  certain.  Often  the 
odor  and  color  of  the  fluid  is  important.  The 
patient  may  be  given  a swallow  of  barium 
or  lipiodol  and,  by  means  of  fluoroscopy  and 
X-ray  examination,  this  media  will  outline 
the  perforation  and  one  can  make  out  a 
peri-esophageal  pocket  or  a direct  communi- 
cation into  the  pleural  cavity. 

If  one  is  still  in  doubt,  dye  can  be  intro- 
duced into  the  esophagus  and  recovered  by 
a needle  within  the  pleural  space  and  thus 
substantiate  the  diagnosis. 

DIFFERENTIAL  DIAGNOSIS 

Ruptured  esophagus  is  often  confused 
with  rupture  of  a peptic  ulcer.  In  the  latter 
condition,  however,  no  subcutaneous  emphy- 
sema is  present.  No  fluid  is  found  in  the 
chest  and  usually  free  air  is  found  beneath 
the  diaphragm. 

Acute  pancreatitis,  which  may  simulate 
this  disease,  will  produce  no  emphysema  and 
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is  usually  associated  with  a high  blood 
amylase.  Free  fluid  in  the  chest  is  occa- 
sionally seen  with  acute  pancreatitis. 

Mensentery  thrombosis  may  cause  siniu- 
lar  pain  and  shock,  but  is  not  associated 
with  emphysema  or  fluid  in  the  chest. 

Dissecting  aneurysm  of  the  aorta  may 
produce  any  of  the  symptoms  that  have  been 
outlined,  except  subcutaneous  emphysema. 

Coronary  thrombosis  should  easily  be 
ruled  out  by  an  electrocardiogram. 

Pulmonary  embolus  may  simulate  this 
condition,  but,  again,  does  not  produce  sub- 
cutaneous emphysema. 

Spontaneous  pneumothorax  may  produce 
any  of  the  symptoms  just  described  includ- 
ing subcutaneous  emphysema.  However,  the 
pain  is  usually  much  less  severe,  the  pros- 
tration is  less  severe,  and  X-ray  of  the  chest 
will  invariably  reveal  some  degree  of  col- 
lapse of  the  involved  lung.  Fluid  may  occur 
in  spontaneous  pneumothorax  but  that  is  not 
until  24  to  48  hours  after  the  acute  onset. 

Rupture  of  a bronchus  may  produce  severe 
mediastinal  and  subcutaneous  emphysema 
together  with  collapse  of  the  lung  followed 
later  by  a fluid  formation  within  the  pleural 
cavity. 

Neither  of  the  last  two  conditions  named 
are  associated  with  vomiting,  retching,  or 
a full  stomach.  They  rarely  cause  epigastric 
or  sub-sternal  pain,  and  they  are  almost 
never  associated  with  epigastric  tenderness 
and  board-like  rigidity  of  the  abdomen. 

Rupture  of  periesophageal  hermation  of 
the  stomach  into  the  mediastinum  with  ex- 
tension into  the  pleural  cavity  may  simulate 
rupture  of  the  esophagus  in  every  respect. 
However,  by  careful  study  by  fluoroscopy 
and  X-ray  examination  following  barium 
swallow  one  should,  in  most  cases,  be  able 
to  demonstrate  the  herniated  stomach  and 
thus  make  the  diagnosis.  Since  the  treat- 
ment is  the  same  as  for  ruptured  esophagus, 
actually  a differentiation  of  these  two  con- 
ditions is  of  only  didactic  importance. 

TREATMENT 

Treatment  of  spontaneous  rupture  of  the 
esophagus  may  be  divided  into  conservative 
management  with  simple  drainage  of  the 
pleural  cavity  or  a more  radical  procedure 
of  thoracotomy  with  actual  closure  of  the 
perforation. 


In  either  case,  the  patient  should  first  be 
treated  for  shock  if  shock  is  present.  Blood 
and  fluid  should  be  given  parenterally,  as 
indicated. 

If  there  is  evidence  of  a tension  pneu- 
mothorax with  a partial  collapse  of  one  or 
both  lungs,  an  under  water  suction  drain- 
age apparatus  should  be  employed  in  order 
to  immediately  decompress  the  tension 
pneumothorax.  This  treatment  in  itself  may 
be  life-saving. 

If  mediastinal  emphysema  is  marked  and 
is  interferring  with  vital  functions,  the 
mediastinum  may  be  entered  by  making  an 
incision  above  the  supra-sternal  through 
the  anterior  fascia  and  muscles  of  the  neck. 
A catheter  may  then  be  introduced  into  the 
mediastinum  in  between  the  fascial  planes 
and  the  mediastinal  emphysema  relieved.4 
Such  a procedure  can  be  done  easily  and 
quickly  under  local  anesthesia. 

The  patient  should  receive  nothing  bT’ 
mouth.  Chemotherapy  should  be  instituted 
immediately  upon  the  patient’s  arrival  and 
multiple  parenteral  antibiotics  should  be 
administered  immediately  in  rather  heroic 
doses. 

If  the  diagnosis  is  in  doubt,  further  diag- 
nostic procedures  such  as  barium  study, 
lipiodol  study,  aspiration  of  the  chest  fluid 
for  study,  and  X-ray  of  the  chest  and  ab- 
domen should  be  carried  out  as  quickly  as 
the  patient’s  condition  will  permit.  Only 
those  procedures  which  are  necessary  for 
diagnosis  should  be  carried  out. 

When  a definite  diagnosis  has  been 
reached,  a thoracotomy  should  be  carried 
out.  If  the  patient’s  condition  warrants  it, 
the  procedure  of  choice  is  surgical  closure 
of  the  perforation  and  drainage  of  the 
mediastinum  either  retropleurally  or  through 
the  pleural  cavity,  or  both.  The  lung  should 
be  re-expanded  and  suction  drainage  should 
be  instituted  in  order  to  maintain  a nega- 
tive pressure  within  the  plueral  cavity. 
Needless  to  say,  at  the  time  of  the  thoraco- 
tomy, the  pleural  cavity  should  be  thor- 
oughly cleansed  and  antibiotics  should  be 
instilled  into  the  pleural  space. 

Should  the  patient’s  condition  not  tolerate 
closure  of  the  perforation,  then  a simple 
thoracotomy  should  be  carried  out  with 
cleansing  of  the  pleural  space.  Adequate 
drainage  should  be  maintained  from  the 
perforation  to  the  outside  either  retro- 
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pleurally  or  through  the  pleural  space.  An 
attempt  should  be  made  to  re-expand  the 
lung  and  to  maintain  a negative  pressure. 
The  patient  should  receive  blood  and  fluid 
as  necessary  during  and  after  the  operative 
procedure.  It  is  my  belief  that,  whether  or 
not  the  perforation  is  closed,  a Levine  tube 
should  be  introduced  into  the  esophagus, 
past  the  perforation,  and  into  the  stomach 
at  the  time  of  the  thoractomy.  The  tube  can 
then  be  used  for  decompression  of  the  stom- 
ach as  well  as  for  feeding  at  a later  time. 
These  patients  should  receive  nothing  by 
mouth  for  at  least  seven  days  after  surgery, 
at  which  time,  if  the  patient’s  condition 
permits,  small  tube  feedings  should  be  in- 
stituted. 

DISCUSSION 

Spontaneous  rupture  of  the  esophagus 
can  be  confused  with  any  acute  abdominal 
emergency.  However,  there  is  a triad  of 
signs  and  symptoms  that  is  pathognomonic 
of  this  condition.  This  triad  is:  first,  rapid 
respiration ; second,  rigidity  of  the  abdomen ; 
and  third,  crepitus  in  the  neck  due  to  sub- 
cutaneous emphysema.9  Of  these  findings,  the 
most  important  one  is  subcutaneous  emphy- 
sema. One  must  always  inspect  the  patient 
for  emphysema  and  suspect  ruptured  eso- 
phagus if  it  is  present. 

Barium  swallow  or  lipiodol  instillation 
together  with  study  of  the  pleural  fluid,  if 
it  is  present,  and  an  X-ray  of  the  chest  and 
abdomen  will  substantiate  the  diagnosis. 
These  procedures  should  be  carried  out,  al- 
though the  patient  may  be  desperately  ill, 
if  the  diagnosis  is  in  doubt. 

By  these  diagnostic  methods,  four  cases 
of  spontaneous  rupture  of  the  esophagus 
have  been  diagnosed  and  successfully 
treated  in  the  past  two  years  in  the  city  of 
Tulsa.  The  prognosis  of  the  patient  is  in 
direct  relationship  to  the  amount  of  time 
elapsing  between  the  onset  of  the  condition 
and  the  institution  of  treatment.  It  is, 
therefore,  important  that  one  arrive  at  a 


diagnosis  and  carry  out  the  proper  treat- 
ment as  quickly  as  possible. 

SUMMARY 

(1)  Spontaneous  rupture  of  the  esophagus 
is  probably  more  common  than  is  usually 
thought. 

(2)  The  history,  physical  findings,  diag- 
nosis, and  treatment  of  a typical  case  have 
been  outlined  and  the  importance  of  a diag- 
nostic triad  emphasized.  This  triad  is:  (a) 
rapid  respiration,  (b)  abdominal  rigidity, 
and  (c)  subcutaneous  emphysema. 

(3)  The  ultimate  outcome  is  in  direct 
relationship  to  the  time  elapsed  between  the 
onset  of  the  disease  and  the  institution  of 
treatment.  Therefore,  every  effort  should  be 
made  toward  an  early  diagnosis  and  ade- 
quate treatment. 

(4)  Four  cases  have  been  treated  in  the 
last  two  years,  all  with  a correct  clinical 
diagnosis  and  with  adequate  treatment  fol- 
lowed by  recovery. 
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MANAGEMENT  OF  UROLOGICAL  PROBLEMS 
IN  GENERAL  PRACTICE® 

E.  N.  LUBIN,  M.D. 

TULSA,  OKLAHOMA 


The  role  of  the  general  practitioner  in  the 
practice  of  medicine  has  been  the  subject 
of  considerable  discussion  in  this  age  of 
medical  specialization.  The  purpose  of  this 
paper  is  to  re-emphasize  the  role  of  the  gen- 
eral practitioner  in  the  management  of 
urological  problems  and  to  attempt  to  define 
his  relationship  with  the  urologist. 

There  is  no  field  in  medicine  which  leads 
itself  to  more  rapid  and  exact  diagnosis 
than  the  specialty  of  urology.  The  genito- 
urinary tract  permits  excellent  visualization 
by  radiographic  studies  and  direct  observa- 
tion. In  addition,  the  products  of  the  genito- 
urinary tract,  such  as  urine,  prostatic  and 
vesicular  secretions  and  semen  are  readily 
available  for  examination.  The  general  prac- 
titioner need  only  apply  his  powers  of  ob- 
servation, deduction  and  several  simple 
laboratory  procedures  to  arrive  at  a work- 
ing diagnosis  of  the  presenting  urological 
problem.  The  expenditure  of  the  small 
amount  of  time  required  to  obtain  an  ac- 
curate history,  observe  the  male  patient 
void,  collect  the  urine  in  two  or  three  glasses, 
examine  the  genito-urinary  tract  and  per- 
form the  simple  procedure  of  urinalysis  and 
microscopic  examination  of  stained  urinary 
sediment,  prostatic  secretions  or  semen  can 
obviate  the  sins  of  omission  and  commission 
which  are  so  prevalent.  These  sins  consist 
of  referring  the  patient  to  a specialist  when 
the  problem  can  be  handled  equally  well 
by  the  family  physician,  ignoring  obvious 
indications  for  a thorough  urological  exami- 
nation and  maintaining  prolonged  and  un- 
successful treatment  of  a urological  prob- 
lem. 

In  addition  to  the  management  of  specific 
urological  problems,  the  general  practitioner 
has  the  great  opportunity  and  responsibility 
for  the  early  detection  of  carcinoma  of  the 
prostate.  This  condition  will  be  present  in 
one  out  of  five  men  over  the  age  of  50  years. 
Cure  of  carcinoma  of  the  prostate  can  be 
accomplished  only  by  radical  surgery.  Since 
the  early  case  is  asymptomatic,  the  very  life 
of  the  male  over  50  is  dependent  upon  the 
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routine  rectal  examination  and  detection  of 
small  hard  nodules  in  the  prostate  by  his 
family  physician.  The  reduction  of  carci- 
noma of  the  prostate  mortality  is  the  re- 
sponsibility of  the  general  practitioner.  He 
and  he  alone  can  direct  the  suspicious  case 
to  early  and  complete  cure. 

HEMATURIA 

Hematuria  is  one  of  the  most  common  and 
significant  findings  in  urologic  disease.  It 
may  be  painless  or  painful.  It  may  be  gross 
or  microscopic.  It  may  be  initial,  terminal 
or  mixed. 

Painless  hematuria  denotes  urologic  ma- 
lignancy in  approximately  90  per  cent  of  all 
cases.  The  prognosis  for  cure  diminishes 
markely  with  each  succeeding  episode.  For 
these  reasons,  the  patient  should  be  promptly 
dispatched  to  the  urologist  for  thorough  in- 
vestigation. Procrastination  and  dilatory 
treatment  are  grossly  injurious  to  both  the 
patient  and  his  physician. 

Hematuria  which  is  painful  at  the  outset 
and  which  is  associated  with  systemic  mani- 
festation and/or  laboratory  findings  of  as- 
sociated infection  and  which  is  initial  or 
terminal  in  appearance,  suggests  an  inflam- 
matory process  involving  the  bladder,  pros- 
tate or  the  urethra.  Such  a case  may  be 
properly  treated  with  the  appropriate  drug 
based  upon  the  presence  of  coccal  or  bacil- 
lary organisms  found  in  the  stained  urinary 
sediment.  Failure  of  the  hematuria  to  dis- 
appear within  a week  or  its  early  recurrence 
calls  for  prompt  referral  of  the  patient  to 
the  urologist. 

The  physician  who  temporizes  with  hema- 
turia, jeopardizes  the  life  of  his  patient. 

URETHRITIS  AND  PROSTATITIS 

Few  conditions  will  bring  a patient  to  his 
physician  quicker  than  the  appearance  of  a 
urethral  discharge.  To  the  layman,  this  be- 
speaks a venereal  disease  and  too  often  his 
physician  will  casually  agree  and  offer  a 
“shot”  of  penicillin.  If  the  offending  organ- 
ism is  a penicillin  sensitive  gonococcus,  all  is. 
well.  However,  many  urethral  exudates  are 
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not  primarily  due  to  gonorrhea  and  such 
management  fails  to  alleviate  the  complaint. 
Further  than  this,  it  subjects  the  patient 
to  the  unwarranted  psychological  trauma  of 
having  a “V.D.”  and  undermines  his  con- 
fidence in  the  competence  of  his  physician. 
A simple  Gram  stain  of  the  exudate  will 
differentiate  between  sepcific  and  non-spe- 
cific urethritis. 

One  of  the  most  common  causes  of  non- 
specific urethritis  is  an  associated  inflamma- 
tory process  in  the  seminal  tract.  However, 
it  is  possible  to  have  a purely  localized  ure- 
thritis and  the  exact  diagnosis  can  be  estab- 
lished by  the  three  glass  urine  test  and 
examination  of  prostatic  and  vesicular  fluids. 
One  should  bear  in  mind  that  the  inflamma- 
tory products  in  the  prostatic  secretions  may 
not  appear  before  the  second  examination. 

The  treatment  of  urethritis  consists  of  the 
use  of  sulfonamides  or  one  of  the  newer 
antibiotics  (Penicillin  is  of  little  usefulness 
because  of  the  usual  mixed  nature  of  the 
infection),  massage  of  the  urethra  over  a 
sound  to  break  up  small  peri-urethral  ab- 
scesses and  promote  better  drainage,  pro- 
gressive urethral  dilatation  and  the  instilla- 
tion of  an  antiseptic  solution  in  the  urethra. 

Prostatitis  with  or  without  an  associated 
seminal  vesiculitis  is  the  most  common 
urological  problem  in  the  male.  In  the  acute 
form,  the  physician  should  exercise  extreme 
care  in  the  manipulation  of  the  prostate. 
Treatment  consists  of  the  use  of  the  sulfona- 
mides or  the  newer  antibiotics  plus  the  ap- 
plication of  heat  to  the  perineum  by  means 
of  hot  sitz  baths  or  diathermy.  The  advent 
of  modern  therapeutic  agents  has  made 
actual  suppuration  a rare  complication,  but 
when  it  does  occur  surgical  drainage  should 
be  carried  out  promptly.  The  acute  form  of 
prostatitis  has  many  gradients  of  severity 
and  frequently  resolves  itself  into  the 
chronic  form. 

Chronic  prostatitis  may  be  properly 
compared  to  chronic  sinusitis.  Once  the  pa- 
tient is  aware  of  the  fact  that  his  prostate 
is  like  a sponge,  with  innumerable  glands 
which  drugs  cannot  always  permeate,  he  is 
more  inclined  to  cooperate  with  his  phy- 
sician in  the  management  of  the  problem. 
Treatment  of  chronic  prostatitis  requires 
patience  and  diligence  on  the  part  of  both 
the  patient  and  his  physician.  Treatment 
should  be  confined  to  the  periods  of  exacer- 
bation only  and  not  be  permitted  to  drag 
on  indefinitely.  The  sulfonamides  are  very 


useful,  when  tolerated ; otherwise,  a wide- 
spectum  antibiotic  may  be  used.  The  patient 
should  refrain  from  alcohol  and  sexual  in- 
tercourse and  should  take  nightly  hot  sitz 
baths.  Copious  amounts  of  water  aid  in  lav- 
aging  the  inflamed  urethra.  Any  one  of  the 
anti-spasmodic  preparations  is  useful  for 
relief  of  bladder  tenesmus.  In  addition,  the 
prostate  should  be  massaged  gently  no 
oftener  than  twice  a week  at  the  outset  and 
later  once  a week  until  such  time  as  the 
microscopic  appearance  of  the  secretions  has 
reached  the  maximum  improvement.  Simul- 
taneously the  bladder  may  be  irrigated  with 
a mild  antiseptic  such  as  potassium  perman- 
ganate or  acriflavine  solution  and  the  urethra 
progressively  dilated  with  sounds.  It  is  in 
regard  to  the  use  of  sounds  that  I wish  to 
speak  a word  of  caution.  Their  use  is  ex- 
tremely valuable,  however,  the  occasional 
use  of  a metallic  instrument  in  the  urethra 
is  fraught  with  considerable  danger,  and 
must  be  approached  with  respect  and  tre- 
pidation. Unless  the  physician  has  had  con- 
siderable experience  in  the  passage  of 
sounds,  he  should  restrict  himself  to  the 
use  of  filiforms  and  followers  which  will 
obviate  the  possibility  of  severely  trauma- 
tizing the  urethra. 

Those  cases  which  prove  refractory  to  the 
treatment  as  outlined  should  have  a cysto- 
urethroscopic  examination  after  a month’s 
trial.  Not  infrequently,  the  cystoscopist  will 
encounter  a contracture  of  the  vesical  ori- 
fice, papillomas,  cysts,  polyps,  granulation 
tissue  or  even  neoplasms  which  require 
special  therapy  not  available  to  the  general 
practitioner. 

POSTERIOR  URETHRITIS  AND  CYSTITIS 
IN  THE  FEMALE 

The  single  most  common  entity  encount- 
ered in  office  urology  is  the  problem  of  cys- 
titis associated  with  posterior  urethritis  in 
the  female.  This  condition  may  be  en- 
countered at  any  age,  although  it  is  more 
frequent  in  the  post  menopausal  period.  The 
onset  of  symptoms  is  frequently  acute  and 
often  associated  with  gross  rematuria.  The 
frequency  of  urination  with  severe  urgency, 
dysuria  and  tenesmus  are  most  distressing 
so  that  prompt  and  effective  treatment 
guarantee  a grateful  patient.  Treatment  of 
the  acute  phase  consists  of  acidification  or 
alkalinization  of  the  urine  dependent  upon 
urinary  p.h.  and  the  administration  of  the 
sulfonamides  or  antibiotics  based  on  the 
type  of  infection  as  determined  by  examina- 
tion of  a strained  urinary  sediment.  Anti- 
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spasmodics  are  extremely  helpful  in  allaying 
the  distressing  symptoms.  Relief  is  generally 
prompt,  although  recurrences  are  common. 

The  patient  who  presents  frequent  recur- 
rences of  cystitis  with  evidence  of  infection 
should  have  a thorough  urological  examina- 
tion inasmuch  as  the  infection  may  be  aris- 
ing from  the  upper  urinary  tract  and  may 
be  a harbinger  of  serious  urologic  disease. 
In  the  absence  of  upper  urinary  tract  change, 
the  focus  of  infection  may  lie  in  the  genital 
tract  or  colon  and  measures  should  be  in- 
stituted to  eradicate  such  a focus. 

The  general  practitioner  encounters  daily 
the  female  patfent  who  has  chronic  “bladder 
trouble.”  Not  infrequently  she  will  complain 
of  associated  “nervousness”  and  attribute 
her  bladder  complaints  to  her  “nerves.”  The 
urine  in  such  cases  may  contain  no  leuko- 
cytes but  will  generally  reveal  numerous 
epithelial  cells.  Urine  cultures  frequently 
reveal  no  growth  and  careful  examination 
of  the  urethral  orifice  reveals  no  caruncle, 
diverticulum  or  mucosal  eversion.  Treat- 
ment of  this  “posterior  urethritis-trigonitis 
syndrome”  consists  of  progressive  dilatation 
of  the  urethra  up  to  35  to  40F.  The  patient 
should  be  advised  that  the  condition  is  re- 
current and  that  she  should  return  promptly 
upon  the  reapperance  of  symptoms.  The 
patient  who  has  frequent  recurrence  of 
syptoms  of  bladder  irritation,  in  the  ab- 
scence  of  abnormal  urinary  findings,  should 
be  referred  to  the  urologist  so  that  the  diag- 
nosis of  contracture  of  the  vesical  orifice  or 
interstitial  cystitis  (Hunner’s  ulcer)  may  be 
ruled  in  or  out. 

PENILE  LESIONS 

The  penis  is  an  organ  which  each  male 
must  necessarily  hold  in  his  hand  each  day. 
For  this  reason,  among  others,  penile  lesions 
are  generally  brought  to  the  family  physician 
in  an  early  stage.  Unfortunately,  the  gen- 
eral practitioner  commonly  fails  to  recognize 
and  treat  or  refer  penile  lesions.  This  indict- 
ment does  not  include  venereal  diseases. 

Most  deliveries  are  made  by  the  general 
practitioner.  Prompt  examination  of  the  in- 
fant will  reveal  the  presence  of  hypospadias, 
pseudo-hermaphroditism  or  congenital  ste- 
nosis of  the  urethral  meatus.  Early  aware- 
ness by  the  parents  of  the  nature  of  the 
congenital  abnormality  will  result  in  early 
correction  with  attendant  establishment  of 
normal  genito-urinary  function  and  avoid- 
ance of  severe  psychological  trauma. 


Herpes  progenitalis  is  a common  lesion 
which  manifests  itself  by  the  presence  of  a 
small  group  of  vesicles  on  an  inflammatory 
base  and  is  accompanied  by  itching  and 
burning.  Treatment  consists  of  keeping  the 
lesions  clean  and  dry  by  the  use  of  a mild 
antiseptic  powder  and  by  circumcision  for 
the  recurrent  cases  where  a long  prepuce  is 
present. 

The  middle-aged  male  occasionally  pre- 
sents himself  with  the  complaint  that  the 
penis  bends  during  an  erection.  This  con- 
dition is  known  as  plastic  induration  of  the 
penis  or  Peyronie’s  Disease.  The  pathologic 
basis  of  this  problem  is  the  deposition  of 
fibrous  tissue  plaques  which  occasionally  be- 
come calcified,  on  the  dorsal  septum  of  the 
corpora  cavernosa.  The  condition  is  often 
painful  and  frequently  makes  sexual  inter- 
course impossible.  A fairly  high  percentage 
of  improvement  may  be  obtained  by  the 
prolonged  use  of  Vitamin  E in  doses  of  200 
I.U.  daily. 

For  practical  purposes,  one  can  say  that 
cancer  of  the  penis  never  occurs  in  men 
circumcised  in  infancy.  One  needs  no  better 
excuse  for  the  carrying  out  of  routine  cir- 
cumcision in  infancy.  It  is  to  be  regretted 
that  most  cases  of  carcinoma  of  the  penis 
which  find  their  way  to  the  urologic  surgeon 
have  had  previous  circumcision  for  the  pre- 
senting lesion  without  identification  of  the 
neoplasm.  The  resulant  delay  with  oppor- 
tunity for  metastases  could  be  avoided  by 
histologic  examination  of  all  unusual  lesions 
of  the  penis.  There  is  little  excuse  for  failure 
to  diagnose  carcinoma  of  the  penis  in  an 
early  stage. 

Stenosis  of  the  external  urethral  meatus 
is  a fairly  common  entity  in  both  children 
and  adults.  The  accompanying  symptoms 
are  those  of  obstruction  and  can  be  allevi- 
ated by  simply  meatotomy.  In  performing  a 
meatotomy  it  is  useful  to  insert  a single 
suture  at  the  lower  angle  of  the  incision  in 
order  to  prevent  union  before  epitheliaza- 
tion  occurs. 

ABNORMALITIES  WITHIN  THE  SCROTUM 

The  scrotal  contents  are  readily  palpable 
through  the  thin  wall  of  the  scrotum.  Never- 
theless, the  diagnosis  of  intra-scrotal  path- 
ologic conditions  may  tax  the  physician’s 
clinical  acumen. 

The  differential  diagnosis  between  epi- 
didymitis and  torsion  of  the  testis  is  of  ex- 
treme importance  inasmuch  as  the  latter 
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calls  for  prompt  surgical  intervention.  The 
differentiation  can  be  usually  made  on  the 
basis  of  epididymitis  coming  on  gradually 
and  generally  having  associated  inflamma- 
tory reaction  in  the  remainder  of  the  sem- 
inal tract.  Torsion  has  an  acute  onset  and 
is  not  associated  with  a febrile  response  or 
inflammation  in  the  seminal  tract.  In  addi- 
tion, in  torsion,  the  epididymis  and  testis 
are  pulled  up  toward  the  external  inguinal 
ring  and  one  can  palpate  an  abnormal  rela- 
tionship between  the  opposite  testis  and 
epididymis.  Where  doubt  exists  as  to  the 
exact  diagnosis,  surgical  exploration  is  in- 
dicated. If  torsion  exists,  the  opposite  testis 
should  be  anchored  to  the  scrotum. 

Palpation  of  scrotal  contents  should  be 
carried  out  bi-manually.  Irregularities  or 
enlargement  of  a testis  call  for  early  surgi- 
cal exploration  to  eliminate  neoplasm. 

Cryptorchidism  is  associated  with  an  in- 
creased incidence  of  testicular  malignancy. 
Bilateral  crytorchidism  beyond  puberty  re- 
sults in  sterility.  Pre-pubertal  treatment  is 


imperative  and  consists  of  one  or  two  courses 
of  pituitary  gonadotropic  hormones  plus 
suction  with  a breast  syringe  at  the  external 
inguinal  ring.  Orchidopexy  should  be  car- 
ried out  before  puberty  when  conservative 
treatment  fails. 

The  presence  of  a painless  indurated  epi- 
didymis and  a thickened,  beaded  vas  defer- 
ens suggests  the  presence  of  genito-urinary 
tuberculosis  and  calls  for  prompt,  thorough 
investigation  of  the  genito-urinary  tract  for 
this  disease. 

SUMMARY 

This  paper  has  dealt  with  only  a few 
common  and  relatively  simple  urologic  prob- 
lems. The  urologist  should  serve  as  a con- 
sultant to  the  general  practitioner  in  those 
cases  which  are  obviously  complex  or  re- 
fractory to  the  usual  accepted  mode  of 
treatment.  The  best  general  practitioner  is 
the  one  who  manifests  diagnostic  acumen 
and  not  the  one  who  refers  the  most  pa- 
tients to  specialists. 


FACE  INJURIES 


George  H.  Kimball,  M.D. 

OKLAHOMA  CITY,  OKLAHOMA 


In  the  treatment  of  face  injuries,  one  must, 
of  course,  start  out  with  the  emergency 
phase.  When  one  is  confronted  with  a face 
injury,  it  seems  that  it  is  best  to  first  make 
an  estimate  of  the  damage  that  is  done  and 
then  set  out  a plan  for  the  care  of  that  par- 
ticular case.  Only  in  this  way  can  one  hope 
to  secure  a satisfactory  result,  both  to  the 
patient  and  to  the  doctor.  It  goes  without 
saying,  that  one  who  intends  to  treat  face 
injuries  should  have  some  knowledge  of  the 
anatomy  and  the  physiology  involved  and 
certainly  be  equipped  with  the  minimum  of 
tools  for  such  work. 

The  examination  of  the  case  should  be  com- 
plete so  that  one  is  satisfied  as  to  the  extent 
of  the  injuries.  Even  though  the  injury  may 
seem  to  be  small  or  so-called  minor,  there 
may  be  something  in  the  depth  of  the  wound 
that  is  startling  when  it  is  uncovered.  One 
should  then  make  special  examinations,  such 
as  x-ray,  blood  study,  blood  pressure,  etc., 
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and  certainly,  if  possible,  inquire  as  to  the 
patient’s  susceptibility  or  idiosyncrasies  to 
drugs,  etc. 

The  repair  of  a face  injury,  ideally,  of 
course,  should  be  done  in  an  operating  room. 
One  may  do  the  work  under  local  anesthesia 
or  it  may  require  general  anesthesia.  Of 
course,  shock  and  hemorrhage  must  first  be 
dealt  with  if  it  is  present,  the  airway  must 
be  seen  to,  especially  when  edema  is  rapidly 
developing ; and  after  a plan  is  made  up,  one 
may  proceed  with  the  care  of  the  case.  In 
this  length  of  paper,  the  general  principles 
can  be  hinted  at  but  certainly  a complete 
dissertation  on  face  injuries  cannot  be  car- 
ried out.  One  can  operate  on  a great  many 
of  the  patients  suffering  from  these  injuries 
under  local  anesthesia,  especially  the  patients 
that  are  old  enough  to  understand  and 
answer  questions.  This  holds  true  for  a great 
many  children.  Regardless  of  what  part  of 
the  face  or  what  is  involved,  a few  principals 
should  not  be  overlooked. 
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1.  Complete  hemostasis  should  be  insisted 
upon  in  every  instance.  All  bleeding  points 
should  be  completely  controlled  before  clos- 
ure is  begun. 

2.  If  bone  is  exposed,  it  should  be  pre- 
served. Any  bony  fragment  that  is  attached 
and  viable  should  be  preserved  for  future 
restoration. 

3.  Debridement,  therefore,  is  almost  nil 
or  extremely  limited  about  the  face  struc- 
tures. 

4.  When  closure  is  begun  after  thorough 
cleansing  of  the  parts  with  rapid  and  thor- 
ough flushing  of  sterile  water  or  saline,  each 
layer  of  the  facial  structures  should  be  iden- 
tified and  closed  with  non-absorbable  sutures 
preferably,  especially  in  the  early,  clean 
wound.  Then  when  the  skin  is  reached,  fine 
sutures  of  interrupted,  non-absorbable  ma- 
terial will  afford  the  best  result. 

5.  Ordinarily,  no  drain  is  used  in  the 
early,  non-contaminated  wounds. 

6.  Early  removal  of  the  sutures  is  essen- 
tial to  avoid  marks  from  the  sutures. 

7.  Pressure  about  the  eyes  and  face  in 
general  is  a good  principle  to  employ  if  it  is 
possible  to  secure.  Sometimes,  ice  caps  or 
ice  can  be  applied  to  a part  to  lessen  the 
swelling. 

Occasionally,  one  cannot  close  a wound  of 
the  face  because  of  some  other  injury,  be- 
cause of  severe  shock,  or  some  other  cause, 
so  that  the  wound  should  be  treated  by 
hemostasis  and  a sterile  dressing.  Then, 
when  the  patient’s  condition  warrants,  the 
wound  may  be  closed  secondarily.  To  do  this, 
the  patient  usually  needs  support  by  blood, 
antibiotics,  debridement  of  the  wound  edges 
and  closure.  In  this  case,  one  may  wish  to 
employ  a drain  in  each  angle. 

Often,  in  these  cases,  it  is  necessary  to 
have  the  help  of  different  doctors,  for  in- 
stance, the  eye  specialists,  ear  specialists, 
nose  specialists,  the  dentist  or  maxilo-facial 
team. 

In  closing  wounds  about  the  face,  it  is 
well  to  follow  the  course  of  the  crease-lines 
if  possible.  Sometimes  this  can  be  done  by 
remembering  that  the  crease-lines  run  in 
certain  directions  and  to  follow  these  in  the 
closure  of  the  wound.  All  foreign  bodies 
must  be  removed ; first,  in  behalf  of  the 
patient;  and  second,  because  of  the  legal 
aspect. 


In  compound  fractures  either  from  gun- 
shot wounds  or  severe  injuries,  it  is  often 
indicated  to  have  the  aid  of  the  dentist  or 
some  similar  skilled  person  to  assist  in  this 
type  of  injury.  In  our  community,  we  rely 
a great  deal  on  the  oral  surgeon  where  frac- 
tures of  the  jaw  are  present.  Fractures  of 
the  nose  and  fractures  about  the  jaw  and 
face  can  often  be  reduced  after  a few  days. 
It  seems  to  me  that  some  of  the  best  results 
are  obtained  after  the  edema  has  lessened 
and  the  patient  is  restored  to  a good  general 
condition  and  then  carefully  putting  the 
parts  together.  This  is  especially  true  of  the 
nose,  fractures  of  the  zygoma,  and  some 
fractures  of  the  jaw. 

Immediate  skin  cover  may  be  done  in 
cases  thus  saving  time,  preventing  infection 
and  a second  procedure. 

After  the  acute  conditions  are  cared  for, 
there  remains  a group  of  cases  where  a 
decision  must  be  made  as  to  whether  to  do 
anything  about  the  scar,  whether  to  replace 
a part  that  is  lost,  to  improve  contour,  or 
to  improve  the  conditions  generally. 

As  a rule,  all  of  these  cases  should  have 
several  months  to  quiet  down  and  allow  for 
absorption  of  the  scar  before  any  surgery 
is  undertaken.  In  case  of  restoration  of  a 
part  that  requires  a pedicle  graft,  the  pedicle 
can  be  started  at  any  time  giving  sufficient 
time  for  build-up  of  circulation  and  color. 
If  the  contour  is  not  satisfactory,  one  must 
decide  whether  to  use  bone,  cartilage,  tanta- 
lum, or  some  other  material  for  making  up 
the  defect.  We  use  tantalum  in  cases  about 
the  orbit  and  about  the  jaw  quite  frequently. 
So  far  as  contour  is  concerned,  I get  better 
results  more  consistently  with  the  patient’s 
own  cancellous  bone.  While  we  do  have  a bone 
bank  and  have  a good  supply  of  bone,  there 
is  still  some  absorption,  and  sometimes  ab- 
sorption goes  beyond  what  we  hope  for  and 
the  part  has  to  be  restored. 

One  of  the  good  features  of  the  old  cases 
is  that  they  can  be  fitted  into  the  schedule, 
plenty  of  time  can  be  allowed  for  develop- 
ment between  operations,  and  the  patient 
can  have  time  to  recover  from  surgery. 

It  goes  without  saying  that  any  of  the 
secondary  operations  must  be  done  when  the 
original  wound  has  been  cleared  of  infection 
or  malignancy,  when  the  patient’s  general 
condition  is  good,  and  if  necessary,  he  may 
have  time  to  get  ready  a supply  of  blood  or 
to  take  whatever  medicine  is  indicated. 
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LOCAL  ANESTHESIA  IN  OBSTETRICS* 


John  L.  McKelvey,  M.D.,  C.M.** 


The  state  of  Minnesota  has  now  had 
something  more  than  two  years  of  experi- 
ence with  a state  wide  maternal  mortality 
study  in  great  detail.  There  is  every  reason 
to  believe  that  the  Minnesota  experience  is 
repeated  elsewhere.  It  is  clear  that  obstetric 
anesthesia  requires  more  practical  attention 
than  it  has  been  given.  It  is  almost  as  dan- 
gerous in  Minnesota  to  the  life  of  the  mother 
as  eclampsia  when  considered  from  the 
point  of  view  of  total  deaths.  Nothing  is 
really  known  of  its  morbidities  over  a gen- 
eral population.  The  effects  on  the  child 
have  been  studied  almost  entirely  in  such 
groups  as  well  controlled  clinics  and  little 
is  really  known  of  its  effects  in  the  broader 
field.  There  may  be  justification  to  fear  that 
the  fetal  damage  and  destruction  from  ma- 
ternal anesthesia  is  of  distressingly  frequent 
occurrence. 

Much  of  the  risk  to  the  mother  lies  in  two 
directions.  With  inhalation  anesthesia,  the 
problem  is  largely  that  of  an  almost  inevit- 
ably badly  surgically  prepared  patient  when 
the  anesthetic  is  used  for  delivery  from  be- 
low. The  great  risk  to  the  mother  under 
these  circumstances  is  aspiration  of  vomitus. 
With  conduction  anesthesia,  the  difficulties 
which  arise  are  usually  not  directly  inherent 
in  the  method  but  are  in  the  application  of 
it.  It  is  too  often  forgotten  that  the  preg- 
nant woman  is  intolerant  of  dosages  of 
intra-thecal  anesthetic  drugs  which  will  be 
withstood  by  the  non-pregnant.  Unskilled 
anesthetists  overlook  the  significance  of 
hyperbaric  solutions.  Too  often,  spinal  and 
caudal  anesthesia  are  looked  upon  as  pro- 
cedures which  make  skilled  and  continuous 
control  of  the  patient  unnecessary.  The  re- 
verse is  true. 

From  the  baby’s  point  of  view,  it  is  clear 
that  for  practical  purposes  no  analgesic  or 
anesthetic  drug  administered  to  the  mother, 
with  the  exception  of  local  anesthesia,  is 
without  risk.  All  who  are  doing  obstetrics 
should  familiarize  themselves  with  the  de- 
tails of  these  drug  effects.  Snyder1  has 
brought  this  information  together  in  a use- 
ful monograph.  Some  of  these  effects  are  of 

* Presented  before  the  General  Session  at  the  Annual  Meeting 
of  the  Oklahoma  State  Medical  Association,  May  22,  1951. 

**Departinent  of  Obstetrics  and  Gynecology,  University  of 
Minnesota  Medical  School. 


a small  order  and  most  often  require  par- 
ticular circumstances  such  as  prematurity, 
traumatic  delivery  or  the  addition  of  gen- 
eral anesthesia  to  make  them  very  evident. 
Others  such  as  morphia  carry  a greater  risk 
and  are  gradually  being  eliminated  from 
use.  But  the  risks  are  there  and  careless  or 
routine  administration  will  lead  eventually 
to  trouble.  It  should  also  be  made  clear  that 
analgesic  drugs  in  safe  quantities  such  as 
Demerol  and  the  barbiturates  which  are 
relatively  well  tolerated  by  the  fetus,  can 
produce  serious  depression  in  the  baby  when 
inhalation  anesthetics  such  as  ether  are 
added.  The  effects  of  such  combinations 
have  escaped  attention  for  too  long. 

At  this  point,  it  might  be  wise  to  make 
one  strong  statement.  The  quaint  practice 
of  anesthetizing,  usually  with  open  ether, 
the  patient  who  appears  to  be  about  to  de- 
liver before  the  responsible  physician  ar- 
rives, has  no  justification.  It  carried  lethal 
risks  to  both  mother  and  baby  which  are 
intolerable.  The  same  strong  statement  may 
be  made  in  the  baby’s  interests  in  regard  to 
mechanical  methods  which  are  designed  to 
prevent  delivery  for  the  same  purpose. 

This  discussion  is  designed  to  apply  pri- 
marily to  a part  of  the  whole  obstetric 
analgesia  and  anesthesia  problem  to  which 
too  little  attention  is  given.  Those  who  do 
most  of  the  talking  and  make  most  of  the 
reports  in  this  field  are  senior  people  work- 
ing in  completely  equipped  and  completely 
staffed  institutions.  What  may  be  reason- 
ably safe  and  efficient  in  such  circumstances 
may  be  impossible,  unwise,  unnecessary  or 
unsafe  in  a less  imposing  milieu.  Actually, 
it  is  under  the  latter  circumstances  that 
most  of  the  obstetrical  cases  are  being 
handled  in  this  country.  The  desirability  of 
safety  and  simplicity  looms  large  here. 

What  are  we  trying  to  accomplish  with 
obstetric  analgesia  and  anesthesia?  Com- 
plete relief  of  pain  and  complete  safety  for 
mother  and  child?  Neither  of  these  is  ob- 
tainable in  an  imperfect  world  and  it  is 
evident  that  the  combination  can  be  mutually 
exclusive.  The  author  is  frankly  conditioned 
as  a teacher,  a practitioner  and  an  observer 
of  such  data  as  that  obtained  by  the  ma- 
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ternal  mortality  study  in  Minnesota  to  lay 
primary  emphasis  on  safety.  Much  too  much 
damage  has  been  thoughtlessly  done  to  ob- 
stetric patients  and  their  babies.  Our  efforts 
should  be  bent  first  of  all  to  efficiently  ex- 
clude from  delivery  from  below,  those  pa- 
tients who  have  such  abnormalities  as  may 
be  reasonably  expected  to  produce  pounding 
difficult  labors.  This  may  be  a complicated 
and  exacting  task  but  it  has  great  rewards. 
For  the  rest,  one  should  aim  at  the  spon- 
taneous delivery  of  a child  who  not  only 
breathes  but  cries  at  once.  The  mother 
should  be  conscious  and  cooperative  through- 
out. She  should  be  left  in  such  a state  that 
she  can  walk  from  the  delivery  room  to  her 
bed  and  move  more  or  less  freely  about  her 
room  after  a reasonable  rest.  Analgesia 
should  be  effective  and  above  all,  safe.  And 
both  of  these  should  be  designed  to  produce 
the  conditions  described  above.  With  most 
patients,  this  can  be  accomplished. 

This  report  is  not  primarily  concerned 
with  analgesia  but  a word  might  be  said 
about  it.  The  first  part  of  the  usual  labor 
lasts  in  the  primipara  until  four  to  five 
centimeters  of  cervical  dilatation  has  been 
reached.  The  multipara  will  usually  tolerate 
a centimeter  more.  During  this  time  the 
usual  patient  needs  the  reassurance  of  an 
understanding  and  careful  physician  more 
than  she  needs  drugs.  Her  problem  is  fear 
rather  than  pain.  A careful  examination  on 
admission  and  an  occasional  visit  during 
this  time  is  more  effective  than  drugs.  From 
this  point,  the  upper  vagina  begins  to  be 
distended  and  this  is  painful.  An  analgesic 
drug  such  Demerol,  given  only  in  doses 
which  will  make  the  discomfort  tolerable  to 
the  individual  patient,  is  usually  sufficient 
and  is  safe,  particularly  if  inhalation  anes- 
thesia is  not  to  be  given  later.  By  the  time 
the  cervix  has  reached  eight  or  nine  centi- 
meters dilatation,  something  more  is  usually 
required.  It  is  our  practice  to  move  the  pa- 
tient to  the  delivery  room  at  this  time  for 
one  of  two  procedures.  Fifty  per  cent 
nitrous  oxide  and  oxygen  as  an  analgesic 
may  be  given  in  doses  of  a half  dozen  deep 
breaths  just  as  the  contraction  is  starting. 
This  is  the  method  of  choice  for  those 
patients  who  appear  to  be  proceeding  rapidly 
in  labor.  For  the  primipara  who  is  moving 
more  slowly,  paracervical  block  as  described 
by  Rosenfeld,2  Gillam3  and  Freeman4  has 
been  effective  for  about  90  minutes  and  as 
far  as  can  be  determined,  completely  safe. 
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For  the  paracervical  block,  two  spinal 
needles  are  used.  These  are  of  such  bore  that 
one  will  fit  through  the  other.  The  needle 
with  the  larger  bore  is  cut  to  a length  which 
will  allow  the  smaller  needle  which  fits 
through  it  to  protrude  1.5  centimeters  be- 
yond its  end.  Under  sterile  precautions,  the 
vagina  is  irrigated  with  1-1000  aqueous 
zephiran.  The  larger  bore  needle  is  then  in- 
troduced with  the  fingers  which  carry  the 
end  ordinarily  attached  to  a syringe,  up  to 
a point  just  lateral  to  the  junction  of  the 
cervix  and  vagina.  This  serves  as  a guide 
through  which  the  smaller  needle  attached 
to  the  syringe  is  introduced.  It  can  only  pro- 
trude for  1.5  centimeters.  After  being  sure 
that  the  needle  point  is  not  in  a vessel,  10 
to  20  cubic  centimeters  of  the  anesthetic 
agent  is  injected.  This  is  repeated  on  the 
opposite  side.  About  five  cubic  centimeters 
of  solution  is  injected  into  the  area  of  each 
utero-sacral  ligament.  One  per  cent  Pro- 
caine and  one  and  one-half  per  cent  Mety- 
caine  have  been  used,  usually  with  the  addi- 
tion of  two  minums  of  1-1000  adrenalin  to 
each  30  cubic  centimeters  of  solution.  A 
newer  drug,  Xylocaine,  is  now  being  tried 
and  appears  to  be  effective  over  a longer 
time  than  the  others.  This  is  not  a compli- 
cated procedure  and  this  department  has 
seen  no  untoward  either  immediate  or  re- 
mote effects.  Care  must  only  be  taken  to  so 
control  the  needle  point  with  the  finger  that 
there  is  no  possibility  of  puncturing  the 
head  of  the  fetus. 

At  eight  to  nine  centimeters  dilatation  in 
the  progressing  multipara  and  at  full  dila- 
tation in  the  primipara,  pudenal  block  is 
almost  routinely  carried  out.  One  per  cent 
procaine  is  used  and  to  this  is  added  one  or 
two  minims  of  1-1000  adrenalin  per  30  cubic 
centimeters  of  solution.  Adrenalin  is  not  used 
in  any  circumstances  in  the  presence  of 
hypertensixe  toxemia  of  pregnancy,  hyper- 
thyroidism or  hyperfunctional  disease  of  the 
adrenal  medulla.  It  is  best  avoided  in  the 
presence  of  rheumatic  heart  disease  more 
serious  than  functional  class  one  and  in  all 
patients  with  congenital  heart  disease.  The 
injection  of  adrenalin  automatically  rules  out 
the  use  of  Cyclopropane.  Indeed,  it  is  the 
opinion  of  this  department  that  Cyclopro- 
pane should  never  be  used  in  the  patient 
who  has  not  been  prepared  with  barbiturates. 

There  is  nothing  complicated  about  the 
techniques  of  pudendal  block.  After  the  usual 
preparation  and  draping  for  delivery,  the 
vagina  is  irrigated  with  1-1000  aqueous 
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zephrian.  Care  must  be  taken  not  to  mistake 
the  aqueous  zephiran  for  the  procaine  solu- 
tion. A small  wheal  is  raised  in  and  below 
the  skin  just  medial  to  each  ischial  tuberos- 
ity and  on  the  perineal  body.  About  five 
cubic  centimeters  of  solution  is  injected  to 
catch  the  perineal  branches  of  the  pudendal 
nerves  where  they  emerge  from  behind  the 
tuberosities  of  the  ischia.  The  solution  is 
then  injected  to  produce  a field  block  of  the 
posterior  two-thirds  of  the  vagina.  About 
five  cubic  centimeters  is  distributed  to  each 
levator  muscle.  Another  five  cubic  centi- 
meters is  injected  well  up  laterally  in  each 
vaginal  wall  at  the  level  of  the  ischial  spines. 
All  of  this  injection  is  controlled  for  position 
by  a finger  in  the  vagina.  The  area  where 
episiotomy  may  be  carried  out  is  particularly 
widely  and  well  infiltrated.  The  anesthesia 
from  this  will  be  effective  for  at  least  90 
minutes  and  often  longer. 

This  anesthesia  will  obviate  any  signifi- 
cant discomfort  from  the  lower  two-thirds 
of  the  vagina.  The  discomfort  of  the  last 
part  of  the  second  stage  is  obviated  and  it 
is  possible  to  have  most  patients  deliver 
quietly  and  slowly  between  contractions  by 
voluntary  effort.  They  will  not  know  that 
an  episiotomy  is  being  done  and  it  can  be 
repaired  without  any  discomfort.  With 
gentleness,  low  forceps  can  be  used.  Breech 
extraction  is  facilitated  since  the  levator 
muscles  are  flaccid  and  since  it  is  possible 
to  so  time  the  delivery  of  the  breech  that 
the  uterine  contractions  can  be  made  to  co- 
incide with  delivery  of  the  head  into  the 
pelvis.  Forceps  to  the  after-coming  head 
can  be  comfortably  applied  if  it  is  done 
gently.  Voluntary  effort  from  the  patient  is 
available  as  an  aid. 

Some  thousands  of  such  infiltrations  have 
been  done  by  the  department  for  delivery, 
cesarean  section  and  for  gynecologic  surgery. 
There  has  as  yet  been  no  evidence  of  any 
untoward  effect  from  the  Procaine.  An  oc- 
casional patient  is  abnormally  sensitive  to 
adrenalin.  This  will  be  evidenced  by  tran- 
sient rises  in  blood  pressure,  a transient 
pounding  or  sense  of  fullness  in  the  head  and 
occasionally,  the  contractions  of  the  laboring 
uterus  will  stop  for  10  to  20  minutes.  None 
of  these  are  cause  for  alarm.  There  is  no 
evidence  of  an  undesirable  effect  on  the 
fetus.  There  are  no  disasters  such  as  can 
occur  with  most  of  the  other  anesthetic 
agents.  The  worst  that  can  happen  is  that 
the  inexperienced  person  will  get  incomplete 


pain  relief  until  he  has  mastered  the  simple 
maneuvers  involved. 

For  more  complicated  deliveries,  other 
forms  of  anesthetics  may  be  required. 
These  are  infrequent  and  each  presents  its 
own  indications.  It  would  carry  this  discus- 
sion too  far  afield  to  consider  these  in  detail. 
The  symposium  as  reported  in  the  Journal 
of  the  American  Medical  Association 5 might 
well  be  consulted  in  this  regard. 

The  same  general  principles  which  were 
applied  to  normal  delivery  from  below  apply 
to  cesarean  section.  Already  within  this 
year,  there  are  two  cesarean  section  deaths 
in  Minnesota  attributed  to  the  anesthesia 
used.  There  need  be  no  concern  with  the 
anesthetic  choices  made  in  critical,  well 
equipped  institutions.  For  the  broader  field, 
local  anesthesia  offers  a superior  and  com- 
pletely safe  anesthetic.  It  has  been  said5  that 
local  anesthetic  does  not  offer  sufficient  con- 
trol of  discomfort  or  sufficient  relaxation. 
That  is  simply  not  true.  The  author  has 
used  no  other  anesthetic  for  cesarean  sec- 
tion for  nearly  20  years.  And  this  applies 
to  cervical  and  extraperitoneal  sections,  to 
accompanying  tubal  sterilizations  and  to 
those  radical  sections  where  it  is  indicated. 
It  is  not  completely  without  discomfort.  No 
anesthesia  is  without  some  undesirable  fea- 
ture. There  is  no  evidence  that  local  anes- 
thesia has  yet  destroyed  a patient  or  dam- 
aged a fetus  at  cesarean  section.  There  is 
no  other  anesthetic  for  which  as  much  can 
be  said. 

A variety  of  techniques  have  been  re- 
ported. The  author’s  own  is  described  simply 
because  it  has  functioned  satisfactorily  in 
his  hands.  Premedication  is  usually  made 
up  of  six  grains  of  Sodium  Amytal  or  an 
equivalent  amount  of  another  barbiturate 
given  three  hours  before  operation.  Scopola- 
mine grs.  1/150  or  1/200  is  given  when  the 
patient  leaves  the  ward  for  the  operating 
room.  One-half  per  cent  Procaine  is  used 
with  Adrenalin  added  as  described  above. 
The  line  of  incision  is  infiltrated  with  a gen- 
erous quantity.  This  is  flared  out  at  the 
symphysis  pubis  and  carried  down  over  the 
pubis  so  as  to  be  well  beyond  the  bottom 
of  the  incision.  At  four  centimeter  intervals, 
the  needle  is  introduced  at  right  angles  to 
just  beneath  the  fascia  and  about  three  cubic 
centimeters  of  the  solution  is  injected  at 
each  point.  A field  block  is  then  produced 
on  both  sides  following  the  lateral  margins 
of  the  rectus  muscles.  Solution  is  injected 
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just  below  the  anterior  rectus  sheath  in  the 
same  way  as  was  done  at  the  line  of  incision. 
As  the  incision  is  made,  solution  is  injected 
again  beneath  the  rectus  sheath  and  into 
the  peritoneum  itself.  Great  care  is  taken  to 
flare  this  out  at  each  level  at  the  symphysis. 
For  the  standard  cervical  cesarean  section 
about  five  cubic  centimeters  of  solution  is 
injected  beneath  the  utero-vesical  reflection 
and  is  massaged  laterally  with  the  finger. 
About  three  cubic  centimeters  of  solution  is 
injected  into  the  broad  ligament  at  the  tubo- 
uterine  junctions  for  tubal  sterilization.  For 
radical  cesarean  section,  infiltration  of  the 
ovarian  ligaments  and  of  the  parametria 
adjacent  to  the  lower  level  of  incision  is 
added.  Extra  peritoneal  section  can  be  done 
with  only  the  abdominal  wall  infiltration  but 
it  is  preferred  to  inject  the  lines  of  fascial 


saparation  over  the  bladder.  This  helps  with 
the  necessary  dissection. 

Gentleness  in  the  handling  of  tissues  is 
essential  in  work  within  the  abdomen  under 
local  anesthesia  and  to  a lesser  extent  else- 
where. This  is  a desirable  situation  under 
any  conditions.  Under  local  anesthesia,  the 
patient  will  enforce  it. 

These  then  are  disciplines  which  will  on 
their  application,  add  to  the  safety  of  mother 
and  baby.  They  are  recommended  for  that 
reason. 
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RECENT  ADVANCES  IN  THE  DIAGNOSIS 
AND  TREATMENT  OF  CANCER* * 


Hal  A.  Burnett,  M.D. 

OKLAHOMA  CITY,  OKLAHOMA* 


In  establishing  surgical  principles  for  the 
treatment  of  cancer  of  the  colon  and  rectum, 
Maes  and  Essrig1  list  as  the  first  two,  early 
diagnosis  and  radical  operation.  Assiduous 
attention  to  these  two  principles  have  pro- 
duced the  greatest  advances  in  the  treatment 
of  cancer  and  until  surgery  is  completely 
replaced,  these  two  principles  will  form  the 
basis  of  most  rational  approaches  to  the 
problem. 

In  a search  for  methods  of  early  detec- 
tion of  cancer,  human  ingenuity  and  per- 
severance have  perhaps  been  the  greatest 
contributing  factors.  Newer  skills  and  tech- 
niques have  continued  to  open  and  explore 
avenues  of  diagnostic  significance.  A better 
understanding  of  malignancy  on  the  part  of 
individual  physicians  and  adeptness  in  the 
recognition  of  cancer  has  led  to  an  earlier 
diagnosis  in  countless  cases.  Pertinent  his- 
tories and  systematic  physical  examinations 
will  continue  the  trend.  This  is  significant 
when  one  considers  that  most  carcinomas 
of  the  breast  are  palpable  before  they  me- 
tastasize to  the  axilla,  and  that  75  per  cent 
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of  carcinomas  of  the  rectum  can  be  felt  by 
the  examining  finger. 

Laboratory  examinations  are  important 
aids.  A physician  with  a high  index  of 
suspicion  of  malignancy  is  cautioned  to  look 
further  into  an  unexplained  anemia  and  to 
investigate  a low  gastric  acidity.  Great 
strides  have  also  been  made  by  the  roent- 
genologist. With  newer  skills  and  techniques 
they  are  able  to  place  the  site  of  a peptic 
ulcer  on  either  side  of  the  pyloric  ring.  This 
is  significant  when  one  considers  that  from 
12  to  15  per  cent  of  gastric  ulcers  are  malig- 
nant. With  barium  enemas  and  contrast 
techniques  they  are  able  to  examine  the 
entire  length  of  the  colon  and  by  encour- 
aging barium  to  pass  the  ilio-cecal  valve, 
they  are  able  to  differentiate  a carcinoma  of 
the  right  colon  from  terminal  ileitis. 

Endoscopy  has  made  an  important  contri- 
bution to  the  early  diagnosis  of  cancer. 
Already  reports  are  appearing  in  the  litera- 
ture of  biopsy  specimens  of  gastric  mucosa 
taken  through  a gastroscope.  The  import- 
ance of  biopsies  has  long  been  recognized 
but  the  inaccessible  nature  of  some  portions 
of  the  body  have  presented  the  removal  of 
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adequate  tissue  specimens.  These  difficulties 
are  gradually  being  overcome  by  better 
methods  of  endoscopy. 

Of  great  significance  are  the  cytology  ex- 
aminations. The  examination  of  cytology 
smears  taken  from  the  vagina  and  cervix 
are  now  so  reliable  that  false  negatives  and 
false  positives  are  below  10  per  cent.  In 
many  cases,  cytologic  examinations  disclose 
the  presence  of  carcinoma  of  the  cervix 
when  biopsies  are  negative  and  only  later 
confirm  the  cytologic  study.  Cytologic  exam- 
ination of  bronchial  secretions  either  from 
the  sputum  or  aspirations  of  the  bronchial 
tree  are  positive  in  50  per  cent  of  the  cases 
of  carcinoma  of  the  lung.  Special  stains 
which  are  now  replacing  the  Papanicolaou 
stain  and  the  increasing  abilities  of  the 
cytologists  are  responsible  for  these  im- 
provements. Tracer  studies  with  radio-active 
iodine  have  been  used  to  discover  metastatic 
sites  of  carcinoma  of  the  thyroid.  In  future 
years  radioactive  isotopes  may  be  used  to 
detect  metastases  in  any  malignancy. 

When  all  of  the  methods  of  examination 
have  been  exhausted,  surgical  exploration 
may  be  the  resort.  Even  this,  by  virtue  of 
the  antibiotics  and  blood  transfusions  has 
been  made  less  hazardous  in  recent  years. 

In  the  surgical  treatment  of  cancer  the 
recent  advances  have  been  those  of  a radical 
nature.  In  many  cases  today,  not  only  are 
attempts  made  to  remove  all  of  the  lateral 
extent  of  a malignant  lesion  but  also  to  re- 
move the  adjacent  sites  of  metastasis.  The 
consistently  better  prognosis  of  cancer  of 
the  colon  over  that  of  the  left  colon  is  an 
example  of  the  effectiveness  of  more  radical 
surgery.  The  treatment  of  cancer  by  wide 
excision  is  not  a new  principle.  Certain 
aspects  are  perhaps  of  recent  origin.  These 
considerations  include  changes  in  the  con- 
cepts of  operability  and  inoperability  and 
the  evaluation  of  all  factors  involved.  These 
concepts  are  being  adjusted  and  corrected 
by  surgical  experience.  Thirty  years  ago  the 
removal  of  a lung  or  pancreas  for  malig- 
nancy would  have  been  considered  fool- 
hardy. Now  such  operations  are  not  con- 
sidered fantastic  at  all,  and  many  radical 
procedures  have  produced  remarkedly  grati- 
fying results. 

Lesions  heretofore  considered  inoperable 
have  been  subjected  to  surgical  approaches 
and  five  years  survival  have  been  noted  in 
many  cases.  In  general,  the  five  years  sur- 
vival rates  for  cancers  amenable  to  surgical 
excision  have  been  increased.  Admittedly  in 


some  cases,  the  increase  has  been  slight. 
Apart  from  the  five  year  survival  rates, 
there  is  the  surgery  of  palliation.  Wide  ex- 
cision is  being  employed  more  and  more  for 
palliation.  Where  a shunting  operation  was 
once  considered  the  procedure  of  choice  in 
a patient  who  had  an  obstructive  lesion  of 
the  gastro-intestinal  tract  with  metastases 
to  the  liver,  wide  local  excision  is  being  per- 
formed. Examples  are  colectomies  and  gas- 
trectomies in  the  presence  of  inexcessible 
lymph  nodes  metastases  and  small  metas- 
tatic lesions  of  the  liver.  Resections  in  many 
cases  are  now  considered  more  likely  to 
insure  the  patient  of  a more  comfortable 
and  longer  existence. 

In  evaluating  the  results  of  radical  sur- 
gery, it  must  be  emphasized  that  exhaustive 
and  correct  studies  are  difficult  to  make  and 
that  in  most  fields  the  surgeon  who  under- 
takes to  perform  radical  procedures  must 
rely  upon  his  own  judgment  and  integrity. 
Cancer  surgery  is  both  a challenge  to  the 
surgeon  and  to  the  patient.  It  requires  cour- 
age on  the  part  of  the  patient  and  the  phy- 
sician. There  is  however,  a limit  to  this 
philisophy.  The  contemplation  of  surgical 
procedures  of  a radical  nature  without  the 
evaluation  of  facts  and  a favorable  oppor- 
tunity for  the  patient’s  survival  and  com- 
fort will  lead  to  poor  results  and  justifiable 
criticism.  Mistakes  will  be  made,  but  the 
limits  of  radical  surgical  procedures  will 
become  increasingly  well  defined.  The  con- 
cepts of  operability  will  be  altered  per- 
manently but  to  say  that  they  will  be  defi- 
nitely established  is  to  discount  the  probabili- 
ties of  future  progress.  Prognostication  in 
patients  with  advance  cancer  is  extremely 
difficult.  Rules  upon  which  to  base  decisions 
are  hard  to  formulate.  Nevertheless,  for  the 
surgeon  who  takes  the  position  that  every- 
thing possible  be  done  for  the  prolonged 
duration  of  the  life  of  an  individual  with 
an  advanced  maligancy,  the  possibilities  of 
radical  surgery  for  advanced  malignancy 
must  be  considered. 

Brunschwig2  states  that  it  is  uncommon 
to  encounter  a patient  who  wishes  to  die  no 
matter  how  pitiful  his  plight  may  appear 
to  the  objective  observer.  Most  patients 
seek  a ray  of  hope,  and  for  the  doctor  who 
wishes  to  help  them,  radical  measures  offer 
some  chance  of  success. 
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THERAPEUTIC  CONFERENCE 

The  University  of  Oklahoma  School  of  Medicine 

SURGERY  OF  THE  HAND 


Don  H.  O’Donoghue,  M.D.,  Ray  L.  Lindsay,  M.D.,  and 
Jess  D.  Herrmann,  M.D. 


doctor  O’DONOGHUE:  Gentlemen,  this  aft- 
ernoon our  topic  for  discussion  is  concerned 
with  injuries  to  the  hand  and  upper  ex- 
tremity. Our  panel  today  includes  Doctor 
Ray  Lindsay  of  Pauls  Valley,  Oklahoma, 
Doctor  Herrmann  and  myself.  I don’t  know 
how  much  contact  you  gentlemen  have  had 
with  hand  injuries  but  certainly  in  my  ex- 
perience it  is  one  of  the  most  neglected 
fields  of  medicine.  Hand  injuries  may  be 
severely  disabling.  For  example,  one  stiff 
finger  may  be  worse  for  a person  than  if 
he  had  lost  his  whole  foot,  if  his  particular 
occupation  requires  extensive  use  of  the 
hand.  I feel  very  fortunate  that  we  have 
with  us  today  Doctor  Lindsay,  who  has  had 
a great  deal  of  experience  in  hand  injuries 
and  I would  like  to  call  on  him  at  this  time 
to  make  any  remarks  that  he  may  feel  are 
pertinent  to  introduce  the  subject. 

doctor  lindsay  : Gentlemen,  I would  like 
to  particularly  emphasize  for  you  this  after- 
noon the  importance  of  hand  injuries.  The 
person  who  passes  the  plate  at  the  church 
or  the  lady  who  takes  your  money  at  the 
picture  show  may  happen  to  have  been  a 
patient  of  yours  at  sometime,  so  don’t  be 
embarrassed  by  a linger  that  cannot  be 
flexed  or  hand  that  is  numb  because  of  some 
nerve  that  you  left  unsutured  during  the 
golden  hours  when  you  were  treating  the 
injury.  Let’s  consider  for  a moment  a few 
fundamental  principles  in  treatment  of 
hand  injuries.  The  first  thing  that  you  must 
do,  and  you  must  keep  it  in  mind  all  the 
time  in  your  original  assay  of  the  wound, 
is  to  keep  it  clean  and  not  add  to  the  con- 
tamination by  an  open  mouth,  breathing,  or 
as  Doctor  Koch  has  aptly  said,  “spitting  in 
the  wound.”  Naturally  in  any  severe  injury 
of  the  hand  or  any  other  part  of  the  body 
the  entire  patient  must  be  considered,  as 
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you  well  know.  Hemorrhage  and  snock  are 
frequently  present  to  some  degree  and  they 
may  be  of  very  great  degrte.  When  you  see 
this  original  injury  look  quickly  with  a 
mask  over  your  face,  covfr  mat  wound  and 
often  without  looking  at  T again  you  may 
get  a very  good  estimation  of  the  degree 
and  the  extent  of  that  injury  while  this 
patient  is  being  treated  c 1 herwise  for  shock. 

In  the  diagnosis  of  the  extent  of  the  in- 
jury a fundamental  knowledge  of  the  anat- 
omy involved  is  absolutely  essential.  I would 
advise  you  before  you  start  practicing,  in 
your  residencies,  in  your  internships,  tonight 
even,  to  review  and  constantly  review  the 
anatomy  of  the  structures  of  the  hand.  This 
is  such  an  intimately  connected  set  of  bones 
and  ligaments  and  tend;  ns  and  nerves,  that 
to  deny  function  of  ore  wiil  in  time  alter 
the  function  of  the  enti  r e hand.  In  assaying 
the  extent  of  the  ini  i rv.  correlating  the 
location  of  the  wound  wir.n  your  anatomical 
knowledge  of  the  posrioie  structures  in- 
volved, will  give  you  a pretty  good  idea  of 
the  structures  most  lik  > y to  be  injured. 

If  the  injury  is  at  the  wrist  naturally  the 
first  things  that  you  think  of  are  tendons 
and  nerves,  the  blood  vessels  will  be  obvious 
if  there  is  a serious  bleeding.  If  the  hand 
is  injured  anywhere  on  the  palmar  surface, 
the  tendons  are  again  considered  primarily. 
Adjacent  to  the  tendons  and  on  the  volar 
surface  of  each  flexor  tendon  of  the  palm 
are  digital  nerves,  which  Doctor  Herrmann 
will  very  likely  bring  up.  Remembering  your 
anatomy  will  recall  to  mind  that  the  digital 
nerve  lies  to  the  volar  side  of  the  veins  and 
arteries  and  hence  is  likely  to  be  the  first 
thing  that  the  knife  will  hit  in  your  incision. 
In  your  diagnosis  of  the  injury  there  are  a 
few  points  about  the  pin-prick  test  for 
nerve  sensation  that  I should  like  to  empha- 
size. In  the  traumatized  hand  be  very  care- 
ful about  deciding  that  this  nerve  is  cut 
because  there  is  a numbness  of  trauma,  that 
frequently  will  hide  the  numbness  of  a cut 
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nerve.  Sometimes  this  will  continue  for  a 
long  period  of  time  maybe  as  long  as  six 
hours,  so  you  must  be  very  careful  and  very 
accurate  in  your  pin-prick  sensation  test  of 
that  particular  nerve  branch. 

In  testing  for  nerve  function,  if  your  in- 
jury is  above  the  wrist,  always  remember 
to  have  them  abduct  their  fingers  and  adduct 
their  fingers ; test  the  lumbricales  by  flexion 
of  the  entire  finger  with  the  digits  straight ; 
test  apposition  of  thumb  to  fingers;  test  the 
flexors,  the  short  flexor  of  the  thumb  par- 
ticularly, if  the  injury  is  at  the  wrist,  be- 
cause the  motor  branch  of  the  median  is  the 
only  motor  nerve  of  any  diagnostic  signifi- 
cance in  the  traumatized  hand.  If  you  have 
decided  surgery  is  necessary,  remember  an 
advice  that  Doctor  Koch  used  to  give  that 
came  from  Doctor  Ivanavel,  “don’t  operate 
on  a man  or  rush  him  to  surgery  if  he  has 
a fast  pulse  and  a cold  nose,”  that  would 
seem  to  be  rather  ambiguous  for  hand  sur- 
gery and  yet  the  severe  associated  trauma 
that  you  will  find  in  some  of  your  patients 
with  hand  injuries  should  make  you  cauti- 
ous, remembering  your  patient  as  a whole, 
always.  In  the  care  of  the  wound  let  us  as- 
sume that  we  have  the  patient  in  surgery. 
Don’t  further  contaminate  a wound  that  is 
already  dirty,  wear  masks,  caps  and  gowns 
and  gloves  and  remember  in  your  surgery 
of  the  hand,  repair  it  under  general  anes- 
thesia. There  are  very  few  places  in  the 
hand  that  definitive  surgery  or  repair  in 
surgery  can  be  done  under  local  anesthesia 
or  regional  block.  The  general  anesthetic 
with  the  blood  pressure  cuff  and  a bloodless 
field  are  of  paramount  importance  in  surgery 
of  the  hand. 

You  now  have  your  patient  anesthetized 
and  you  are  ready  to  begin  definitive  care 
of  the  wound.  Scrub  this  hand  with  adequate 
amounts  of  soap  and  water  and  don’t  watch 
the  clock,  scrub  it  until  it  is  clean,  washing 
out  all  debris.  If  you  need  to  use  benzene 
on  the  skin  for  grease  it  is  perfectly  all 
right,  but  keep  it  out  of  the  wound.  Irrigate 
the  wound  with  copious  amounts  of  soapy 
water,  wash  out  the  soap  with  saline  and 
then  stop  and  in  this  bloodless  field  look 
carefully  at  every  structure  that  is  injured. 
You  know  the  anatomy  involved.  Let’s  start 
from  the  surface  in  evaluating  the  various 
structures.  You  know  from  the  way  that 
this  injury  occurred  that  this  man  had 
crushing  trauma.  In  crushing  trauma  you 
should  be  very  careful  about  deciding 
whether  the  traumatized  skin  is  viable  or 


not.  Skin  as  far  back  as  Vs  of  an  inch  from 
the  wound  may  be  so  traumatized  and  so 
ischemic  that  it  will  have  to  be  removed. 
It  should  be  obvious  to  you  that  you  will  be 
better  able  to  make  this  decision  after  you 
have  cleased  the  wound.  Check  further  into 
the  wound  for  loose  particles,  removing  any 
that  are  present.  Now  look  for  any  nerves 
that  may  be  within  the  field  of  your  opera- 
tion. If  you  suspect  from  the  pin-prick  test 
that  you  have  a nerve  injury,  now  is  the 
only  time  that  this  patient  is  going  to  have 
it  repaired  for  the  most  successful  results. 
Remove  all  loose  tags  of  pale  non-con- 
tractile  muscle,  nonviable  fascia.  In  short 
make  it  as  nearly  clean  as  circumstances  will 
permit. 

doctor  o’donoghue:  Thank  you  Doctor 
Lindsay,  I think  that  introduces  many  of 
the  problems  that  one  faces  in  dealing  with 
injuries  to  the  hand.  I would  like  to  call  on 
Doctor  Herrmann  now  to  discuss  some  of 
the  neurosurgical  aspects  of  hand  injuries. 

doctor  herrmann  : Too  often,  I think, 
when  I am  talking  before  the  student  body 
I have  the  feeling  that  they  have  the  im- 
pression that  if  you  have  a neurosurgical 
lesion  one  should  simply  put  the  patient  in 
the  ambulance  and  send  them  to  Oklahoma 
City  where  we  can  look  after  them.  This  is 
not  true  of  course  and  in  injuries  of  the 
hand  with  neurological  lesions,  the  neuro- 
surgeon is  certainly  not  the  man  to  care 
for  the  wound.  In  fact,  as  Doctor  Lindsay 
has  said,  the  man  that  undertakes  the  re- 
pair of  the  hand  must  take  full  responsibil- 
ity for  the  entire  procedure.  There  are  few 
additional  points  that  I might  add  that 
will  help  you  in  your  analysis  of  the  extent 
of  the  neurological  injury  to  the  hand.  As 
Doctor  Lindsay  has  said,  sensory  function 
particularly  of  the  digital  nerves  is  best 
checked  with  the  pin-prick  test.  The  motor 
functions  of  the  three  major  nerves  involved 
however  are  best  evaluated  by  the  three 
following  tests  which  can  be  quite  helpful. 
For  the  Ulnar  nerve,  see  if  they  can  adduct 
their  fingers  and  see  if  they  can  place  the 
little  finger  on  top  of  the  ring  finger.  That 
is  impossible  if  the  ulnar  nerve  is  gone. 
With  a radial  nerve  that  is  cut  low  you 
won’t  have  a wrist  drop,  in  fact  you  won’t 
have  a wrist  drop  if  this  is  cut  up  high 
because  the  long  extensor  tendons  are  going 
to  elevate  the  wrist,  but  if  they  can  extend 
the  thumb  then  you  are  pretty  sure  that 
you  do  not  have  your  radial  nerve  cut.  For 
the  median  nerve  motor  function  is  best 
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tested  by  simply  seeing  if  the  patient  can 
cup  his  hand.  This  of  course  tests  the  motor 
branch  of  the  median  nerve  to  the  Opponens 
Pollicis.  These  are  not  a 100  per  cent  true 
proof  tests  but  they  are  certainly  good  prac- 
tical tests  that  are  worthwhile  remembering. 

A few  words  about  the  definitive  care  of 
severed  nerves  at  this  time  might  be  ap- 
propriate. Remember  that  the  man  that  sees 
the  nerve  injury  first  has  the  golden  op- 
portunity for  best  results.  When  one  has  to 
go  in  later  in  an  attempt  to  suture  a severed 
nerve  there  is  so  much  scar  tissue  and  so 
much  disruption  of  normal  relationships 
that  many  times  when  a wound  is  healed 
we  simply  advise  against  further  surgery 
of  the  hand.  We  do  this  because  if  there  is 
considerable  scar  present  the  chance  of  find- 
ing these  small  nerve  endings  without  creat- 
ing more  trauma  that  would  disable  the 
hand  more  than  in  the  first  place,  is  very 
small.  Frequently  in  these  secondary  repairs 
there  is  such  a further  loss  of  sensory  func- 
tion that  it  outweighs  any  benefit  that  could 
be  received.  Now  as  to  the  problem  of  sutur- 
ing these  small  nerves,  remember  that  from 
a practical  standpoint  it  takes  little  more 
than  simple  apposition  of  these  tiny  nerve 
fibers  to  get  them  to  grow.  Remember  how- 
ever, that  we  must  do  this  in  a bloodless 
field  so  that  a blood  clot  will  not  form  be- 
tween the  two  ends  and  make  nonconduct- 
able  material  between  them.  For  suture  ma- 
terial, we  prefer  split  silk.  Tantulum  wire 
is  fine  but  frequently  it  is  difficult  to  see  or 
to  handle,  so  I prefer  black  silk.  Let  me 
emphasize  again  that  in  the  very  very  small 
nerve  simple  apposition  of  the  nerve  fiber 
endings  is  adequate.  When  the  end  of  your 
nerve  is  as  large  as  a kitchen  match,  then 
you  can  probably  put  in  two  or  three  sutures 
through  the  epineurium  but  don’t  put  your 
sutures  through  the  substance  of  the  nerve 
itself. 

There  are  several  other  factors  that  one 
must  remember.  These  factors  should  lend 
emphasis  to  our  statements  that  one  should 
if  at  all  possible  attempt  primary  suture  of 
the  nerves  at  the  time  of  injury.  First,  re- 
member that  a cut  nerve  or  a divided  nerve 
will  retract  after  the  injury.  Two,  a neuroma 
may  grow  on  the  ends  of  each  of  these  and 
then  later  when  it  is  time  to  do  your  nerve 
repair  you  may  have  to  sacrifice  at  times 
up  to  a half  inch  or  so  of  each  end  from 
the  nerve,  which  then  brings  up  the  addi- 
tional problem  of  getting  additional  length 
of  the  nerve.  This  all  serves  to  emphasize 


the  point  that  the  man  who  sees  the  original 
wound  should  take  a lot  more  time  to  be 
sure  that  all  the  nerves  that  have  been  in- 
volved are  in  apposition. 

doctor  o’donoghue:  Doctor  Herrmann, 
how  about  the  situation  where  there  is  a 
great  deal  of  contamination  of  the  wound 
and  primary  closure  of  the  wound  at  this 
time  will  almost  certainly  result  in  severe 
infection.  It  has  been  said  that  sometimes 
in  tendon  repairs  it  might  be  just  as  well  to 
let  the  wound  heal  and  to  go  in  later  and 
attempt  definitive  repair. 

doctor  herrmann  : We  encountered  this 
situation  during  the  last  war.  Particularly 
in  deep  wounds  where  there  was  envolve- 
ment  of  nerve  and  gross  contamination.  In 
these  circumstances  the  nerves  were  sutured 
bringing  the  severed  nerve  endings  in  ap- 
position the  wound  was  then  just  lightly 
closed  about  it.  Our  experience  in  this  situa- 
tion was  that  the  nerve  would  take  and  that 
later  secondary  definitive  repair  for  closure 
of  skin  and  structures  was  very  successful. 

doctor  lindsay  : As  a member  of  the 
same  hospital  unit  with  Doctor  Herrmann 
during  the  war,  in  some  of  these  extremity 
wounds  we  would  often  pull  a sciatic  nerve 
together  knowing  that  we  had  a contami- 
nated wound,  and  later  definitive  repair 
certainly  was  made  much  easier  because  the 
nerve  injury  had  already  been  repaired. 

A word  now  about  contaminated  wounds. 
This  is  true  whether  it  is  on  the  scalp,  face, 
back  of  the  neck,  upper  thigh  or  the  hand. 
We  have  as  much  of  a bloodless  field  as  is 
possible.  We  have  removed  all  foreign  body 
and  the  pale  ischemic  muscle  bundles,  the 
loose  fibrous  tags  have  been  carefully  dis- 
sected away  and  then  the  question  comes 
up  and  it  will  come  up  in  the  future,  “when 
may  I close  this  wound?”  Remember  this, 
that  in  compound  wounds  generally  speak- 
ing among  hand  surgeons  like  Koch,  Bun- 
nell and  Kanavel  if  you  can  get  the  wound 
within  the  first  six  hours  and  you  feel  that 
you  have  dealt  adequately  with  the  contami- 
nant everything  is  favorable  for  closure. 
So,  after  you  have  sutured  the  nerves  and 
tendons  and  the  wound  is  ready  for  closure 
remove  the  tourniquet,  ligate  all  spurting 
bleeders  by  using  the  finest  silk  or  cat-gut 
to  maintain  a continued  bloodless  field.  Then 
close  the  wound  with  the  finest  possible 
sutures.  The  hand  and  the  extremity  should 
then  be  splinted  in  a favorable  position. 
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This  brings  up  an  additional  problem  in 
which  at  times  we  may  have  to  compromise 
either  the  favorable  position  for  healing  of 
the  tendon  or  the  favorable  position  for  the 
compound  fracture.  We  will  ask  Doctor 
O’Donoghue  to  settle  that  for  us  in  a min- 
ute. A word  now  on  suturing  of  tendons. 
Remember  that  the  tendon  is  a peculiar 
structure  and  on  the  back  of  the  hand  where 
there  is  a very  thin  sheath,  if  this  tendon 
if  left  unsutured  it  is  going  to  spread  out 
in  every  direction  and  end  up  in  a fiberous 
mat  that  will  stay  that  way.  So  suture  of 
the  tendon  is  certainly  important.  I should 
also  like  to  emphasize  certain  things  you 
should  remember  about  the  sequence  of 
events  when  a tendon  is  sutured.  In  the  first 
week  there  is  a reaction  from  the  sheath 
which  puts  out  loosely  connected  collagen 
fibers  among  blood  cells  and  unorganized 
material.  The  second  week  this  process  con- 
tinued until  a rather  large  fusiform  swelling 
is  formed.  Beginning  in  the  third  week  is 
a proliferation  phase  of  tendon  cell  regen- 
eration and  lessening  of  reaction  around  the 
sheath.  During  the  fourth  week  tendon  cell 
proliferation  continues,  sheath  reaction  sub- 
sides and  lessens  to  allow  motion.  Only  after 
the  21st  day  is  there  enough  strength  in  the 
union  to  allow  limited  motion.  Remember 
this  process  and  time  of  healing  and  tendon 
repair  will  have  a better  chance  of  success. 

doctor  o’donoghue  : Let’s  spend  a moment 
now  considering  the  Orthopedic  aspects  of 
injuries  to  the  hand.  If  you  have  a wide- 
open  laceration  it  isn’t  a good  idea  to  use  a 
lot  of  internal  fixation  on  the  bones.  You 
can,  and  we  do  sometimes  use  plates  in  the 
presence  of  compound  fractures  but  it  should 
be  avoided  if  at  all  possible.  The  newer 
method  of  using  intramedullary  fixation 
works  in  hand  as  well  as  elsewhere.  One  can 
pass  Kirschner  wires  down  the  fingers,  down 
the  metacarpals,  down  the  carpal  bones  and 
preserve  some  sort  of  normal  shaped  struc- 
ture for  the  tendon  and  nerve  repair.  When 
applying  the  splint,  if  possible  place  the 
fingers  in  a relaxed  position  of  moderate 
flexion.  They  should  neither  be  completely 
flexed  nor  completely  extended.  I think  that 
this  is  probably  the  most  common  mistake 
that  is  made  in  the  hand,  that  is,  splinting 
the  fingers  in  complete  extension.  The  hand 
becomes  completely  worthless  if  one  has  the 
misfortune  of  getting  fixation  or  stiffness  in 
that  position,  and  it  is  very  easy  for  them 
to  become  immobile  in  that  position.  If  a 
hand  has  been  placed  in  flexion  and  stiffness 


results  it  is  possible  to  extend  them  later. 
But  a hand  that  has  been  left  in  extension 
develops  fibrous  bands  around  the  sides  of 
the  ligaments  and  joint  capsule  which  fixes 
the  fingers  in  extension  and  forever  prevents 
the  possibility  of  flexion  of  these  fingers. 
The  ideal  position  is  Mason’s  position  of 
function,  that  is  with  about  as  much  flexion 
as  you  would  get  if  the  hand  were  placed 
over  a moderate  sized  headroll.  In  this 
position  there  can  be  apposition  of  the 
thumb  and  fingers  if  stiffness  does  develop. 

As  Doctor  Lindsay  has  mentioned,  fre- 
quently multiple  injuries  are  sustained  at 
the  time  of  injury  to  the  hand.  In  this  in- 
stance a question  of  priority  develops,  that 
is,  which  injury  should  be  treated  first.  The 
only  answer  to  that  problem  is — that  any 
time  that  you  have  an  injury  either  single 
or  multiple  you  have  to  make  up  your  mind 
as  to  the  best  thing  to  do  for  each  particu- 
lar condition  and  then  decide  which  con- 
dition should  be  treated  first.  You  may,  for 
example,  have  a patient  that  is  in  bad  con- 
dition as  far  as  his  general  outlook  is  con- 
cerned-— in  a state  of  shock  with  multiple 
injuries  — and  you  may  feel  that  you 
shouldn’t  do  much  at  the  time  because  of 
his  poor  general  condition.  Yet,  during  that 
lost  time  you  may  be  losing  the  golden  hour 
that  Doctor  Lindsay  has  mentioned,  during 
which  you  have  your  best  opportunity  to 
repair  the  serious  injuries  of  the  hand.  In 
the  last  analysis  it  is  a matter  of  your 
clinical  judgment  as  to  what  injury  has 
priority.  Your  judgment  is  based  on  your 
experience.  If  you  make  a decision  and  it 
turns  out  wrong  there  isn’t  much  you  can 
do  about  it  except  add  it  up  to  experience 
and  this  experience  will  then  influence  your 
later  judgment. 

student  question  : Doctor  Lindsay,  how 
does  one  decide  whether  amputation  is  neces- 
sary or  not  in  injuries  of  the  hand? 

doctor  lindsay  : In  trauma  to  the  hand 
where  the  consideration  comes  up  for  ampu- 
tation let  me  first  mention  this  point.  The 
debridement  of  a contaminated  wound  in  the 
hand  like  in  the  face  should  be  as  limited 
as  you  can  possibly  make  it.  Remove  the 
actual  traumatized  ischemic  tissues,  of 
course.  If  a finger  or  fingers  in  the  hand 
look  like  they  have  lost  their  viability,  and 
certainly  I don’t  think  its  always  possible  to 
decide  at  the  operating  table  that  this  is  a 
non-viable  digit,  it  ought  to  come  off.  If  it 
is  badly  contaminated  and  there  is  a com- 
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pound  fracture  through  the  joint — through 
the  distal  joint,  and  you  can  tell  from  the 
paleness  after  you  have  washed  this  digit, 
there  is  no  blood  response,  no  color  response 
to  this  tissue  at  all,  it  is  apparently  non- 
viable,  then  I think  you  would  be  certainly 
justified  in  amputating  that  finger  back  to 
viable  tissue  leaving  every  bit  of  tissue  that 
can  possibly  be  saved.  In  other  words,  be 
as  conservative  as  possible.  If  there  is  a 
question  in  your  mind  of  viability  and  you 
have  done  the  other  definitive  measures  that 
we  have  mentioned,  then  put  this  hand  with 
a fluff  dressing  in  a position  function  op- 
posing the  little  finger  towards  the  thumb 
like  Doctor  O’Donoghue  said,  the  digits  re- 
laxed in  partial  flexion  so  that  your  collateral 
ligaments  will  be  under  slight  tension.  Bind 
the  hand  with  a snug  elastic  bandage  and 
then  wait  and  observe  the  patient.  It  is  al- 
ways possible  to  go  in  and  do  further  ampu- 
tation later.  The  question  of  inadequate  cir- 
culation because  of  reflex  vasospasm  enters 
in  here.  I should  like  to  ask  Doctor  Herr- 
mann for  comments  about  Stellate  ganglion 
block  in  this  situation  in  an  effort  to  im- 
prove circulation  in  the  affected  extremity. 

doctor  HERRMANN:  In  any  traumatic  in- 
jury there  is  frequently  considerable  vaso- 
spasm associated  with  actual  damage  to  the 
blood  vessel.  It  is  much  the  same  as  if  you 
have  an  embolism.  Distal  to  the  embolus  you 
are  getting  no  blood  supply  at  all,  but  proxi- 
mal to  the  embolus  you  have  spasm  of  the 
blood  vessel  which  is  decreasing  the  blood 
flow  considerably.  There  is  an  article  writ- 
ten, I believe,  in  1945  by  Doctor  Murphy 
in  the  Annals  of  Surgery,  describing  a very 
simple  method  of  stellate  ganglion  block.  It 
is  done  at  the  level  of  the  cricoid  cartilage 
at  the  mid-point  of  the  clavicle.  You  simply 
enter  with  your  needle  hit  the  sixth  verte- 
bral body  and  stop  when  you  strike  bone. 
You  don’t  go  through  any  vital  structure 
although  I would  advise  you  to  look  up  your 
anatomy  on  this  point.  The  procedure  is 
fairly  simple.  During  the  war  Doctor 
Murphy  reportedly  did  this  procedure  fre- 
quently using  an  ordinary  spinal  needle. 
Untrained  persons  did  them  and  in  spite  of 
the  difficulties  they  produced  a Horner’s 
syndrome  in  95  per  cent  of  the  cases  which 
indicated  block  of  the  stellate  ganglion.  So, 
you  can  see  if  one  gets  95  out  of  a 100  good 
results  from  untrained  personnel  that  the 
procedure  is  actually  relatively  simple. 

The  effect  that  you  should  get  on  a normal 
extremity  or  one  in  which  there  is  a marked 


element  of  vasospasm  is:  1)  dilation  of  the 
veins  of  the  hands  that  you  can  see. 

2)  Marked  increase  in  warmth  of  the  hand. 

3)  The  skin  warm  and  dry.  There  are  also 
other  side  effects — the  pupil  becomes  small, 
there  is  relative  enophthalmos  and  a nar- 
rowing of  the  palpebral  fissure.  This  pro- 
cedure can  be  repeated  as  often  as  neces- 
sary, and  I think  that  it  saves  a great  num- 
ber of  hands.  The  marked  increase  in  blood 
supply  to  the  affected  extremity  improves 
the  chances  of  healing  in  the  affected  ex- 
tremity. There  has  been  one  death  recently 
reported  in  the  Journal  of  American  Medical 
Association  from  this  procedure.  However, 
since  so  many  of  them  have  been  done  and 
only  one  death,  it  is  a relatively  safe  pro- 
cedure. Use  about  10  cc.  of  a two  per  cent 
novocain  solution.  The  same  procedure  can 
be  done  for  the  foot  and  lower  extremity 
using  a lumbar  symphatic  block. 

doctor  o’donoghue  : I am  happy  that  you 
have  mentioned  this  point  Doctor  Herrmann. 
The  problem  of  causalgia,  reflex  sympathetic 
dystrophy,  persistent  vasospasm,  that  occa- 
sionally develops  following  trauma  to  an  ex- 
tremity is  a very  troublesome  problem. 
Frequently  it  follows  a simple  Colle’s  frac- 
ture or  a sprained  wrist.  The  x-rays  show 
excellent  healing  of  the  bone  and  you  can’t 
understand  why  the  hand  is  cold  and  clammy, 
why  the  patients  complain  of  pain  and  why 
they  can’t  use  their  fingers.  In  our  experi- 
ence stellete  ganglion  block  in  this  circum- 
stance may  provide  marvelous  results.  Fre- 
quently the  block  has  to  be  repeated  but  on 
many  occasions  a single  stellate  ganglion 
block  will  completely  relieve  all  symptoms. 

We  can’t  hope  to  cover  all  the  aspects  of 
injuries  to  the  hand  in  our  discussion  today, 
there  are  a few  additional  points  that  I 
should  like  to  bring  out  at  this  time.  First, 
I should  like  to  repeat  Doctor  Lindsay’s 
word  of  warning  about  the  hand.  You  can’t 
be  casual  in  any  injury  of  the  hand.  It  is  so 
easy  to  overlook  serious  injuries  to  the  hand. 
I frequently  have  had  the  experience  of  peo- 
ple coming  to  my  office  with  a hand  that  is 
entirely  numb  with  nerves  or  tendons  ob- 
viously gone.  The  usual  story  is  that  a few 
weeks  or  months  before,  he  had  sustained  a 
superficial  laceration  of  the  hand,  gone  to 
a hospital  emergency  room  and  somebody 
sewed  up  the  skin.  Then  in  the  following 
month  or  so  the  severe  symptoms  developed. 
When  a patient  comes  to  you  in  that  con- 
dition it  is  a difficult  problem  and  a certain 
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amount  of  permanent  disability  is  almost 
sure  to  result.  Remember  that  if  you  get  a 
laceration  of  the  palmar  side  of  the  hand, 
fingers  are  usually  flexed  at  the  time  of  in- 
jury, and  the  flexor  tendons  are  usually 
tight  across  the  joints.  The  slightest  nick 
in  the  skin  by  a sharp  pointed  knife  may 
cut  the  tendon  half-way  or  two-thirds  across 
and  not  be  apparent  to  a doctor  who  just 
casually  examines  the  injury.  When  you 
have  the  patient  move  his  fingers  it  is  im- 
partant  to  notice  whether  the  finger  tips 
move  or  not!  The  profundus  tendon  may  be 
completely  servered  through  a relatively 
small  incision.  The  best  way  to  avoid  mis- 
takes of  this  sort  is  to  have  the  patient  put 
the  hand  through  a complete  range  of  motion 
and  carefully  observe  this.  Broken  fingers 
which  seem  to  be  a relatively  minor  accident 
frequently  result  in  severe  disability.  Your 
patients  will  be  grateful  to  you  for  good 
results  and  very  unhappy  about  poor  re- 
sults. So  you  should  be  extremely  cautious 
when  treating  simple  fractures  of  the  finger. 

Let  this  then  serve  as  a word  of  warning 
to  you  all,  particularly  when  you  are  resi- 
dents and  interns  for  that  is  the  time  when 
you  will  see  most  of  this  sort  of  injury. 
Don’t  be  in  a rush  in  the  middle  of  the 
night  and  simply  sew  up  a laceration  of  the 
skin  of  the  hand,  only  to  be  embarrassed 
some  weeks  or  months  later  to  find  that  you 
have  sewed  the  skin  over  a lacerated  tendon 
or  nerve.  Doctor  Lindsay,  do  you  have  any- 
thing further  to  add  to  injuries  of  the  hand? 

doctor  lindsay:  Yes,  there  is  one 'other 
hand  injury  about  which  I would  like  to  say 
a few  words.  That  is,  burns  of  the  hands  as 
wounds.  Any  burn  of  the  hand  beyond  a 
blister  I think  is  a major  injury.  I would 
like  to  mention  a few  points  pertinent  to 
the  treatment  of  this  sort  of  injury.  I think 


that  it  is  probably  unnecessary  to  repeat  at 
this  time  the  steps  in  the  primary  treatment 
of  burns  as  wounds,  other  than  being  sure 
that  the  wound  is  adequately  cleaned  as  in 
other  wounds,  working  under  sterile  tech- 
nique and  treating  the  patient  as  a whole. 
Our  best  results  have  been  obtained  with 
plain  vaseline  gauze  which  we  believe  to  be 
the  simplest  burn  dressing.  The  point  that 
I should  like  to  emphasize  however,  con- 
cerns the  deep  second  and  third  degree 
burns  of  the  hand.  If  you  are  going  to  as- 
sume the  responsibility  of  treating  this 
wounded  hand  you  should  never  allow  that 
burn  to  heal  by  granulation.  Clean  granula- 
tion tissue  on  the  back  of  the  hand  will  look 
pretty  and  it  may  look  to  you  as  though  this 
second  degree  burn  would  heal  without  scar. 
However,  that  isn’t  what  happens.  It  leads 
to  the  most  severe  scar  formation  and  be- 
lieve me  is  an  embarrassing  object  when  it 
is  sticking  through  the  picture  show  window 
handing  you  change.  Don’t  allow  it  to  granu- 
late. When  the  patient  comes  back  for  the 
first  dressing,  say  seven  to  10  days  after 
your  first  definitive  treatment,  is  the  time 
for  you  to  attack  the  granulation  tissue.  At 
the  time  of  the  first  dressing  you  must  be 
prepared  to  do  a skin  graft.  A split  thickness 
graft  at  this  time  over  healthy  granulation 
tissue  will  greatly  reduce  the  amount  of  scar 
tissue  that  tends  to  develop.  Healing  will  be 
very  kind  and  you  will  avoid  a lot  of 
criticism. 

doctor  o’donoghue:  Are  there  any  fur- 
ther questions?  The  limitations  of  time  pre- 
vent a complete  discussion  of  all  phases  of 
this  problem.  I hope  however,  that  we  have 
been  able  to  point  out  for  you  the  import- 
ance of  hand  injuries  and  it  is  our  mutual 
hope  that  what  has  been  said  here  today 
will  be  of  help  to  you  in  the  future  when 
faced  with  problems  of  this  kind. 


HAVE  YOU  MADE  HOTEL  RESERVATIONS 
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for  use  when  oral  administration  is  difficult  or  impractical 
—when  more  prompt  action  is  desired 


now  in  parenteral  form... 

BANTHlNE 


Bromide 


Brand  of  Methanlheline  Bromide 


Banthine — a true  anticholinergic  drug  with 
an  adequate  range  of  safety — is  now  made 
available  to  the  medical  profession  in  par- 
enteral form,  for  use  intravenously  or  in- 
tramuscularly in  those  conditions  charac- 
terized by  nausea  and  vomiting,  when  oral 
medication  cannot  be  retained  and  when  a 
prompt  action  is  desirable. 

Through  its  anticholinergic  effects,  Ban- 
thine inhibits  excess  vagal  stimulation  and 
controls  hypermotility. 


In  Peptic  Ulcer  — the  value  of  the  oral  form  of 
Banthine  is  now  well  established.  However, 
edema  in  the  ulcer  area  may  indicate  parenteral 
Banthine  until  the  healing  processes  have  re- 
duced the  edema. 

In  Pancreatitis  — it  has  been  found  that  par- 
enteral Banthine  relieves  pain,  effects  a fall  in 
blood  amylase  and  produces  a general  improve- 
ment in  the  patient’s  condition. 

In  Visceral  Spasm  — it  inhibits  motility  of  the 
gastrointestinal  and  urinary  tracts. 

Parenteral  BANTHINE  is  supplied  in  serum- 
type  ampuls  containing  50  mg.  of  Banthine  powder. 
Adult  dosage  is  generally  the  same  as  with  Ban- 
thine tablets. 
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We  wonder  how  many  members  of  the  Oklahoma  State  Medical  Association  have  read 
the  ads  and  the  articles  in  the  Journal  of  the  American  Medical  Association  regarding  the 
American  Medical  Education  Foundation.  The  Foundation  was  formed  to  afford  financial 
support  to  medical  schools,  many  of  which  are  in  dire  need  of  funds.  It  seeks  to  provide 
private,  rather  than  government  funds  sufficient  to  enable  medical  schools  to  continue  to 
train  an  increasing  number  of  doctors  of  medicine.  It  was  formed  in  an  effort  to  avoid 
subsidization  and  consequent  control  by  the  Federal  government. 

Individual  members  of  the  A.M.A.  have  been  asked  repeatedly  to  give  money  to  the 
Foundation.  The  response  from  individual  members  over  the  country  has  been  extremely 
small.  The  response  from  individual  members  in  Oklahoma  has  been  extremely  small  also. 

A representative  of  the  Oklahoma  State  Medical  Association  has  been  asked  to  attend 
a meeting  in  Chicago  the  middle  of  February  to  discuss  an  intensive  campaign  to  persuade 
individual  doctors  to  support  this  Foundation  with  cash  money.  How  can  he  represent  the 
doctors  of  Oklahoma  if  he  does  not  know  what  they  think? 

Will  you  write  to  me,  your  president,  now,  and  tell  me  some  things?  If  you  think  the 
Foundation  is  fine  and  worthy,  why  have  you  not  supported  it  to  some  degree  at  least?  If 
you  think  the  whole  idea  is  foolish  and  the  medical  school  might  as  well  get  on  the  govern- 
ment dole,  please  say  so.  If  you  think  that  organized  medicine  should  stop  trying  to  defeat 
those  who  are  promoting  socialization  through  some  sort  of  socialized  medicine  and  simply 
bow  its  head  and  await  its  fate,  why  not  tell  me  that?  If  you  feel  that  the  contribution 
of  one  million  dollars,  already  made  by  the  A.M.A.,  taken  from  our  dues  of  25,  is  enough 
for  the  time  being  so  far  as  doctors  are  concerned,  tell  me  that.  If  you  think  that  our  own 
brass  hats  in  Chicago  jumped  the  gun  so  far  as  individual  A.M.A.  members  are  concerned 
in  forming  the  Foundation  in  the  first  place,  say  so? 

If  you  have  a better  idea  as  to  how  to  flight  against  federal  control  of  medical  educa- 
tion, for  goodness  sake  let’s  have  it.  If  you  think  government  support  and  control  of  medi- 
cal schools  would  be  satisfactory,  say  so. 

Maybe  our  Chicago  officials  have  not  been  able  to  find  out  what  140,000  individual  doc- 
tors think  about  this  and  a lot  of  other  things.  Your  own  president,  so  far  has  not  been 
able  to  find  out  what  1,300  doctors  think  about  a number  of  serious  matters  that  have  been 
mentioned  on  this  page.  How  can  he  find  out  if  not  more  than  four  or  five  members  care 
enough  about  these  matters  to  write  a letter  and  tell  him? 

If  a letter  takes  too  much  time  and  effort  of  the  busy  doctor  just  get  on  the  phone  and 
tell  your  Councilor.  He  and  the  other  Councilors  are  going  to  have  to  instruct  your  repre- 
sentative who  is  going  to  this  Chicago  meeting  so  that  he  may  correctly  represent  your 
thinking  for  the  edification  of  our  Chicago  officials  and  representatives  of  the  other  states. 

Come  on,  break  down  and  write  a letter,  so  that  so-called  representative  government 
can  really  represent  for  once. 


President 
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Hawthorne,  distinguished  American  novelist,  is  said  to  have  been  afflicted  with  a psychoneurosis 
from  early  childhood.  His  quiet  life,  wholly  detached  from  the  major  activities  of  the  times,  was 
largely  given  over  to  brooding  solitude. 


The  majority  of  psychoneurotics  have  no  serious  mental  illness,  but  display  merely'an 
emotional  imbalance  which  often  can  be  greatly  improved  by  appropriate  psychotherapeutic 
and  sedative  management.  In  the  treatment  of  psychoneurosis,  particularly  agitated, 
depressed  and  anxiety  states,  Mebaral  is  especially  useful  when  tranquillity  with  minimal 
hypnotic  action  is  desired.  Sedative  dose:  Adults,  from  32  mg.  to  0.1  Gm.  [Vi  to  IV2  grains) 
three  or  four  times  daily.  Children,  from  16  to  32  mg.  (%  to  V2  grain)  three  or  four  times  daily. 
Supplied  in  tablets  of  32  mg.,  0.1  Gm.  and  0.2  Gm. 


MEBARAL® 

Brand  of  Mephobarbital 


'mm  Mr 

Tasteless  SEDATIVE  AND  ANTIEPILEPTIC 
Little  or  No  Drowsiness 

WINTHROP-STEARNS  INC.  • NEW  YORK  18,  N.  Y.  • WINDSOR,  ONT. 

Mebaral,  trademark  reg.  U.S.  & Canada 
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Special  Article 

INTRODUCTION  TO  THE  STUDENT 
AMERICAN  MEDICAL  ASSOCIATION 

By  Lawrence  McHenry 


An  organization  representing  medical 
students  throughout  the  country  has  long 
been  an  idea  in  the  minds  of  medical  educa- 
tors and  leaders  in  the  medical  profession. 
This  idea  became  a reality  when,  upon  the 
suggestion  of  the  A.M.A.,  delegates  repre- 
senting 48  medical  schools  met  in  Chicago 
in  December,  1950.  At  this  Constitutional 
Convention,  the  Student  American  Medical 
Association  was  born.  Since  the  birth  pangs 
of  this  first  convention,  there  have  been 
meetings  of  the  Executive  Council  of  the 
Student  A.M.A.  together  with  the  wise  ad- 
vice and  guidance  of  several  members  of 
the  A.M.A.  to  see  the  organization  through 
its  infancy.  Now  after  a year  the  new  or- 
ganization of  medical  students  has  finally 
begun  to  stand  on  its  own  feet  with  the 
publication  of  its  own  Journal  and  the  first 
National  Convention  of  the  House  of  Dele- 
gates. At  the  present  time  the  Student 
A.M.A.  represents  44  out  of  72  four  year 
medical  schools  and  over  15,000  students. 
It  is  the  hope  of  the  organization  that  it  will 
represent  all  of  the  medical  schools  in  the 
country  by  next  June. 

What  is  the  purpose  of  this  organization? 
The  Constitution  states  that  “the  object  of 
this  association  shall  be  to  advance  the  pro- 
fession of  medicine,  to  contribute  to  the  wel- 
fare and  education  of  the  medical  student, 
to  familiarize  its  members  with  the  purpose 
and  ideals  of  organized  medicine,  and  to 
prepare  its  members  to  meet  the  social, 
moral,  and  ethical  obligations  of  the  profes- 
sion of  medicine.”  This  is  the  general  pur- 
pose. More  specifically  our  new  organiza- 
tion will  offer  many  direct  services  and 
activities  for  the  medical  student.  Some  of 
these  are : ( 1 ) Loans  and  grants  to  students 
for  continuing  their  medical  education : 
(2)  the  sponsorship  of  scholarships,  or  a 
year  of  advanced  study  to  exceptional  stu- 
dents; (3)  to  arrange  for  summer  jobs,  re- 
search opportunities,  field  studies,  special 
summer  scientific  training,  and  clinical  con- 
ventions or  seminars;  (4)  to  provide  infor- 


mation for  the  use  of  the  A.M.A.  package 
library  and  medical  motion  pictures,  and  to 
disseminate  other  information  regarding 
medical  curricula;  (5)  to  establish  some 
organization  and  placement  service  for  the 
intern  in  cooperation  with  existing  facilities. 
The  greatest  asset,  however,  will  be  the 
Journal  which  will  be  published  nine  school 
months  of  the  year.  This  journal  will  give 
the  individual  student  the  chance  to  publish 
papers  of  a scientific  nature  or  on  socio- 
economic aspects  of  medicine.  It  will  provide 
an  outlet  for  news  items  concerning  news 
of  local  chapters,  national  legislation  and 
trends  pertinent  to  the  medical  profession, 
book  reviews,  editorials,  etc.  With  this  asso- 
ciation the  student  will  have  an  organization 
and  a voice  by  which  he  may  express  his 
viewpoints  and  ideas ; he  will  be  able  to 
develop  his  knowledge  of  aspects  other  than 
scientific  concerning  the  medical  profession, 
and  will  be  better  prepared  to  go  out  into 
practice  than  the  student  who  had  gained 
his  knowledge  only  from  medical  school  and 
internships. 

The  morphology  and  physiology  of  the 
Student  A.M.A.  is  similar  to  that  of  its  par- 
ent, the  A.M.A.  The  Association  is  composed 
of  Academic  Societies  chartered  at  medical 
schools  in  this  country  approved  by  the 
Council  on  Medical  Education  and  Hospitals 
of  the  A.M.A.  The  legislative  body  of  the 
Association  consists  of  the  House  of  Dele- 
gates which  is  composed  of  one  duly  elected 
delegate  from  each  academic  society.  The 
House  of  Delegates  will  meet  each  year  to 
undertake  study  of  legislation  and  the  forma- 
tion of  policy.  The  executive  authority  of  the 
Student  A.M.A.  resides  in  the  Executive 
Council  which  is  composed  of  the  officers  of 
the  organization,  the  president,  vice-presi- 
dent, treasurer,  executive  secretary  and 
seven  elected  council  members  plus  three 
advisors  appointed  by  the  Board  of  Trustees 
of  the  A.M.A.  The  association  has  nine 
standing  committees  which  consider  all 
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policy  to  be  formulated  by  the  organization. 
The  committees  are : Publications,  Intern- 
ships, Selective  Service,  By-Laws,  Medical 
Education,  Conventions,  Medical  Service, 
Memberships,  and  one  on  liaison  with  the 
A.M.A. 

The  local  chapter  at  the  University  of 
Oklahoma  School  of  Medicine  has  about  200 
members  out  of  280  students.  The  chapter 
here  in  Oklahoma  was  first  organized  last 
spring,  but  started  off  its  activities  this  year 
with  a boom.  The  Public  Policy  Committee 
of  the  State  Medical  Association  gave  a din- 
ner for  the  local  chapter  this  December.  The 
president  and  president-elect  of  the  State 
Medical  Association,  along  with  other  prom- 
inent members  of  the  Public  Policy  Com- 
mittee gave  short  addresses  to  introduce  the 
students  to  the  activities  of  the  State  Asso- 
ciation. The  local  chapter  would  like  very 
much  to  work  in  close  relationship  with  the 
Medical  School  Administration  and  the 
State  Association  so  that  upon  graduation, 
students  will  understand  more  about  the 
practice  of  medicine  in  Oklahoma  and  the 
workings  of  the  various  State  and  County 
Associations.  The  programs  of  the  local 
chapters  will  be  addresses  and  discussions 

PRECEPTORSHIP  EXPANSION 
SCHEDULED  FOR  1952-53 

The  School  of  Medicine’s  Preceptorship  Program  for 
senior  medical  students,  now  in  its  third  year  of  opera- 
tion, has  proved  popular  both  with  the  students  and  the 
preceptor  and  associate  preceptor-physicians.  A policy 
has  been  followed  the  past  two  years  rotating  approxi- 
mately one-fourth  of  the  preceptors,  making  possible 
the  appointment  of  a majority  of  those  physicians  desir 
ing  to  serve.  The  average  size  of  the  senior  class  during 
t lie  three  years  lias  been  60  students,  and  assigning 
from  three  to  four  students  to  a preceptor  has  meant 
that  19  to  20  physicians  have  had  the  opportunity  to 
serve  each  year.  For  the  academic  year,  1952-53,  how- 
ever, the  senior  class  will  number  80,  and  since  experi- 
ence has  shown  that  it  is  preferable  to  assign  three 
students  a year  to  each  preceptor,  there  will  be  room 
for  the  appointment  of  six  or  seven  additional  precep- 
tors in  June,  1952. 

The  School  of  Medicine  will  therefore  welcome  appli- 
cations for  preceptor  appointments.  Any  member  of  the 
Oklahoma  State  Medical  Association  living  in  a non- 
metropolitan area  of  the  state,  who  is  willing  to  assume 
the  responsibility  of  arranging  for  a constructive  pro- 
gram of  preeeptorship-type  training  for  three  senior 
medical  students,  serving  11  weeks  each  beginning  June, 
1952,  is  encouraged  to  apply.  Letters  should  be  ad- 
dressed to  Dr.  Mark  R.  Everett,  Dean,  School  of  Medi- 
cine, 801  N.  E.  13th  Street,  Oklahoma  City  4.  If 
appointed,  a preceptor  will  have  the  duty  of  providing- 
room,  board,  and  laundry  of  uniforms  without  cost  to 
the  student.  He  will  have  the  privilege  of  recommend- 
ing the  appointment  of  associate  preceptors  in  his  local- 
ity to  assist  him  in  the  training  program.  Both  the 
preceptors  and  associate  preceptors  are  made  members 
of  the  general  faculty  of  the  School  of  Medicine  for  the 


about  many  of  the  socio-economic  aspects  of 
medicine,  for  example:  State  and  Federal 
Legislation,  Specialties  vs.  General  Practice, 
the  problems  faced  in  establishing  a practice, 
and  community  responsibility.  Not  only  does 
the  Student  A.M.A.  have  great  potentialities 
in  the  organization  of  students  on  a national 
level,  but  also  here  on  a local  level  in  our 
state.  It  is  our  belief  that  if  we  students  can 
sit  in  on  your  state  and  county  conventions 
and  some  of  the  clinical  sessions  and  in  gen- 
eral work  in  close  relationship  with  the 
practicing  physician,  we  shall  be  able  to  be- 
come a little  more  learned  in  many  of  those 
things  it  takes  years  to  acquire  in  prac- 
tice. Each  month  of  the  school  year  your 
local  chapter  of  the  Student  A.M.A.  will  pub- 
lish news  of  its  programs  and  plans  in  the 
State  Journal.  If  any  of  the  physicians 
throughout  the  state  have  any  ideas  or  sug- 
gestions which  might  be  of  benefit  to  our 
student  organization,  please  send  them  to 
the  Local  Chapter  of  the  Student  A.M.A.  at 
the  University  of  Oklahoma  School  of  Medi- 
cine. Next  month  we  will  publish  a full 
account  of  the  meeting  of  the  first  National 
Convention  of  the  Student  A.M.A.  in 
Chicago. 

POSTGRADUATE  SCHEDULE 

a two  day  postgraduate  course  in  practical  psychiatry 
will  be  held  at  the  University  of  Oklahoma  School  of 
Medicine,  Oklahoma  City,  Oklahoma,  Monday  and  Tues- 
dty,  February  25  and  26,  1952.  Dr.  Lauren  H.  Smith, 
Professor  and  Chairman  of  Department  of  Psychiatry, 
University  of  Pennsylvania,  will  be  the  guest  speaker. 
The  course  is  being  arranged  by  the  Department  of 
Psychiatry  of  the  School  of  Medicine.  It  is  being  de- 
signed to  present  practical  points  in  the  diagnosis  and 
management  of  psychiatric  ca  ev  It  will  be  of  interest 
to  all  physicians  in  Oklahoma.  Registration  fee  $10.00. 
For  further  information  concerning  this  course,  write 
Office  of  Postgraduate  Instruction,  University  of  Okla- 
homa School  of  Medicine,  800  X.  E.  13th,  Oklahoma 
City,  Oklahoma. 

A postgraduate  course  in  the  fundamentals  of  electro- 
cardiography will  be  held  at  the  University  of  Oklahoma 
School  of  Medicine,  Oklahoma  City,  Oklahoma,  March  3 
through  March  8,  1952.  The  course  will  be  conducted 
by  Dr.  Robert  II.  Bayley,  Professor  of  Medicine,  School 
of  Medicine.  The  instruction  time  will  be  divided  between 
lecture  and  laboratory  periods.  Tuition  $60.00.  For  fur- 
ther information  write  Office  of  Postgraduate  Instruc- 
tion, University  of  Oklahoma  School  of  Medicine,  Okla- 
homa City,  Oklahoma. 


year  of  their  appointment. 

The  Committee  on  Perceptors,  composed  of  two  repre- 
sentatives each  from  the  Alumni  Associttion,  the  Okla- 
homa State  Medical  Association,  and  the  Faculty  of  the 
School  of  Medicine,  will  meet  in  the  spring  to  review 
application  and  recommend  preceptorship  appointments. 
In  order  to  be  assured  of  consideration  by  the  commit- 
tee, applications  should  be  submitted  not  later  than 
March  15. 
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CURRENT  ACTIVITIES  AT  THE  OKLAHOMA 
MEDICAL  RESEARCH  FOUNDATION 


Edward  C.  Reifenstein,  Jr.,  M.D. 
director 

This  is  the  fourth  in  a 
series  of  monthly  articles 
designed  to  acquaint  you 
with  the  current  activities 
at  the  Oklahoma  Medical 
Research  Institute  and 
Hospital.  In  the  first 
article,  the  physical  plant 
was  described;  in  the  second,  the  operational  plans;  and 
in  the  third,  the  key  scientific  personnel.  The  object  of 
this  article  is  to  discuss  a group  of  eight  nationally- 
known  scientists  who  have  been  appointed  as  an  advisory 
group  to  the  Director  of  the  Oklahoma  Medical  Research 
Institute  and  Hospital,  and  to  describe  the  background 
of  these  individuals. 

The  purpose  of  this  National  Advisory  Board  is  to 
meet  with  the  Director  annually  and  discuss  the  scien- 
tific policies  and  research  activities  of  the  Oklahoma 
Medical  Research  Institute  and  Hospital.  The  activities 
of  the  Oklahoma  Medical  Research  Foundation  have 
attracted  nationwide  interest.  Scientific  research  in  the 
medical  field  knows  no  state  or  even  national  boundaries. 
Therefore,  we  decided  to  consult  with  the  best  advisors 
who  could  be  obtained  regarding  the  many  problems 
which  face  a new  institution  in  its  earnest  endeavor  to 
initiate  an  outstanding  program  in  medical  research. 
The  group  that  has  been  chosen  includes  not  only  ex- 
perts in  the  fields  of  cancer,  heart  and  metabolic  dis- 
orders, but  clinicians,  basic  scientists,  and  administrators 
with  experience  in  dealing  with  the  problems  involved 
in  the  collaboration  between  several  scientific  institu- 
tions. In  addition,  there  are  several  Deans  of  Medical 
Schools,  and  there  are  individuals  who  represent  some 
of  the  national  organizations  concerned  with  research. 

A list  of  the  members  of  the  board  and  a brief  sketch 
of  their  background  follows: 

1.  Chairman  of  the  group  is  Dr.  Boy  G.  Hoskins,  at 
present  Consultant  in  Medical  Science  of  the  Boston 
Branch  of  the  Office  of  Naval  Research.  Doctor  Hoskins 
is  a physiologist  who  has  always  been  particularly  in- 
terested in  endocrinology.  He  received  an  A.B.  degree 
from  Kansas  in  1905  and  a Ph  D.  in  1920.  He  has  taught 
and  conducted  research  in  Northwestern,  Ohio  State, 
and  Harvard  Universities.  He  was  Director  of  Research 
of  the  Memorial  Foundation  for  Neuro-Endocrine  Re- 
search in  Boston  and  an  associate  in  the  development 
of  the  Worcester  Foundation.  Doctor  Hoskins  was  Editor 
of  the  Journal  of  Endocrinology  for  25  years,  and  the 
Managing  Editor  of  the  Journal  of  Clinical  Endocrinol- 
ogy from  1942  to  1945.  He  has  been  President  of  the 
Association  for  the  Study  of  Internal  Secretions  in 
1926,  President  of  the  Society  for  Research  in  Psycho- 
somatic Problems  in  1945,  and  President  of  the  Geronto- 
logical Society  in  1946.  In  addition  to  studies  in  the 
field  of  endocrinology,  he  has  been  interested  in  experi- 
mental psychiatry,  and  in  the  physiology  and  pharma- 
cology of  internal  secretions. 

2.  Dr.  Joseph  C.  il-ub,  who  is  Professor  of  Research 
Medicine  at  Harvard  Medical  School  and  Director  of 
the  Medical  Laboratories  of  the  Collis  P.  Huntington 
Memorial  Hospital  portion  of  the  Massachusetts  General 
Hospital  in  Boston,  took  his  undergraduate  training  at 
Harvard  and  obtained  his  M.D.  degree  there.  He  received 
his  clinical  training  at  the  Massachusetts  General  Hos- 
pital and  at  the  Russell  Sage  Institute  of  Pathology. 


Doctor  Aub  is  a Consultant  at  numerous  hospitals.  He 
has  been  with  the  U.  S.  Public  Health  Service  as  a 
Consultant  and  was  a member  of  the  Unitarian  Teaching 
Mission  to  Czechoslovakia  in  1946.  He  has  been  Vice- 
President  of  the  Neuro-Endocrine  Research  Foundation, 
and  President  of  the  Ella  Sachs  Plotz  Foundation.  He 
was  President  of  the  Association  for  the  Study  of 
Internal  Secretions  in  1931,  and  has  been  President  of 
the  American  Association  for  Cancer  Research.  He  has 
been  a member  of  the  Association  of  American  Phy- 
sicians, and  the  American  Society  for  Clinical  Investiga- 
tion. Doctor  Aub  has  done  pioneer  work  in  the  field  of 
calcium  metabolism  and  lead  poisoning.  He  is  interested 
in  clinical  medicine,  metabolism,  the  glands  of  internal 
secretion,  the  inorganic  salt  disturbances,  and  malignant 
disease. 

3.  Dr.  Edward  A.  Doisy,  Director  of  the  Department 
of  Biochemistry  and  Professor  of  Biochemistry  at 
St.  Louis  University  School  of  Medicine,  received  his 
undergraduate  training  at  Illinois  and  a Ph.D.  degree 
in  Biochemistry  at  Harvard.  He  has  been  Mathews  lec- 
turer, Harvey  lecturer,  Porter  lecturer,  Mellon  lecturer, 
Stieglitz  lecturer,  Lower  lecturer,  Mayo  Foundation 
lecturer,  Eastman  lecturer,  Miller  lecturer  and  Loeb 
lecturer.  He  has  been  on  the  Committee  on  Standardiza- 
tion of  Sex  Hormones  for  the  League  of  Nations. 
Doctor  Doisy  characterized  the  hormone  preparations 
that  are  made  by  the  ovary,  and  for  this  work  he 
was  a co-winner  of  the  Nobel  Prize  in  1943.  He  has 
received  honorary  Doctor  of  Science  awards  from  five 
universities.  He  was  awarded  a gold  medal  from  the 
St.  Louis  Medical  Society  and  given  the  Squibb  Award 
of  the  Association  for  the  Study  of  Internal  Secretions. 
He  has  served  as  a civilian  with  the  Office  of  Scientific 
Research  and  Development  of  the  U.  S.  A.,  and  on  the 
National  Advisory  Cancer  Council.  He  has  been  a 
Councilor  of  the  Society  of  Biological  Chemistry,  later 
Vice-President,  then  President  of  this  organization. 
Doctor  Doisy  has  been  President  of  the  Association  for 
the  Study  of  Internal  Secretions,  and,  also,  President 
of  the  American  Association  for  Cancer  Research.  He 
has  been  Vice-President  of  the  Society  for  Experimental 
Biology.  In  addition  to  his  work  on  the  ovarian  hormones 
and  estrogenic  substances,  Doctor  Doisy  has  been  inter- 
ested in  the  field  of  metabolism  and  has  studied  insulin, 
blood  buffers,  isolation  and  chemical  characterization  of 
estrogenic  substances,  gonadotropic  and  thyrotropic 
principles  and  antibiotic  substances. 

4.  Dr.  Allan  T.  Kenyon,  Professor  of  Medicine  at  the 
University  of  Chicago,  is  a clinical  investigator  inter- 
ested in  the  problems  of  metabolic  conditions  in  man, 
particularly  those  relating  to  the  field  of  glandular 
disturbances.  Doctor  Kenyon  received  his  M.D.  degree 
from  Rush  in  1926,  and  trained  at  the  Harper  Hospital 
in  Detroit.  He  has  been  on  the  faculty  at  Northwestern 
University,  and,  more  recently,  at  the  University  of 
Chicago.  Doctor  Kenyon  has  been  Chairman  of  the 
Section  of  Clinical  Investigation,  of  the  Committee  on 
Growth,  of  the  National  Research  Council,  and  a civilian 
with  the  Office  of  Scientific  Research  and  Development 
of  the  U.  S.  A.  He  is  a member  of  the  Association  for 
the  Study  of  Internal  Secretions,  the  Society  for  Clinical 
Investigation,  and  the  Association  of  American  Phy- 
sicians. Doctor  Kenyon  has  been  interested  in  endo- 
crinology, especially  in  the  properties  of  steriods  and 
certain  pituitary  principles  in  man  with  reference 
chiefly  to  anabolic  processes,  the  urinary  excretion  of 


February,  1952 


Journal  of  the  Oklahoma  State  Medical  Association 


to 


androgens  in  health  and  disease,  the  metabolic  expres- 
sions of  tumors  in  man,  ovarian  and  associated  growth 
defects,  and  the  endocrine  aspects  of  convalescence. 

5.  Dr.  C.  N.  H.  Long,  who  at  present  is  Dean  of  the 
Yale  University  School  of  Medicine,  was  born  in  Eng- 
land and  took  his  medical  work  at  McGill  University 
in  Montreal,  Canada.  He  was  Instructor  in  Physiology 
at  the  University  College  in  London,  Lecturer  in  Medi- 
cine at  McGill,  Assistant  Professor  of  Medicine  at 
Pennsylvania,  and  Director  of  the  Cox  Medical  Research 
Institute  for  a period.  He  has  been  Sterling  Professor 
of  Physiological  Chemistry  and  Chairman  of  the  Depart- 
ment at  Yale  since  1936.  He  has  been  Xeubold  lecturer 
of  the  American  College  of  Physicians  at  Philadelphia, 
Hatfield  lecturer,  and  Harvey  lecturer.  He  received  an 
honorary  M.A.  degree  from  Yale  in  1936,  and  an  hon- 
orary Doctor  of  Science  degree  from  Princeton  in  1946. 
Doctor  Long  has  been  a member  of  the  Committee  on 
Research  in  Endocrinology  of  the  National  Research 
Council,  a Member  of  the  Advisory  Council  of  the  Life 
Insurance  Medical  Research  Fund,  a civilian  with  the 
Office  of  Scientific  Research  and  Development  of  the 
U.  S.  A.,  a member  of  the  Scientific  Advisory  Board 
of  the  U.  S.  Public  Health  Service,  and  a Consultant 
of  the  Army  Institute  of  Pathology.  He  was  President 
of  the  Association  for  the  Study  of  Internal  Secretions 
in  1947.  Doctor  Long  is  a member  of  the  Association 
of  American  Physicians  and  of  many  other  scientific 
societies.  He  has  been  interested  particularly  in  studies 
on  exercise  in  man,  the  functions  of  the  hypothalamus, 
the  physiology  of  the  endocrine  system,  and  the  metabol- 
ism of  shock. 

6.  Dr.  J.  Murray  Steele,  who  is  Professor  of  Medicine 
at  New  York  U Diversity,  received  his  undergraduate 
training  at  Harvard  and  his  M.D.  degree  at  Hopkins. 
He  had  his  clinical  training  at  Baltimore  City  Hospital 
and  the  Johns  Hopkins  Hospital,  and  later  at  the  Bill- 
ings Memorial  Hospital  in  Chicago.  He  served  for  a time 
as  a research  worker  in  the  Rockefeller  Institute,  and  for 
the  past  11  years  has  been  Director  of  the  Third  Medi- 
cal Service  of  Goldwater  Memorial  Hospital  in  Xew  York 
City.  He  has  been  a civilian  with  the  Office  of  Scientific 
Research  and  Development  of  the  LT.  S.  A.,  and  also 
served  in  the  U.  S.  Navy.  He  is  a member  of  the 
Society  for  Clinical  Investigation,  the  Association  of 
American  Physicians,  the  American  Heart  Association, 
the  Harvey  Society,  and  the  Xew  York  Academy  of 
Medicine.  Doctor  Steele  has  been  interested  in  rheu- 
matic heart  disease,  the  physiological  nature  of  fever 


in  heart  disease,  respiratory  regulation,  arteriosclerosis, 
and  the  aging  process. 

7.  Dr.  C.  J.  Van  Slylce  is  Director  of  the  National 
Heart  Institute  of  the  National  Institutes  of  Health  at 
Bethesda,  Maryland.  He  obtained  his  medical  training 
in  the  University  of  Minnesota  and  then  served  as  a 
medical  officer  in  the  U.  S.  Public  Health  Service  for  a 
number  of  years,  with  posts  in  Washington,  D.  C., 
Illinois  and  Xew  York  City.  He  was  Assistant  Chief 
of  the  Venereal  Disease  Division  in  Washington,  D.  C., 
then  became  Chief  of  the  Division  of  Research  Grants 
and  Fellowships  of  the  National  Institutes  of  rfealth. 
Doctor  Van  Slyke  has  been  head  of  the  National  Heart 
Institute  since  1948.  He  has  been  interested  in  venereal 
disease,  sulufonamide  and  penicillin  therapy  in  gonococ- 
cal infections,  and  cardivaseular  diseases. 

8.  Dr.  Stafford  L.  Warren,  who  is  Professor  of  Bio- 
physics and  Dean  of  the  Medical  School  of  the  Uni- 
versity of  California,  at  Los  Angeles,  had  his  under- 
graduate training  in  California  and  took  his  M.D. 
degree  there.  He  had  clinical  training  in  Johns  Hopkins 
Hospital  and  in  the  Massachusetts  General  Hospital  in 
Boston.  He  was  a Rockefeller  Fellow  in  Europe  in  1926. 
He  was  an  Assistant  in  Radiology  at  the  Massachusetts 
General  Hospital,  then  Assistant  Professor  of  Medicine 
in  the  School  of  Medicine  and  Dentistry  at  Rochester, 
Xew  York,  and  later,  Professor  of  Radiology  in  this 
University.  Doctor  Warren  was  Director  of  the  Manhat- 
tan District  Project  in  1943,  and  Chief  of  the  Medical 
Section  from  1943  to  1946.  He  has  been  a Consultant 
to  the  Atomic  Energy  Commission,  to  the  Office  of 
Scientific  Research  and  Development  of  the  U.  S.  A., 
to  the  U.  S.  Public  Health  Service,  to  the  Veterans 
Administration,  and  to  the  National  Research  Council. 
He  was  Radiological  Safety  Advisor  of  the  Bikini  Tests 
in  1946.  He  served  in  the  U.  S.  Xavy  from  1917  to 
1919,  and  in  the  L'.  S.  Army  from  1943  to  1946.  He  is  a 
member  of  the  Society  for  Clinical  Investigation,  the 
Gerontological  Society  and  numerous  other  medical 
groups.  He  has  been  interested  particularly  in  fever 
therapy,  malignant  disease,  industrial  hygiene,  arthritis, 
and  vascular  physiology. 

The  outstanding  qualifications  of  these  eight  scientists 
assures  that  the  Director  will  have  readily  available  to 
him  at  all  times  expert  advice  on  any  of  the  problems 
which  may  confront  him.  We  are  proud  that  men  of  the 
caliber  of  the  members  of  the  National  Advisory  Board 
are  willing  to  give  their  time  and  counsel  to  the  new 
Oklahoma  Medical  Research  Foundation  and  its  activities. 


Members  of  the  National  Advisory  Board  with  Executives  of  the 
Oklahoma  Medical  Research  Foundation. 

Left  to  Right:  Dr.  C.  N.  H.  Long,  Dean  of  Yale  University  School  of  Medicine.  New  Haven,  Conn.;  Dr.  Allan  T.  Kenyon,  Division 
of  Biological  Sciences,  University  of  Chicago;  Dr.  Edward  A.  Doisy,  St.  Louis  University  School  of  Medicine;  Ur.  Stafford  L.  warren, 
Dean,  School  of  Medicine,  University  of  California.  Los  Angeles;  Dr.  Edward  C.  Reifenstein,  Jr..  Director.  Oklahoma  Medical  Research 
Institute  and  Hospital;  Dr.  Roy  G.  Hoskins.  Boston.  Consultant  in  Bio-sciences.  Boston  Branch,  Office  of  Naval  Reserve  (Chairman 
of  the  Committee);  Dr.  J.  Murray  Steele,  Goldwater  Memorial  Hospital.  Welfare  Island.  New  York;  Dr.  C.  J.  Van  Slyke.  Director, 
National  Heart  Institute,  Bethesda.  Maryland : Dr.  J.  C.  Aub,  Massachusetts  General  Hospital,  Boston:  Mr.  Hugh  G.  Payne,  General 
Manager,  Oklahoma  Medical  Research  Foundation. 
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PASTEUR  MEDICAL  BUILDING 
OPENS  IN  OKLAHOMA  CITY 

One  of  the  newest  and  most  modern  medical  office 
buildings  in  the  state  is  the  recently  opened  Pasteur 
Medical  Building  at  N.  W.  10th  and  Lee,  Oklahoma 
City. 

Built  at  a cost  of  $1,250,000,  the  three  story  brick 
and  limestone  structure,  has  office  space  for  44  phy- 
sicians, two  dentists,  two  optical  companies,  one  brace 
shop,  one  prescription  shop,  a general  clinical  labora- 
tory and  hay  fever  and  asthma  clinic  and  medical  dis- 
pensary. 

The  building  is  equipped  with  year  round  air  condi- 
tioning and  an  air  purifier,  copied  from  the  system  in 
the  new  United  Nations  building  in  New  York  City, 
which  changes  air  every  37  minutes  and  removes  con- 
taminations. 

Proudest  boast  of  those  housed  in  the  building  is 
the  rosa  mamor  bust  of  Louis  Pasteur  encased  in  the 
appla  floia  marble  of  the  main  entrance.  A suitable 
plaque  of  Pasteur  could  not  be  found  but  an  expedition 
to  a Paris  mint  uncovered  an  ancient  coin  bearing  a 
likeness  of  the  famous  French  scientist  and  it  was 
sculptured  in  marble  by  Prof.  Hans  Gisler  of  Zurich 
University  especially  for  the  building. 

TULSA  COUNTY  MAKES 
REPORT  TO  MEMBERSHIP 

One  of  the  most  complete  county  medical  society 
annual  reports  received  at  the  Executive  Office  is  that 
of  the  Tulsa  County  Medical  Society  for  1951. 

Under  the  following  topics,  Bulletin  Committee,  Blood 
Center  Committee,  Cancer  Committee,  Clinic  Committee, 
Community  Chest  Committee,  Constitution  and  By-Laws 
Committee,  Golf  Committee,  Ethics  Committee,  Finance 
Committee,  Grievance  Committee,  Insurance  Committee, 
Medical  Credit  Bureau  Committee,  Medical  Library 
Committee,  Military  Affairs  Committee,  Program  Com- 
mittee, Public  Health  Committee,  Public  Policy  Com- 
mittee, Welfare  Committee,  and  Annual  Meeting  Com- 
mittee, the  10  page  report  gives  complete  and  concise 
information  concerning  the  activities  of  all  branches 
of  the  Society  Reports  of  two  other  committees,  Fraud- 
ulent Practices  and  Finance,  were  given  at  the  annual 
business  meeting  December  10. 

Committee  reports  list  the  membership  and  duties  of 
the  committee  in  addition  to  the  activities  in  which  R 
participated  during  1951. 

COMMUNITY  HONORS 
DOCTOR,  WIFE 

Sharing  honors  with  his  wife,  I.  V.  Hardy,  M.D., 
long  time  Medford  physician,  was  recently  honored  by 
the  citizens  of  Grant  county  for  his  50  years  of  medical 
care  and  community  service. 

Included  in  the  ceremonies  was  the  presentation  of 
a 50  Year  Pin  and  Life  Membership  certificate  to  Doctor 
Hardy  by  F.  M.  Duffy,  M.D.,  Enid. 

Doctor  Hardy,  who  is  81,  began  the  practice  of  medi- 
cine at  Deer  Creek  where  he  resided  for  nine  months 
before  coming  to  Medford. 

The  ceremony,  which  was  a complete  surprise  to 
Doctor  and  Mrs.  Hardy,  was  held  in  the  school  building 
with  more  than  500  patients  of  Doctor  Hardy  and 
former  music  students  of  Mrs.  Hardy  present.  Gifts 
presented  to  the  Hardy’s  from  the  townspeople  included 
an  electric  blanket,  gold  wrist  watch,  and  the  balance 
in  cash  that  was  oversubscribed  for  the  gifts — $700. 


ANNOUNCEMENTS 

WASHINGTON’S  BIRTHDAY  CONFERENCE, 
Oklahoma  City,  February  22. 

OKLAHOMA  ACADEMY  OF  GENERAL  PRAC- 
TICE, Tulsa  Hotel,  Tulsa,  Oklahoma,  March  17  and  18. 

AMERICAN  COLLEGE  OF  PHYSICIANS,  Cleve- 
land, Ohio,  April  21-25. 

OKLAHOMA  STATE  MEDICAL  ASSOCIATION, 
Oklahoma  City,  Oklahoma,  Municipal  Auditorium, 
May  19-21. 

CHICAGO  MEDICAL  SOCIETY  CLINICAL  CON- 
FERENCE, Palmer  House,  Chicago,  March  4,  5,  6,  7, 
1952.  Complete  program  will  be  mailed  upon  request. 
In  response  to  popular  demand,  the  1952  program  will 
show  an  increased  number  of  demonstrations  or  work- 
shop periods  in  addition  to  the  regular  series  of 
lectures. 

AMERICAN  BOARD  OF  OBSTETRICS  AND  GYNE- 
COLOGY announces  the  election  of  Dr.  John  L.  Parks 
of  Washington,  I).  C.,  as  a member  and  Director  of  the 
Board.  Doctor  Parks  succeeds  Dr.  Joseph  L.  Baer,  who 
has  been  Yice  President  of  the  Board  for  over  20  years 
and  who  has  resigned. 

FOURTH  ANNUAL  NEUROPSYCHIATRIC  MEET- 
ING will  be  held  at  the  Veterans  Administration  Hos- 
pital, North  Little  Rock,  Arkansas,  February  28  and 
29,  1952.  In  addition  to  many  well  known  guest  lecturers 
who  will  participate  in  the  scientific  sessions,  there  will 
be  approximately  10  clinical  demonstrations  and  30 
technical  exhibits.  There  will  be  no  registration  fee. 
Further  information  may  be  obtained  by  writing  Dr. 
Edwin  S.  Chappell,  Director  of  Professional  Education, 
Veterans  Administration  Hospital,  North  Little  Rock, 
Arkansas. 

WRITES  FROM  JAPAN 

Capt.  Richard  F.  Shriner,  Jr.,  formerly  of  Hobart, 
writes  from  Japan  that  he  has  recently  been  transferred 
from  the  279th  General  Hospital  at  Osaka  to  the  40th 
Infantry  Division  in  Sandai,  Japan,  where  he  is  ortho- 
pedic consultant  for  the  division.  He  received  the 
Korean  Service  Medal  for  his  work  at  the  279th  General 
Hospital  where  all  the  work  was  with  Korean  casualties. 
His  address  is:  Capt.  Richard  F.  Shriner,  Jr.,  0-447505, 
115  Medical  Bn.,  40th  Inf.  Div.,  APO  6,  c/o  Postmaster, 
San  Francisco,  Calif. 


F.  M.  Duffy,  M.  D..  Enid,  and  1.  V.  Hardy,  H.D., 
Medford  (right),  view  Doctor  Hardy’s  Life  Membership 
Certificate. 
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A BIG  TIME-SAVER 
FOR  EVERY  DOCTOR 


This  handy  booklet  for  new 
mothers  was  "built  to  doctors' 
orders".  It  contains  blank  forms 
for  filling  in  your  instructions 
and  formulas. 

It  provides  a permanent  case-his- 
tory record.  A memo  will  bring 
you  a sample. ..or  as  many  as  you 
want  for  your  daily  practice  . . . 
without  obligation. 

Many  doctors  are  prescribing 
"Daricraft  Homogenized  Evapo- 
rated Milk".  It  is  always  uniform, 
safe,  sterilized,  easy  to  digest,  and 
high  in  food  value  and  minerals. 
Daricraft  contains  400  U.  S.  P. 
units  of  Vitamin  0 per  pint. 


BOOK  REVIEWS 

STATISTICS  FOR  MEDICAL  STUDENTS  and  In- 
vestigators in  the  Clinical  and  Biological  Sciences. 
Frederick  J.  Moore,  M.D.;  Robert  G.  Knowles,  M.A. ; 
Frank  B.  Cramer,  B.A.  113  pages  with  many  illustra- 
tions. The  Blakiston  Company.  1951. 

This  is  a concise  presentation  of  the  concepts  of  varia- 
tion and  probability  which  are  the  fundamental  bases 
of  statistics. 

Chapter  I deals  with  variation  and  the  normal  curve 
ef  error;  the  second  chapter  is  d.evoted  to  fitting  the 
normal  curve  of  error  to  the  data ; Chapter  III  deals 
with  sampling  distribution  and  tests  of  significance;  the 
fourth  chapter  has  to  do  with  the  problem  of  non-normal 
distributions,  and  the  fifth  chapter  deals  with  the  gen- 
eral aspects  of  the  design  of  experiments  and  presenta- 
tion of  results.  The  appendix  includes  (A)  Summary 
and  page  index  of  methods  for  numerical  calculations, 
(B)  Calculation  of  normal  equivalent  deviates  and  (C) 
Numerical  tables. 

This  is  a very  excellent  book  presented  in  a clear, 
straightforward  manner  which  is  concerned  chiefly  with 
providing  the  student  with  a grasp  of  the  fundamental 
concepts  and  philosophies  of  statistics.  The  practical 
importance  of  such  knowledge  is  emphasized  since  it  is 
essential  to  the  student  who  daily  deals  with  measure- 
ment and  evaluation  of  quantities. 

All  students  and  investigators  in  medicine  and  its 
basic  sciences  should  be  familiar  with  the  contents  of 
this  book. — John  M.  Moore,  Senior  Student,  University 
of  Oklahoma. 

PEPTIC  ULCER,  American  Gastroenterological  Associa- 
tion, David  J.  Sandweiss,  M.D.,  F.A.C.P.,  Editor, 
W.  B.  Saunders  Company,  Philadelphia,  1951,  790 
pages. 

This  excellent  book  is  a fine  example  of  how  an 
organization  devoted  to  a specialty  can  utilize  its 
knowledge  and  diffuse  its  information. 

This  treatise  is  written  by  77  experts  in  their  respec- 
tive fields  and  covers  all  aspects  of  peptic  ulcer  including 
not  only  practical  anatomy  and  physiology,  diagnosis, 
treatment,  complications  but  also  a section  on  surgery. 

There  is  an  excellent  chapter  on  pre  and  post-opera- 
tive care.  Due  to  the  fact  that  many  authors  have  writ- 
ten chapters  there  is  necessarily  some  repetition  but 
this  often  adds  rather  than  subtracts  to  the  book’s  com- 
pleteness as  the  repetitive  statements  are  not  always  in 
agreement  thus  reflecting  the  present  lack  of  accurate 
knowledge  in  respect  to  certain  phases  of  the  problem. 

This  organized  wealth  of  information  is  written  in  a 
concise  manner  throughout  and  unnecessary  details  are 
avoided  thus  making  it  a recommended  reference  for  the 
non-specialist  as  well  as  the  specialist. 

There  is  an  excellent  chapter  on  the  commonly  used 
drugs  and  the  author  is  to  be  commended  for  using  the 
trade  names  as  well  as  the  chemical  names.  This  cer- 
tainly increases  the  usefulness  of  the  information. 

One  might  have  expected  such  a comprehensive  book 
to  have  included  a short  chapter  on  post-bulbar  ulcer 
but  there  are  only  a few  casual  references  to  this  con- 
dition. Perhaps  this  is  as  much  as  the  editor  felt  it 
deserved. 

It  is  regrettable  that  a resume  of  the  full  report  on 
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MEDICAL  SOCIETIES 
AROUND  THE  STATE 

Okfuskee  County 

L.  J.  Spickard,  M.D.,  was  named  president  of  the 
Okfuskee  County  Medical  Society  when  the  group  met 
recently  in  Henryetta.  Other  officers  elected  were  W.  P. 
Jenkins,  M.D.,  vice-president;  Charles  E.  Reynolds,  M.D., 
secretary-treasurer;  and  Norman  E.  Gissler,  M.D., 
censor.  John  A.  Bransfield,  M.D.,  was  elected  delegate. 

Seminole  County 

Homer  Marsh,  M.D.,  associate  dean  of  medicine  at 
the  University  of  Oklahoma  School  of  Medicine,  was 
guest  speaker  at  a recent  meeting  of  the  Seminole 
County  Medical  Society. 

Northwest  Counties 

When  the  Northwestern  Counties  Medical  Society  met 
recently  at  Fort  Supply,  the  program  was  presented  by 
Members  of  the  Oklahoma  Society  of  Neurologists  and 
Psychiatrists  and  members  of  the  State  Board  of  Health. 

Officers  were  also  elected  for  the  coming  year.  They 
are:  Frank  E.  Flack,  M.D.,  President;  J.  J.  Smith,  M.D., 
Shattuck,  vice-president;  and  James  C.  England,  M.D., 
secretary-treasurer.  Delegates  elected  are  M.  H.  New- 
man, M.D.,  and  J.  L.  Duer,  M.D. 

LeFlore-Haskell 

1952  officers  of  the  LeFlore-Haskell  Medical  Society 
are  G.  M.  Hogaboom,  M.D.,  Heavener,  president;  C.  S. 
Cunningham,  M.D.,  Poteau,  vice-president;  J.  E.  Eigual, 
M.D.,  Wister,  secretary-treasurer. 

Rogers-Mayes 

E.  H.  Werling,  M.D.,  outgoing  president  of  the  Eogers- 
Maves  County  Medical  Society,  entertained  the  society 
at  a turkey  and  ham  dinner  at  the  last  1951  meeting. 

New  officers  elected  are  M.  E.  Gordon,  M.D.,  Clare- 
more,  president  Warren  G.  Gwartney,  M.D.,  Pryor  vice- 
president  ; and  W.  D.  Anderson,  M.D.,  Claremore,  secre- 
tary-treasurer. 

Tulsa  County 

Marshall  O.  Hart,  M.D.,  is  the  1952  president  of  the 
Tulsa  County  Medical  Society.  1952  officers  elected  at  a 
recent  meeting  are:  John  G.  Matt,  M.D.,  president- 
elect; W.  D.  Hoover,  M.D.,  vice-president;  Paul  T. 
Strong,  secretary-treasurer;  and  Walter  E.  Brown,  M.D., 
and  J.  D.  Shipp,  M.D.,  delegates.  Named  to  life  mem- 
bership were  Thomas  B.  Coulter,  M.D. ; Robert  E.  Lee 
Rhodes,  M.D.,  and  Silas  Murry,  M.D. 

Creek  County 

P.  K.  Lewis,  M.D.,  Sapulpa,  was  named  president  and 
D.  L.  McAllister,  M.D.,  Bristow,  was  elected  vice-presi- 
dent of  the  Creek  County  Medical  Socitey  for  1952. 
W.  M.  Hindman,  M.D.,  Sapulpa,  was  elected  secretary- 
treasurer. 

Custer  County 

President  of  the  Custer  County  Medical  Society  for 
1952  is  Paul  Lingenfelter,  M.D.  New  secretary  is  Curtis 
B.  Cunningham,  M.D. 


the  status. of  vagotomy  was  not  complete  in  view  of  its 
equivocal  status. 

This  is  an  exceptionally  good  bibliography  at  the 
end  of  each  chapter. 

The  index  in  general  is  good  yet  some  difficulties  may 
be  encountered  in  using  it. 

The  American  Gastroenterological  Association  is  to 
be  congratulated  for  this  worthy  endeavor  and  the 
book ’s  editor  and  associate  editors  deserve  a share  of 
the  kudos. — Minard  F.  Jacobs,  M.D. 


POSTGRADUATE  COURSES 

in 

RADIOLOGY 3 days,  February  25-27. 

ELECTROCARDIOGRAPHY — 6 days, 

March  10-15. 

OPHTHALMOLOGY  & OTOLARYNGOLOGY 

5 days,  March  17-21. 

NURSING 3 days,  February  11-13. 

A refresher  course  for  both  institutional  and 
private  nurses,  including  industrial  and  pub- 
lic health  nurses. 

Each  of  These  Courses  Will  Be  Presented  By 
An  Outstanding  Group  of  Guest  Instructors  in 
Addition  to  Members  of  the  University  Faculty. 

Address  requests  for  program  announcements 
and  information  to: 

Extension  Program  in  Medicine 

UNIVERSITY  OF  KANSAS 
SCHOOL  OF  MEDICINE 

Kansas  City  12,  Kansas 


AUDOGRAPH  has  indicated  the  way  to  stream- 
line your  professional  day  by  practically  elimi- 
nating handwritten  notes  of  observations,  diag- 
noses, findings  and  post-surgical  reports. 

With  AUDOGRAPH  at  your  elbow.  Doctor,  you 
may  record  the  vital  facts  conveniently  . . . and 
with  an  economy  of  time  and  money  that  will 
be  a welcome  change  from  the  old  way  of 
putting  pertinent  data  in  black  and  white. 

BAKER  AUDOGRAPH  CO. 

602  Leonhardt  Bldg. 

Phone  2-9264 
Okla.  City,  Okla. 
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OBITUARIES 

K.  M.  DWIGHT.  M.D. 

1866-1951 

K.  M.  Dwight,  M.D.,  85,  pioneer  Muskogee  physician, 
died  suddenly  at  his  home  December  10.  Doctor  Dwight, 
who  was  a native  of  New  York,  came  to  Muskogee  in 
1008.  He  is  survived  by  two  brothers-in-law  and  one 
sister-in-law. 

A.  M.  MIXON.  M.D. 

1866-1951 

A.  M.  Mixon,  M.D.,  85,  Spiro  physician  for  more  than 
50  years,  died  November  28  in  a Talihina  hospital 
where  he  had  been  ill  for  several  months. 

Survivors  include  his  widow  of  the  home,  three  sons, 
one  daughter,  a step-daughter,  and  11  grandchildren. 

ROBERT  McHENRY  CALEB.  M.D. 

1860-1951 

Robert  M.  C.  Hill,  M.D.,  McLoud  physician  and  re- 
tired Methodist  minister,  died  Thanksgiving  day. 

Dr.  Hill  was  born  June  19,  1860  at  Prospect,  Ohio. 
He  was  graduated  as  an  M.D.  from  the  Chicago  School 
of  Medical  Surgery  in  1883,  later  graduating  from  the 
Toledo  Medical  College  and  received  his  master’s  degree 
in  medicine  from  the  Ohio  Normal  University,  Ada, 
Ohio,  and  was  awarded  a doctor’s  degree  from  the 
Chicago  School  of  Medicine  in  1890.  He  practiced  in 
McLoud  until  1914  when  he  entered  the  ministry.  He 
received  his  Doctor  of  Divinity  degree  from  Taylor 
University,  Upland.  Ind.,  in  1922.  He  held  pastorates 
at  Ada,  Talihina,  Hartshorne,  Coalgate,  Prague,  Asher, 
Kiowa,  Spiro,  Afton  and  Wright  City  before  he  retired 
and  returned  to  McLoud. 

He  was  well  known  for  his  community  service,  in- 
cluding church,  lodge  and  medical  activities. 

GUY  CLARK.  M.D. 

1874-1951 

Guy  Clark,  M.D.,  77-year-old  retired  Sulphur  phy- 
sician, died  November  22  following  a nine  day  illness. 

A resident  of  Sulphur  for  the  past  11  years,  Doctor 
Clark  formerly  lived  in  Milburn  where  he  practiced  for 
more  than  45  years.  He  was  a member  of  the  Presby- 
terian church,  and  the  AF  and  AM  Blue  lodge  at  Mil- 
burn,  the  Consistory  at  McAlester,  and  the  KCCH  at 
McAlester,  and  a member  of  the  India  Temple  of  the 
Shrine  in  Oklahoma  City. 

Survivors  include  the  widow  of  the  home,  two 
sons,  one  daughter,  three  brothers  and  one  sister. 


RESOLUTION 

Whereas,  the  passing  of  Doctor  J.  H.  Humphrey  has 
been  keenly  felt  by  his  colleagues  of  the  Medical  Pro- 
fession, and  the  citizens  of  his  community  he  has 
served  with  loyalty  and  understanding  far  beyond  the 
call  of  his  profession,  and, 

WHEREAS,  his  passing  will  leave  a void,  not  only 
in  the  hearts  of  his  family,  but  in  the  hearts  of  all 
who  knew  him,  and, 

WHEREAS,  his  benevolent  and  co-operative  spirit 
will  be  missed  at  Medical  and  Civic  Meetings, 

NOW  THEREFORE  BE  IT  RESOLVED,  that  we 
the  members  of  the  Northwestern  Medical  Society,  do 
hereby  express  to  the  relatives  of  Doctor  Humphrey 
our  sympathy,  that  we  make  known  our  sentiments  and 
that  a copy  of  this  resolution  appear  in  the  minutes 
of  the  NORTHWESTERN  Counties  Medical  Society, 
and  a copy  be  sent  to  tbe  Oklahoma  State  Medical  Asso- 
siation. 

Adopted  this  13th  day  of  December,  1951. 
NORTHWESTERN  COUNTIES  MEDICAL  SOCIETY' 
s/  M.  H.  Newman,  President 
M.  C.  England,  Secretary 

C.  E.  Williams 
Ray  J.  Camp 

Committee  on  Resolutions 

RESOLUTION 

WHEREAS,  the  members  of  the  LeFlore-Haskell 
County  Medical  Society  being  mindful  of  their  loss 
in  the  death  of  Dr.  Aaron  M.  Mixon,  and, 

WHEREAS,  the  said  members  being  desirous  of  re- 
cording this  sense  of  loss,  and, 

WHEREAS,  it  is  the  wish  of  the  Society  as  a whole 
that  this  feeling  be  conveyed  to  the  wife  and  chil- 
dren, 

NOW  THEREFORE  BE  IT  RESOLVED,  that  the 
members  of  the  LeFlore-Haskell  County  Medical  Society 
accept  these  resolutions  as  evidence  of  the  deep  respect 
in  which  the  memory  of  Doctor  Mixon  is  held,  and, 

BE  IT  FURTHER  RESOLY’ED,  that  a copy  of  these 
resolutions  be  spread  upon  the  minutes  of  the  Society 
to  be  preserved  in  perpetuity  of  the  memory  of  Doctor 
Mixon,  and, 

BE  IT  FURTHER  RESOLVED,  that  a copy  of  these 
resolutions  be  sent  to  the  family  as  an  expression  of 
our,  the  Society ’s,  deepest  sympathy. 

s/  N.  K.  Williams,  M.D.,  President 
G.  M.  Hogaboom,  M.D  , Secretary 

Poteau,  Oklahoma 
December  7,  1951 


WEST  TEXAS  MATERNITY  HOSPITAL 


For  Unfortunate  Young  Women 


Secluded,  Homelike  Surroundings.  Excellent  Medical 
Care.  Arrangements  made  for  Adoption  through 
Licensed  Agency.  Reasonable  Rates. 

Patients  Received  Any  Time  During  Pregnancy 
2306  Hemphill  Fort  Worth,  Texas  Phone  Wilson  9258 
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Tiny  drops 
of  oH 
suspended 
in  water 


help  establish 
"habit  time” 


PETROGALAR  provides  a moderate  intake  of  mineral  oil 
in  the  form  of  a water-miscible  suspension. 

This  oil-in-water  combination  permeates  the  fecal  residue  to 
produce: 

► Gentle  lubricant  action,  without  “leakage” 

► Soft,  nonirritating,  easily  passed  stools 
^ Comfortable  bowel  movement 

PETROGALAR  may  be  taken  alone  or  in  milk,  water  or 
fruit  juices — with  which  it  is  readily  miscible. 


K 


PETROGALAR' 

Aqueous  Suspension  of  Mineral  Oil,  Wyeth 

Incorporated,  Philadelphia  2,  Pa. 
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OKLAHOMA  DEFENSE  BLOOD  CENTER  NOTES 

J.  R.  B.  Branch,  M.D. 
medical  director 


The  response  to  the  nationwide  appeal  for  blood  has 
been  extraordinary,  and  during  the  month  of  November, 
all  over  the  country  a total  of  approximately  80,000 
pints  were  collected.  Thsi  has  overtaxed  the  facilities  of 
the  processing  laboratories  to  such  an  extent  that  we 
have  all  been  asked  to  limit  our  collections  for  the  time 
being  to  keep  within  their  facilities.  This  has  meant 
that  in  Oklahoma  we  have  had  to  limit  our  recruitment 
of  prospective  donors  to  a number  sufficient  to  meet 
our  quota,  which  is  at  present  3,333  pints  per  month. 
Consequently,  a number  of  groups  of  individuals  have 
been  rather  disappointed  that  they  were  unable  to  give 
blood  now.  We  have  tried  to  make  it  clear  that  this 
slow-down  is  temporary  and  made  in  an  effort  to  give  a 
regular  and  sustained  production.  Those  who  cannot 
give  blood  now  will  certainly  be  called  upon  a little 
later.  We  expect  the  need  to  continue  month  by  month 
and  should  be  adequate  to  meet  all  the  needs  of  the 
armed  forces  as  we  see  it  today. 

As  of  December  20,  we  have  collected  and  shipped, 
7,050  pints  of  blood.  Until  December  17,  all  of  this 
was  sent  to  a processing  laboratory  for  conversion  into 
plasma.  Beginning  Monday,  December  17,  we  began  to 
ship  a certain  amount  of  whole  blood  to  be  sent  to 
Korea.  The  first  of  this  was  received  at  an  operation 
set  up  in  the  Oklahoma  Medical  Research  Foundation, 
which  is  our  present  headquarters;  the  donors  were 
made  up  of  staff  and  employees  of  the  Research  Foun- 
dation, Red  Cross,  Medical  School  and  Hospital.  One 
hundred  forty  prints  were  secured  that  day. 

Alberta  Webb  Dudley,  M.D.,  has  been  appointed  As- 
sistant Medical  Director  of  the  Oklahoma  Defense  Blood 
Center  and  began  her  duties  on  January  1.  This,  with  the 
addition  of  a full-time  assistant  in  the  Central  Supply 
Room,  will  complete  our  staff  and  enable  us  to  meet 
our  obligations  as  they  exist  today. 

All  the  county  medical  societies  have  been  requested 
to  designate  a medical  advisory  committee,  which 
through  its  chairman  will  work  with  the  chairman  of 


the  local  Red  Cross  chapter ’s  Blood  Program  committee. 
It  is  hoped  that  these  appointments  will  be  made  in 
the  near  future  and  that  these  represenaives  will  be 
in  Oklahoma  City  twice  a year.  W have  had  very  grati- 
fying response  from  the  medical  societies  in  supporting 
the  program  and  in  providing  local  medical  coverage 
for  operations  in  the  participating  counties.  So  far  22 
operations  have  been  completed  in  the  participating 
counties,  and  20-  in  Oklahoma  City. 

GRADY  COUNTY  REPORTS 

Representing  Grady  County,  C.  W.  Ohl,  M.D.,  medi- 
cal chairman  of  the  Grady  county  Red  Cross  chapter 
and  chairman  of  the  Blood  Donation  Committee  of  the 
Grady  County  Medical  Society,  gave  the  following  re- 
port of  activities  there. 

November  12  and  13  the  Bloodmobile  Unit  No.  2 
visited  Chickasha  with  headquarters  at  the  Christian 
Church.  During  the  seven  hours  of  operation  on  Mon- 
day the  unit  collected  175  pints  of  blood,  which  was 
the  top  amount  on  any  unit  within  this  Red  Cross  dis- 
trict for  the  period  of  time.  Oklahoma  City  collected 
169  pints  of  blood  in  10  hours  at  the  WKY  studio. 
The  total  for  the  two  days  was  333  pints  and  of  the 
76  rejectees,  the  bigger  percentage  were  temporary, 
which  included  people  with  low  hemoglobin,  acute  in- 
fections and  recent  operations.  The  group  of  permanent 
rejections  included  patients  with  heart  trouble,  chronic 
kidney  disease,  history  of  tuberculosis,  active  and  few 
cases  of  hepatitis  and  malaria  within  the  last  six  months. 

Physicians  cooperating  included  the  following:  J.  H. 
Foertsch,  A.  W.  Hoyt,  R.  G.  Stoll,  R.  R.  Coates,  B.  C. 
Chatham,  H.  H.  Macumber,  H.  M.  McClure,  L.  E.  Woods, 
W.  W.  Davis  and  S.  I).  Revere.  Under  the  direction  of 
Mrs.  Ohl,  the  doctors’  wives  and  many  other  R.  N. ’s 
cooperated  100  per  cent. 

On  November  21  the  unit  visited  Verden  at  which 
time  we  collected  86  whole  pints  of  blood  with  24 
rejected.  The  total  for  Grady  County  therefore  was 
419  pints  and  519  total  applications  for  donation. 


HAVE  YOU  HEARD? 


Gene  Single,  M.D.,  formerly  of  Oklahoma  City  and 
more  recently  of  Holdenville,  has  received  a naval  re- 
serve commission  and  is  now  stationed  at  Memphis, 
Tenn. 

Jack  Fetser,  M.D.,  is  now  Associated  in  practice  with 
D.  L.  Benson,  M.D.,  in  Cherokee. 

John  McDonald,  M.D.,  Tulsa,  chairman  of  the  O.S.M.A. 
Public  Policy  Committee  was  guest  speaker  at  the  Oil 
Capital  Business  and  Professional  Women’s  club  re- 
cently. His  topic  was  “Full  Partnership  with  your 
Medical  Profession.” 

Charles  E.  Green,  M.D.,  Lawton,  attended  a meeting 
in  Washington  recently  of  the  children’s  bureau  which 
is  in  charge  of  appropriations  for  crippled  children ’s 
clinics.  He  is  chief  of  staff  of  Comanche  County 
Memorial  Hospital,  which  is  co-sponsor  of  monthly 
crippled  children ’s  clinics  held  in  Lawton  under  the 
auspices  of  the  Oklahoma  Crippled  Children’s  Com- 
mission. 

Finis  Ewing,  M.D.,  Muskogee,  was  recently  presented 
a 50  year  gold  Masonic  certificate  and  button  at  a 
special  meeting  of  Muskogee  Lodge  No.  28,  A.  F. 
and  A.  M.  » tr  ^ . .y  .y. 


Dick  Graham,  executive  secretary,  spoke  to  the  Nor- 
man Lions  club  on  “Government  and  Medicine”  at  a 
recent  meeting. 

Gilbert  L.  Hyroop,  M.D.,  has  opened  his  offices  in 
the  Osier  Annex,  1220  N.  Walker,  Oklahoma  City. 

Henry  II.  Turner,  M.D.,  was  guest  lecturer  December 
14  at  Veterans  Hospital,  Amarillo,  Texas.  He  spoke  on 
“Clinical  Syndromes  of  the  Adrenal  Cortical  Hyper- 
activity. ’ ’ 

T.  n.  McCarley,  M.D.,  McAlester,  attended  the  Na- 
tional Public  Health  Conference  in  Washington,  D.C., 
as  an  Oklahoma  delegate. 

Malcom  Horne  has  opened  his  new  offices  in  the 
Bowman  building,  111  Stanley  Blvd.,  Ardmore,  Okla. 

Loraine  Schmidt,  M.D.,  has  assumed  direction  of  the 
health  services  in  Creek,  Rogers  and  Wagoner  counties. 

Bernard  Lowenstein,  M.D.,  superintendent  of  the 
Shawnee  Tubercular  Sanitarium  since  April,  1946,  has 
moved  to  Albuquerque,  New  Mexico,  where  he  is  Medi- 
cal Administrator  in  the  Veterans  Administration. 

Ernest  Lachman,  M.D.,  professor  of  anatomy  at  the 
University  of  Oklahoma  School  of  Medicine,  was  in- 
ducted into  the  Oklahoma  Hall  of  Fame  recently. 
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“Premarin”—  a naturally  oc- 
curring conjugated  estrogen 
which  has  long  been  a choice  of 
physicians  treating  the  climac- 
teric—is  earning  further  clinic  al 
acclaim  in  the  treatment  of 
functional  uterine  bleeding. 

The  aim  of  estrogenic  therapy 
in  functional  uterine  bleeding 
is  to  bring  about  cessation  of 
bleeding,  and  to  produce  sub- 
sequent regulation  of  the  cycle. 
Once  hemostasis  is  achieved, 
the  maximum  daily  dosage  of 
“Premarin”  must  be  continued 
to  prevent  recurrence  of  bleed- 
ing. This  schedule  forms  part 
of  cyclic  estrogen-progesterone 
treatment  for  attempted  salvage 
of  ovarian  function. 

“Premarin”  contains  estrone 
sulfate  plus  the  sulfates  of  equi- 
lin,  equilenin,  /5-estradiol,  and 
/5-dihydroequilenin.  Other  a- 
and  /3-estrogenic  “diols”  are 
also  present  in  varying  amounts 
as  water-soluble  conjugates. 


An  "estrogen  of  choice 
for  hemostasis 
is  Tremarin’ 
in  tablets  of  1.25  mg.  . . . 

The  usual  dose  for  hemostasis 
is  2 tablets  three  times  a day. 
If  bleeding  has  not  decreased 
definitely  by  the  third  day  of 
treatment  the  dosage  level 
may  be  increased  by 
50  per  cent." 

‘Fry,  C.  0.:  J.  Am.  M.  Women’s  A.  4:51  (Feb.)  1949 


Estrogenic  Substances  ( water-soluble) 
also  known  as  Conjugated  Estrogens  ( equine) 


Four  potencies  of  “Premarin”  permit  flexibility  of 
dosage:  2.5  mg.,  1.25  mg.,  0.625  mg.,  and 
0.3  mg.  tablets;  also  in  liquid  form,  0.625  mg.  in  each 
4 cc.  (1  teaspoonful). 


Ayerst,  McKenna  & Harrison  Limited 
22  East  40th  Street,  New  York  16,  N.  Y. 
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TO  ALL  MY  PATIENTS 

I invite  you  to  discuss  frankly 
with  we  any  questions  regarding 
my  services  or  my  fees. 

The  best  medical  service  is  based 
on  a friendly  mutual  under- 
standing between  doctor  and  patient. 


Plaque  Available  at  $1.00  Each  From  Executive  Office. 


CLASSIFIED  ADS 


FOR  SALE : 15  MA  vertical  fluoroscopy  and  x-ray 
combination;  complete  darkroom  equipment;  Birtcher 
FCC  approved  diathermy;  Hamilton  steel  examining 
table;  all  nearly  new.  Write  Key  Z,  care  of  the  Journal. 

FOR  SALE : 50  M.A.  96  KV  heavy  duty  Aloe  x-ray. 
Fluoroscope  machine  with  table  and  synchronize  travel- 
ing bucky.  Complete  with  cassette,  hangers  and  all  dark- 
room equipment.  In  use  three  months.  Warren  Gibson, 
Phone  1003,  Lindsey  Memorial  Hospital,  Pauls  Valley, 
Oklahoma. 


THE  NEUROLOGICAL 
HOSPITAL 

2625  West  Paseo 
Kansas  City,  Missouri 


A voluntary  hospital  providing  the  care 
and  treatment  of  nervous  and  mental 
patients,  and  associate  conditions. 


WANTED:  Registered  laboratory  technician  by  two 
physicians  in  Sapulpa.  Monthly  salary  $250  plus  half 
the  fee  of  lab  work  done  for  the  other  doctors.  Urgent 
that  position  be  filled  immediately.  Write  Key  J,  care  of 
the  Journal. 

FOR  SALE:  WTell  established  practice  and  well 

equipped  office  in  Oklahoma  City.  Write  Key  D,  care  of 
the  Journal. 

FOR  SALE:  Large  Cameron  cautery;  small  cautery; 
small  examining  table,  by  widow  of  deceased  physician. 
White  Key  S,  care  of  the  Journal. 


TROWBRIDGE  TRAINING  SCHOOL 

ESTABLISHED  1917 

For  unusual  children.  Medical  and  psychiatric 
supervision.  Experienced  teachers.  Individual 
special  training.  Home  atmosphere.  Enrollment 
limited.  Approved  and  registered  by  the  Coun- 
cil of  Medical  Education  and  Hospitals  of  the 
A. M.A.  Pamphlet. 

E.  H.  TROWBRIDGE,  SR.,  M.D. 

1905  Bryant  Bldg.  Kansas  City  6,  Mo. 
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intravenous 


Indicated  for  use  in  all  infections  of 
such  severity  that  intravenous  injection 
is  the  preferred  route,  Crystalline 
Terramycin  Hydrochloride  Intravenous 
provides  a rapid  acting  form  for  the 
attainment  of  immediate  high  serum 
concentrations.  Recommended  when  oral 
therapy  is  not  feasible,  in  severe 
fulminating  or  necrotizing  infections, 
in  surgical  prophylaxis  in  selected  cases, 
and  in  peritonitis.  For  hospital  use  only. 


Supplied 


10  cc.  vial , 250  mg.; 
20  cc.  vial,  500  mg. 


ANTIBIOTIC  DIVISION 


Terramycin  is  also  available  as  Capsules, 
Elixir,  Oral  Drops,  Ophthalmic  Ointment, 
Ophthalmic  Solution. 

CHAS.  PFIZER  & CO.,  INC.,  Brooklyn  6,  N.  Y. 
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The  Continental  Professional  Plan 

OF  ACCIDENT  & SICKNESS  INSURANCE 

EFFECTIVE  and  OPERATING  FOR 

Members  of  your  State 

MEDICAL  PROFESSION 

DESIGNED  EXCLUSIVELY 
By  CONTINENTAL  CASUALTY  COMPANY 

One  of  the  Oldest  and  Largest  Stock  Casualty 
Companies  in  the  World 


A Few  cf  the  Many  Outstanding  Features 


if  The  premium  does  not  increase  as  you 
grow  older. 

if  House  confinement  is  never  required  to 
collect  full  benefits. 

if  Indemnities  cannot  be  prorated  because 
of  other  insurance  or  for  performing 
duties  of  a more  hazardous  occupation. 
if  Policies  cannot  be  restricted  by  rider  to 
exclude  any  disease  or  injury  originat- 
ing after  date  of  issue. 


if  Monthly  benefits  for  both  accident  and 
sickness  payable  FROM  FIRST  DAY  - 
Minimum  claim  7 days. 
if  Pays  monthly  benefits  for  disability  re- 
sulting from  "accidental  bodily  injury": 

—the  term  "accidental  means"  is  NOT 
used. 

if  Pays  monthly  accident  benefits  regard- 
less of  whether  disability  commences 
within  a certain  specified  time. 
if  No  automatic  termination  age. 

Renewal  is  guaranteed  to  individual  active  members  of  the 
profession  regardless  of  age,  so  long  as  the  premiums  are  paid 
in  accordance  with  the  terms  of  the  contract  and  the  plan  con- 
tinues in  effect  for  the  members  in  your  designated  territory. 

The  Continental  Casualty  Company  pioneered  in  the  writing  of  Professional  Association  In- 
surance plans.  The  first  such  plan,  written  in  1923,  is  still  in  effect  and  the  Company  has 
never  cancelled  or  declined  to  renew  a Professional  Plan  because  of  unfavorable  loss  ex- 
perience. 

NOW  available  to  all  eligible  members  in  active  practice  and  under  69  years  of  age. 

Plans  A or  B available  to  female  members  under  age  65. 

SICKNESS  BENEFITS 

PAYS.  . A Monthly  Indemnity  for  total  disability 
during  first  year,  whether  house  confined 
or  not, From  First  Day 

PAYS..  Total  Monthly  Indemnity  First  2 Years... 

ACCIDENT  BENEFITS 

PAYS..  A Monthly  Indemnity  for  total  disability 
during  first  year From  First  Day 

PAYS..  Total  Monthly  Indemnity  First  2 Years... 

PAYS..  Monthly  Indemnity  for  partial  disability 
up  to  13  weeks From  First  Day 


PLAN  AA 

PLAN  A 

PLAN  B 

$ 300. 

$ 200. 

$ 100. 

5400. 

3600. 

1800. 

300. 

200. 

100. 

5400. 

3600. 

1800. 

120. 

80. 

40. 

^7/te  GoAi  H Jlcua 


OPTIONAL  BENEFITS 


PLAN  AA 

PLAN  A 

PLAN  B 

Annual 

$138.00 

$92.00 

$46.00 

Semi-Annual 

69.50 

46.50 

23.50 

ADD  $5.00  TO  FIRST  PREMIUM  ONLY 


Monthly  Hospital  Indemnity  may  be  added  up  to 

for  $6.00  per  $100  ....  Hospital  Benefits  payable  for 
One  to  90  days  — Each  disability. 

Accidental  Death  and  Dismemberment  Indemnity  up  to.  . 
Added  for  $2.00  per  $1000. 


PLAN  AA 

PLAN  A 

PLAN  B 

$ 450. 

$ 300. 

$ 150. 

7500. 

5000. 

2500. 

CONTINENTAL  CASUALTY  CO. 

PROFESSIONAL  DEPARTMENT,  Intermediate  Division 

30  EAST  ADAMS  STREET  — CHICAGO  3,  ILLINOIS 


THE  JOURNAL 

of  the 

OKLAHOMA  STATE  MEDICAL  ASSOCIATION 

EDITORIALS 

The  editors  welcome  letters  from  readers.  The  Journal  is  yours.  Why  not  let  the  Edi- 
torial Board  know  ivhat  you  think  of  it.  Your  comments,  whether  favorable  or  unfavorable, 
may  be  helpful. 

MURRAY  AND  MEDICINE 


Regardless  of  what  Governor  Murray  said 
at  the  recent  meeting  in  Tulsa,  the  publicity, 
whether  true  or  false,  fair  or  unfair,  the 
response  from  the  Governor’s  office  is  sig- 
nificant and  should  not  be  summarily 
damned  by  members  of  the  medical  profes- 
sion without  serious  thought.  Large  sums 
of  money  are  being  spent  to  improve  public 
relations.  In  part,  this  is  necessary  because 
certain  members  of  the  profession  have  en- 
tered the  materialistic  marathon  courting 
well-to-do  patients  and  large  fees  while  cut- 
ting the  poor,  shunning  questionable  calls 
and  refusing  all  night  calls. 

This  attitude  toward  professional  duties 
with  a reticent  or  indifferent  response  to 
sick  calls  is  responsible  for  some  of  the 
“jabs  at  doctors.” 

The  term  “public  relations”  with  refer- 
ence to  medicine  was  unknown  until  society 
became  increasingly  mercenary  and  mem- 
bers of  the  medical  profession  joined  in  the 
race  for  the  “golden  quid.”  Forgetting  that 
the  medical  profession  exists  for  service,  not 
for  “filthy  lucre”  some  members  go  too  far. 
Nearly  all  the  complaints  coming  before  the 
grievance  committee  have  to  do  with  fees 
and  strange  to  say,  there  has  not  been  one 
single  charge  that  fees  are  too  small. 

The  writer  has  received  information  about 
a fee  of  $5000  for  an  operation  usually  per- 
formed for  $150.  The  patient,  well  able  to 
pay,  sent  a check  for  $1000  and  said,  go  to 

for  the  balance.  Perhaps  the  recently 

distributed  plaque  requesting  a discussion 
before  the  bill  is  sent  will  help  to  overcome 
such  harmful  situations.  On  the  patient’s 
side  of  the  ledger,  the  writer  knows  of  a 
case  where  the  check  for  services  was  nearly 
three  times  the  amount  of  the  fee  with  a 
voluntary  expression  of  appreciation  for 
services  well  performed. 

Space  will  not  permit  all  the  qualifying 
factors  in  connection  with  medical  fees. 
Even  though  we  can  say  that  false  accusa- 
tions are  not  uncommon  there  is  convincing 
evidence  that  dissatisfaction  arises  through 
overcharging  or  perhaps  more  often  through 
lack  of  understanding.  In  the  latter  case 
both  the  physician  and  the  patient  may  be 


at  fault  for  not  frankly  placing  the  cards 
on  the  table.  It  is  difficult  to  estimate  the 
value  of  medical  care.  Often  it  is  much 
greater  than  the  patient  can  or  will  pay. 
But  in  cases  where  there  is  the  least  doubt 
bills  should  not  be  presented  without  mutual 
understanding  An  open  discussion  in  the 
light  of  present  day  medical  knowledge  and 
superior  service  now  available  would  help 
the  rich  to  better  appreciate  relative  values 
and  the  moderately  well  to  do  and  the  poor 
to  appreciate  what  they  receive. 

Apropos  relative  values,  a multi-million- 
aire had  an  emergency  appendectomy.  A 
close  friend  whose  husband  in  addition  to 
his  regular  law  practice,  was  drawing  a 
$5000  retaining  fee  from  one  company,  said, 
“wasn’t  it  awful  the  doctor  charged  $5000 
for  the  operation?”  The  critical  friend  had 
not  fully  understood  the  possibility  of  a rup- 
tured appendix  and  death  versus  life  and 
well  being  with  a fee  of  $5000  which  was 
small  compared  to  much  larger  fees  for  the 
safeguarding  of  accumulated  wealth.  If  it  is 
worth  so  much  to  safeguard  wealth,  how 
much  is  it  worth  to  live  and  enjoy  it? 

The  people  know  entirely  too  little  about 
the  value  of  medical  care  and  its  increased 
efficiency.  They  know  even  less  about  the 
cost  of  medical  education  and  adequate 
equipment  for  good  care.  They  do  not  think 
of  the  relative  safety  and  increased  longev- 
ity ; they  are  unaware  of  the  saving  of  time 
and  costs  through  what  almost  amounts  to 
magic  therapy.  This  lack  of  knowledge  and 
appreciation  may  be  charged  against  a pro- 
fession. Though  earnestly  bent  on  human 
weal,  the  members  forget  or  under  pressure, 
fail  to  practice  the  art  of  medicine  without 
which  neither  patient  nor  physician  can  be 
fully  satisfied. 

Paid  Public  Relations  can  never  take  the 
place  of  the  art  of  medicine.  If  we  want  to 
remain  free  and  live  on  a level  high  above 
the  filth  that  has  infiltrated  the  executive 
branch  of  our  government,  we  must  put  the 
grievance  committee  out  of  business  through 
an  improved  patient-physician-God  relation- 
ship. In  other  words,  we  must  clean  house 
and  rid  the  closets  of  their  skeletons. 
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ANTIBIOTIC  SYNGERGISM 
AND  ANTAGONISM 
It  is  becoming  increasingly  apparent  that 
“Shot-gun”  treatment  of  various  types  of 
pyogenic  infections  is  not  only  often  dis- 
appointing but  when  more  than  one  anti- 
biotic is  used  simultaneously  may  actually 
retard  the  patient’s  recovery.  Lepper  and 
Dowling'  have  critically  reviewed  their  cases 
of  pneumococcus  meningitis  and  have  found 
a significantly  higher  fatality  rate  in  those 
patients  treated  with  penicillin  and  aureo- 
mycin  than  in  those  who  were  treated  with 
penicillin  alone.  Jawetz  et  al2  in  studies  on 
streptococcus  pyogenes  and  Klebsiella  pneu- 
moniae have  demonstrated  in  vitro  and  in 
experimental  animals  antagonism  between 
penicillin  and  aureomycin,  terramycin  and 
chloramphenicol.  Jawetz  et  al3  suggest  that 
“probably  chloramphenicol  modifies  the 
characteristics  of  the  bacterial  population 
so  as  to  make  it  less  susceptible  to  penicillin 
action.” 

On  the  other  hand  a synergistic  action 
has  been  demonstrated  between  some  of  the 
antibiotics  making  their  combined  action 
against  certain  organisms  much  more  effec- 
tive than  either  alone.  A patient  with  sta- 
phyloccus  albus  bacterial  endocarditis  was 
cured  with  streptomycin  and  terramycin.  A 
synergism  has  been  shown  between  penicil- 
lin and  streptomycin  in  infections  due  to 
streptococcus  faecalis  and  between  aureo- 
mycin and  dihydrostreptomycin  in  brucel- 
losis 

Such  accumulating  data  suggests  in  cases 
of  serious  illness  where  antibiotics  are  of 
necessity  indicated,  treatment  may  be 
started  imperially  but  the  cultures  neces- 
sary for  a complete  study  of  the  organism 
should  be  first  obtained.  Such  infections  are 
meningitis,  septicemia,  bacterial  endocardi- 
tis, osteomyelitis,  focal  nephritis,  or  any  in- 
fection in  which  the  outcome  would  be 
doubtful  without  the  help  of  antibiotics.  It 
would  also,  from  the  evidence  piling  up, 
seem  unwise  to  treat  patients  with  the  anti- 
biotics when  no  real  indication  exists. 

1.  Lepper,  Mark  H.:  Dowling,  Harry  F. : Treatment  of 

Pneumococcic  Meningitis  With  Penicillin  Compared  With  Peni- 
cillin Plus  Aureomycin.  Arch.  Int.  Med.;  88:489  (Oct.)  1951. 

2.  Jawets,  E. ; Gunison,  J.  B.;  Speck,  R.  S. : and  Coleman, 
A'.  R. : Studies  on  Antibiotic  Synergism  and  Antagonism,  Arch. 
Tut.  Med.;  87:349  (March)  1951. 

3.  Jawetz,  E. ; Gunnison,  J.  B.:  and  Speck,  R.S. : Antibiotic 
Synergism  and  Antagonism.  New  Eng.  J.  Med.;  245:966  (Dec.) 
1951. 

SAFETY  IN  SELF  SUFFICIENCY 
In  the  trying  age  it  is  surprising  how 
much  many  people  expect  for  nothing.  Even 
labor  demands  more  and  more  for  less  and 


less  with  a spirit  that  is  not  in  keeping  with 
the  golden  rule.  Capital,  not  always  in  the 
clear,  may  be  equally  short  sighted.  Cross 
purposes  usually  mean  crucifixion  for  both 
parties. 

Christ,  Himself  a laborer,  offered  salva- 
tion only  through  the  “way  of  the  cross.” 
Having  grown  soft  and  callous  we  have  dis- 
carded the  hard  way.  We  seek  salvation 
through  subsidy  and  reap  damnation.  When 
we  give  up  the  effort  of  making  money 
through  individual  endeavor,  we  depart  from 
honor  and  integrity  and  reap  moral  and 
material  bankruptcy. 

TO  STATE  ASSOCIATION  ESSAYISTS 

While  the  Journal  is  not  obligated  to  pub- 
lish all  the  scientific  papers  delivered  at  the 
Annual  State  Meeting,  the  members  of  the 
Editorial  Board  are  desirous  of  printing 
every  manuscript.  Those  who  make  presen- 
tations at  the  meeting  and  submit  manu- 
scripts for  publication  should  remember 
that  the  Editorial  Board  is  responsible  to 
the  membership  for  the  Journal.  Therefore, 
a critical  perusal  of  each  manuscript  must 
determine  its  suitability  for  publication.  The 
decision  necessarily  rests  upon  several  fac- 
tors. The  most  important  are  scientific 
merit,  including  clinical  research,  value  to 
membership  of  the  State  Association  and  the 
quality  of  writing. 

The  true  significance  of  the  latter  require- 
ment is  well  expressed  in  the  following  from 
Dr.  Richard  M.  Hewitt : 

“To  a responsible  writer,  the  manuscript, 
with  his  name  on  it,  is  the  highest  product 
of  his  mind  and  art;  as  nearly  flawless  as 
he  can  make  it,  his  property,  rooted  in  his 
character  and  evidence  of  it.  He  is,  more- 
over, scrupulous  in  matters  of  credit,  use  of 
quotation  marks,  accuracy  of  quotations, 
accuracy  of  paraphrase  and  accurate  of  ref- 
erence. All  this  implies  he  can,  and  will,  read 
accurately.” — Richard  M.  Hewitt,  M.A, 
M.D.,  Ass’t.  Prof,  of  Medical  Literature, 
Mayo  Foundation,  University  of  Minnesota. 
Mississippi  Valley  M.  J.,  74-2,  Jan.,  1952. 

A PARALLEL 

In  the  golden  age  of  Grecian  culture 
Socrates  “the  incarnation  of  reason” 
reached  the  pinnacle  of  moral  speculation. 
Hippocrates  replaced  magic  with  the  science 
and  the  art  and  through  the  oath  he  made 
medicine  ethical  and  moral.  Plato,  day 
dreaming,  idealized  human  relations  and 
political  science.  Aristotle,  his  pupil,  turned 
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to  earth  for  cause  and  effect  and  became  the 
progenitor  of  all  the  natural  sciences. 

Socrates,  yielding  to  official  decree  with 
philosophy  tugging  at  his  soul,  chose  death 
rather  than  exile,  drank  the  fatal  cup  and 
vanished  in  the  dark.  Plato  with  his  meta- 
physical gleam  likewise  passed  from  the 
scene.  The  scientific  teachings  and  writing 
of  Hippocrates  and  Aristotle  were  neglected 
and  ultimately  submerged  in  the  Dark  Ages. 
Even  Sophocles  anticipated  the  unhappy 
trend  and  said : 

“When  Reason’s  day 
Sets  rayless-joyless-quinched  in  cold 
decay 

Better  to  die,  and  sleep 
The  never-waking  sleep,  than  linger, 
on, 

And  dare  to  live,  when  the  soul’s  life 
is  gone.” 

For  centuries  the  speculative  spirit  of 
Greek  learning  was  replaced  by  greed  for 
power  and  material  progress  with  Rome  as 
the  dominant  center. 

Ultimately  Augustus  Caesar  unconscious 
of  his  fate  sat  on  the  throne  of  world  em- 
pire. With  the  nod  of  his  head  he  could  move 
the  world  and  place  distant  kings  in  chains- 
It  was  a bitter  winter  for  humanity,  blighted 
by  ignorance,  suspicion,  envy,  discord,  sel- 
fishness and  fear.  In  the  abscence  of  science 
and  reason  the  Decline  and  Fall  was  in- 
evitable. 

Today  in  the  United  States  science  and 
reason  are  being  treatened  by  similar  cen- 
tralization of  power  at  the  seat  of  govern- 
ment. When  power  becomes  absolute,  lib- 
erty will  become  obsolete  and  the  would-be 
Augustus  Caesar  will  take  over.  Medicine 
looms  large  in  the  realm  of  science  and  rea- 
son, and  history  shows  that  the  regimenta- 
tion of  the  medical  profession  and  the  peo- 
ple in  need  of  medical  care,  has  served  well 
the  obsessive  Caesar,  psychology  which  pre- 
pares the  way  for  political  coercion,  Decline 
and  Fall. 

At  least  20  civilizations  have  succumbed 
but  archeological  excavations  for  the  amaze- 
ment of  their  successors  have  no  appeal  for 
the  American  citizenry.  Yet  the  federaliza- 
tion of  medicine,  if  it  comes,  will  give  the 
United  States  a front  seat  on  the  toboggan 
that  swiftly  moves  toward  the  point  of  no 
return  where  oblivion  has  enveloped  succes- 
sive civilizations  in  subterranean  mold. 


Shall  we  continue  to  be  passive  victims  of 
the  catastrophic  trend  and  be  jolted  into  a 
hopeless  realization  only  by  the  toboggan 
stage  of  our  decline  or  shall  we  reserve 
the  trend  by  alert  response  and  audible  op- 
position to  every  vicious  move  toward  the 
welfare  state,  with  circumspect  living,  in- 
tensive education,  the  ultimate  possible  in- 
fluence and  the  delivery  of  as  many  votes 
as  can  be  mustered.  Failing  in  this,  every 
physician  in  the  U.  S.  not  already  engaged 
in  some  government  service,  should  refuse 
to  serve  under  any  plan  that  destroys  the 
patient-physician  relationship  and  imposes 
compulsion,  utterly  incompatible  with  free- 
dom. 

Most  people  are  afraid  of  death  but  for  the 
physician  death,  with  an  accounting  in  the 
clear,  would  be  far  better  than  life  under 
coercion  robbing  both  patient  and  physician 
of  free  inittiative  and  a great  nation  of  its 
hard  earned  liberty. 

American  medicine  stands  among  the 
causes  worth  fighting  for  and  dying  for  if 
freedom  and  honor  demand.  It  is  time  for 
us,  “the  people,”  to  roll  up  our  sleeves  and 
see  that  government  in  the  United  States  is 
“by  the  people’  and  “for  the  people.”  Fear 
for  the  safety  of  the  body  should  never  en- 
slave the  soul. 

“NURSING  GOD'S  POOR ” 

William  Osier  believed  there  is  no  higher 
mission  on  earth  than  that  of  providing  care 
for  the  poor.  Through  an  awakened  mass 
psychology,  political  expediency  and  profes- 
sional indifference  the  medical  care  of  the 
poor  has  largely  passed  into  the  hands  of 
the  self-seeking  agencies  of  government. 

Since  charity  no  longer  begins  at  home, 
the  poor,  the  profession  and  the  people  at 
large,  have  suffered  because  the  cold,  im- 
personal functions  of  government  have  re- 
placed the  chastening  influence  of  charity 
individually  administered. 

The  physician  who  refuses  to  do  his  share 
of  charity  work  and  continues  to  accept  the 
ever  increasing  bureaucratic  brand,  is  sell- 
ing his  heritage  for  a mess  of  political 
pottage- 

William  Harvey,  who  discovered  the  cir- 
culation of  the  blood,  gave  one  day  a week 
to  charity.  William  Withering,  who  speeded 
the  circulation  by  the  discovery  of  digitalis, 
devoted  two  hours  a day  to  charity.  William 
Osier,  who  taught  that  in  medicine  the  heart 
must  be  employed  equally  with  the  head, 
devoted  much  time  to  “nursing  God’s  poor.” 
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SCIENTIFIC  ARTICLES 

CARCINOMA  OF  THE  THYROID  GLAND* 


P J.  Rosenbaum,  Harrell  C.  Dodson,  M.D.  and  L.  J.  Starry,  M.D. 

OKLAHOMA  CITY,  OKLAHOMA 


Carcinoma  of  the  thyroid  gland  constitutes 
only  about  one  per  cent  of  human  cancer. 
Nevertheless,  it  is  clinically  more  important 
than  many  more  common  forms  of  cancer 
for  the  following  reasons : 

(1)  Approximately  90  per  cent  of  thyroid 
cancers  originate  in  pre-existing,  long  stand- 
ing, single  adenomas  and  can  be  prevented 
by  removal  of  the  thyroid  adenomas.1’4 

(2)  The  superficial  location  of  the  thyroid 
gland  makes  it  possible  to  discover  about  80 
per  cent  of  thyroid  tumors  relatively  early 
in  their  course. 

(3)  The  majority  of  carcinomas  of  the 
thyroid  remain  localized  in  the  thyroid  gland 
and  homolateral  cervical  lymph  nodes  over 
a period  of  years.  Accordingly,  the  prog- 
nosis, with  adequate  surgical  removal,  is 
excellent.1 

(4)  The  histologic  types  of  throid  can- 
cer that  are  most  amenable  to  treatment 
develop  predominantly  during  the  most  pro- 
ductive years  of  life,  while  the  types  with 
a poor  prognosis  are  most  common  in  older 
age  groups.2 

CLASSIFICATION 

The  classification  of  thyroid  tumors  by 
Warren3  is  as  follows: 

Benign: 

( 1 ) Adenoma 

a.  Embryonal 

b.  Fetal 

c.  Simple 

1 — Hurtle  Cell 

(2)  Papillary  Cystadenoma 

Malignant: 

GROUP  I:  Low  or  Potential  Malignancy 

1.  Adenoma  with  blood  vessel  invasion. 

2.  Papillary  cystadenoma  with  blood 
vessel  invasion. 

GROUP  II:  Moderate  Malignancy 

1.  Papillary  adenocarcinoma  (50  per 
cent  all  malignancies) 

* Presented  before  the  General  Session  at  the  Annual  Meeting 
of  the  Oklahoma  State  Medical  Association.  May  23.  1951. 


2.  Alveolar  adenocarcinoma 

3.  Hurthle  cell  adenocarcinoma 

GROUP  III.  High  Malignancy 

1.  Small  cell  carcinoma 

a.  Compact  type 

b.  Diffuse  type 

2.  Giant  cell  carcinoma 

3.  Epidermoid  carcinoma 

4.  Fibrosarcoma 

5.  Lymphoma 

CLINICAL  FEATURES 

The  usual  clinical  features  of  thyroid 
cancer  are  well  known.  The  following,  how- 
ever, deserve  emphasis : 

(1)  Tumors  of  high  malignancy  (Group 
III)  are,  fortunately,  rare  (comparatively 
20  per  cent).  In  general,  they  are  character- 
ized by  rapid  growth,  extensive  local  in- 
vasion, early  metastasis  to  distant  sites  and 
poor  prognosis. 

(2)  The  types  of  carcinoma  which  are 
most  common  and  which  have  the  best  prog- 
nosis (Groups  I and  II)  may  be  indistin- 
guishable, clinically  and  grossly,  from  be- 
nign adenomas.  These  represent  80  per  cent 
of  thyroid  cancer. 

(3)  Cancer  occurs  rarely  in  diffusely  en- 
larged thyroids,  in  about  10  per  cent  of 
multinodular  glands,  and  in  approximately 
25  per  cent  of  glands  which  present  a single, 
discrete,  nodule.4 

(4)  In  a small  percentage  of  thyroid  car- 
cinoma, the  primary  tumor  is  so  small  that 
it  is  not  palpable  and  the  metastatic  implants 
in  the  homolateral  cervical  lymph  nodes  con- 
stitute the  only  clinical  evidence  of  the 
tumor.5-6  Formerly,  failure  to  understand 
the  true  nature  of  such  cases  led  to  the 
erroneous  conception  of  “lateral  aberrant 
thyroid  tumors.” 

(5)  About  15  per  cent  of  thyroid  tumors 
entend  substernally  and,  therefore,  may  not 
be  palpable.1 

(6)  Rarely,  distant  metastasis  to  the 
lungs,  bones,  liver,  kidneys  and  brain  may 
be  the  initial  manifestation  of  thyroid 
cancer. 
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(7)  The  incidence  of  cancer  of  the  thyroid 
is  approximately  two  females  to  one  male. 

TREATMENT 

The  proper  treatment  of  a patient  with 
a solitary  mass  (which  may  or  may  not  be 
carcinoma)  within  a lobe  of  the  thyroid 
gland  is  complete  removal  of  the  involved 
lobe  and  isthmus.  If  the  tumor  extends  be- 
yond the  capsule  of  the  gland  or,  if  metas- 
tasis to  the  cervical  lymph  nodes  is  suspected 
or  proved,  the  operation  should  include  re- 
moval, by  block  dissection,  of  the  lobe  and 
isthmus  of  the  gland,  the  overlying  infra- 
hyoid muscles,  and  lateral  and  supraclavicu- 
lar lymph  nodes  with  adjacent  structures 
such  as  the  internal  and  external  jugular 
veins  and  the  sternocleidomastoid  muscle. 
In  more  advanced  cases  it  is  often  necessary 
to  include  dissection  of  the  submaxillary 
triangle  and  the  superior  mediastinum.  Ex- 
tension of  tumor  into  the  opposite  lobe  of 
the  thyroid  necessitates  complete  removal  of 
the  gland  and  bilateral  neck  dissection.  In 
such  instances,  the  internal  jugular  vein 
should  be  preserved  on  one  side. 

Radiotherapy,  in  its  various  forms,  is  use- 
ful primarily  as  palliative  treatment  in  in- 
curable cases  and  secondly,  as  an  adjunct 
to  surgery.  With  the  availability  of  radio- 
active iodine  we  now  have  a method  for 
administering  radiotherapy  of  a select  type 
in  a small  group  of  cases. 

Functioning  thyroid  tissue’s  natural  affin- 
ity for  iodine7  is  the  basis  for  using  radio- 
active iodine  in  various  thyroid  diseases, 
both  as  a diagnostic  tool  and  as  a method 
of  treatment.  Radioiodine  is  characterized 
by  its  chemical  identity  to  normal,  stable 
iodine  (the  thyroid  gland  cannot  distinguish 
between  radioactive  and  stable  iodine  atoms) 
and  by  the  radiations  it  emits  (beta  par- 
ticles and  gamma  rays). 

As  a tracer  in  cases  of  thyroid  carcinoma, 
a dose  of  approximately  1 millicurie  (1000 
microcuries)  is  given  orally,  on  an  empty 
stomach,  while  the  patient  is  on  an  iodine- 
free  diet.  The  48  hour  urinary  output  of 
radioiodine  is  compared  with  normal  figures 
to  ascertain  the  degree  of  function  of  the 
gland.  Normal  excretion  values  range  from 
44.0  to  87.8  per  cent  of  the  administered 
dose  at  48  hours.  A radiation  survey  of  the 
entire  body  is  made  to  determine  the  sites 
of  functioning  metastasis  or  radioiodine 
localization.  This  survey  is  done  by  placing 
a lead-shielded  directional  Geiger-Mueller 
tube  over  the  various  parts  of  the  body  and 
counting  the  number  of  gamma  rays  entering 


the  tube  in  a convenient  unit  of  time.  Areas 
which  exhibit  a relatively  increased  number 
of  counts  represent  foci  of  increased  radio- 
iodine concentration. 

The  usefulness  of  radioiodine  in  the  treat- 
ment of  metastatic  thyroid  cancer  stems 
from  its  selective  localization  in  metastatic 
areas8  and  the  beta  particles  emitted  by  the 
isotope.  To  a large  degree,  the  destruction 
of  neoplastic  thyroid  tissue  by  radioiodine 
is  the  result  of  bombardment  of  the  various 
malignant  elements  by  the  beta  particles  of 
the  iodine.  For  this  reason,  if  radioiodine 
therapy  is  to  be  fully  effective,  it  should  be 
utilized  in  those  cases  where  there  is  a homo- 
geneous distribution  of  the  isotope  within 
the  tissue.  Generally  speaking,  this  situation 
is  attained  when  the  pathological  structure 
exhibits  a follicular  pattern,  with  an  orderly 
cellular  arrangement,  and  the  presence  of 
colloid  within  the  follicles.9  The  rule,  how- 
ever, is  subject  to  many  exceptions.  There- 
fore, there  has  arisen  the  technique  of  auto- 
radiography10 which  is  the  final  arbiter  in 
cases  of  question  as  to  whether  radioiodine 
therapy  will  be  effective.  In  this  procedure, 
a tracer  dose  of  1-131  is  administered  12- 
to  24  hours  previous  to  surgery.  The  radio- 
iodine-containing  gland  is  removed  and  sec- 
tions, specially  prepared,  are  placed  on  slides 
coated  with  special  photographic  emulsion. 
The  radiations  from  the  radioactive  iodine, 
which  has  become  an  integral  part  of  the 
thyroid  tissue,  will  cause  blackening  of  the 
photographic  emulsion.  The  pattern  of  the 
radiograph  thus  produced  may  be  correlated 
with  areas  seen  in  normal  histological  sec- 
tions, the  areas  of  blackening  corresponding 
to  radioiodine  containing  structures. 

Where  surgery  no  longer  offers  an  avenue 
of  attack  on  thyroid  carcinoma  with  metas- 
tasis, treatment  with  massive  doses  of  1-131 
is  expedient.01  A total  dose  of  200  to  300  mil- 
licuries  is  not  unusual.  From  the  point  of 
view  of  greatest  radio-biological  response, 
relatively  low  doses,  given  at  frequent  in- 
tervals, would  be  the  desired  regime.  Thus, 
a dosage  program  of  25  millicuries  of  1-131 
per  dose,  given  once  or  twice  a week,  with 
careful  observation  of  blood  picture  and 
clinical  apperance  of  the  patient,  constitutes 
a reasonable  method  of  attack  on  responsive 
thyroid  tumors.  Unfortunately,  only  about 
15  per  cent  of  thyroid  carcinomas  concen- 
trate radioiodine12  in  sufficient  amount  for 
the  isotope  to  be  of  great  benefit  in  con- 
trolling the  disease. 

Although  we  know  of  no  reported  inci- 
dence of  carcinogenic  action  of  radioiodine, 
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such  a danger  must  be  kept  in  mind. 
Especially  in  children,  adolescents,  and 
adults  of  child-bearing  age  it  should  be  used 
with  caution. 

CASE  REPORT 

Mrs.  A.  B.  A.,  a 52  year-old  white  woman 
was  seen  by  the  senior  author  in  March, 

1949.  One  year  previously,  she  had  discov- 
ered a small  painless  mass  in  the  right  side 
of  her  neck  which  had  doubled  in  size.  On 
examination,  there  was  a round,  mobile,  non- 
tender mass  two  cm  in  diameter  in  the  right 
supraclavicular  fossa.  The  examination  was 
otherwise  not  remarkable.  On  April  1,  1949, 
the  cervical  mass  was  removed.  Grossly,  it 
was  thought  to  be  a lymph  node.  The  path- 
ologist’s diagnosis  was  “palpillary  cystic 
adenoma,  probably  malignant.”  In  January, 

1950,  another  mass  was  noted  farther  pos- 
terior in  the  right  supraclavicular  fossa.  It 
too,  was  removed.  The  pathologist’s  diag- 
nosis was  “benign  granulomatous  tissue, 
probably  arising  from  an  old  sebaceous 
cyst.”  Subsequently,  other  masses  appeared 
on  the  right  side  of  the  neck.  One  of  these, 
in  the  apex  of  the  posterior  triangle  was 
removed  in  June,  1950.  A diagnosis  of  “pal- 
pillary adenocarcinoma  of  the  thyroid  gland” 
was  made. 

The  patient  was  admitted  to  University 
Hospital  on  July  22,  1950.  On  examination, 
there  were  two  scars  over  the  right  clavicle 
and  a more  recent  scar  in  the  apex  of  the 
posterior  triangle  on  the  right.  There  were 
several  round,  firm,  mobile  nodes  up  to  1.5 
cm  in  diameter  in  the  right  supraclavicular 
fossa  and  one  relatively  fixed  node  beneath 
the  sternocleidomastoid  muscle  at  the  level 
of  the  thyroid  cartilage.  Physical  examina- 
tion was  otherwise  not  remarkable.  Urinaly- 
sis and  blood  count  were  negtive.  X-ray  and 
fluoroscopic  examinations  of  the  chest  dis- 
closed a round  shadow  with  a smooth  border 
in  the  right  upper  mediastinum  which  dis- 
placed the  esophagus  to  the  left  but  did  not 
encroach  upon  the  lumen  of  the  trachea. 
The  mediastinal  mass  was  thought  to  be  a 
substernal  tumor  of  the  thyroid  gland.  Roent- 
genograms of  the  skeleton  did  not  reveal  any 
abnormalities. 

On  July  25,  1950,  a tracer  dose  of  909 
microcuries  of  1-131  was  administered.  Of 
this  amount  59.4  per  cent  was  excreted  in 
the  urine  in  24  hours.  A complete  body  sur- 
vey with  the  directional  Geiger-Mueller 
counter  did  not  reveal  any  concentration  of 
the  radioiodine  over  the  cervical  lymph 
nodes  or  elsewhere  except  over  the  thyroid 
gland. 


On  July  31,  1950,  a right  hemithyroidec- 
tomy  and  lateral  neck  dissection  was  per- 
formed. The  contents  of  the  digastric  tri- 
angle were  not  removed.  At  operation,  the 
left  lateral  lobe  and  isthmus  of  the  thyroid 
were  grossly  normal.  The  right  lobe  was 
largely  replaced  by  numerous  small  cysts. 
From  its  lower  pole,  a tongue-like  process 
extended  into  the  superior  mediastinum. 
The  mediastinal  portion  was  also  cystic.  On 
the  posterior  aspect  of  the  lobe,  just  below 
the  superior  pole,  there  was  a hard,  gray- 
white  mass  1.5  cm  in  diameter  which  proved 
to  be  the  primary  tumor.  The  pathologic 
diagnosis  was  “papillary  adenomarcinoma  of 
the  thyroid  gland,  with  metastasis  to  reg- 
ional lymph  nodes.”  Several  nodes  from  the 
carotid  triangle  and  posterior  cervical  tri- 
angle contained  tumor  while  the  nodes  from 
the  inferior  deep  jugular  group  did  not. 

The  day  before  operation,  the  patient  re- 
ceived 58.8  microcuries  of  1-131.  Radio-auto- 
graphs made  from  the  specimen  revealed 
uptake  of  the  isotope  by  the  normal  thyroid 
tissue  but  only  a slight  concentration  by  the 
carcinoma.  The  postoperative  course  was  un- 
eventful. The  patient  was  discharged  from 
the  hospital  on  August  8,  1950. 

SUMMARY 

The  importance  of  thyroid  cancer  as  a 
preventable  and  curable  disease  is  stressed. 
Some  of  the  outstanding  clinical  features  of 
carcinoma  of  the  thyroid  gland  are  listed. 
The  principles  of  treatment  are  outlined. 

The  role  of  radioactive  iodine  in  the  diag- 
nosis and  treatment  of  thyroid  tumors  is 
briefly  discussed. 

An  illustrative  case  of  papillary  adenocar- 
cinoma of  the  thyroid  gland  is  presented. 

From  the  Department  of  Surgery,  Medical  School, 
University  of  Oklahoma. 
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THE  MANAGEMENT  OF  ACUTE  PERFORATED 

PEPTIC  ULCER 


W.  Pat  Fite,  M.D.,  F.A.C.S.  and  Alfred  H.  Krause,  M.D.,  F.A.C.S. 

(Preliminary  Report) 

MUSKOGEE,  OKLAHOMA 


This  report  is  a statistical  study  of  85 
cases  of  acute  perforated  doudenal  ulcer 
that  were  seen  from  December,  1937,  to 
May,  1951.  The  clinical  records  were  com- 
plete except  in  five  cases  for  which  we  had 
a summary  covering  most  of  the  pertinent 
facts.  The  entire  clinical  record  of  these 
five  cases  was  not  available  at  this  time  but 
will  be  available  shortly  as  they  had  been 
sent  into  the  central  office  and  were  not 
returned  to  us  in  time  for  study.  Sixty-six 
of  the  patients  treated  were  in  the  U.  S. 
Veterans  Hospital,  Muskogee,  Oklahoma,  and 
19  came  from  the  private  practice  of  one 
of  the  authors. 

As  our  past  experience  in  the  operative 
treatment  of  perforated  duodenal  ulcer  after 
the  first  18  hrs.  had  been  increasingly  poor 
with  the  passage  of  time  one  of  the  authors 
in  1937  adopted  the  principle  of  operative 
interference,  with  the  view  to  closure  of  the 
perforation,  only  in  those  cases  seen  in  the 
period  of  the  first  12-18  hrs.  We  could  see 
no  benefit  to  be  derived  from  operative  in- 
terference in  the  patient  with  generalized 
peritonitis,  consequently  followed  a regimen 
of  medical  treatment  and  surgical  interfer- 
ence only  where  complications  arose  later 
necessitating  that.  It  is  to  be  noted  that  this 
period  dating  from  1937  begins  with  the 
availability  of  the  sulfanilamides  to  be  fol- 
lowed in  succession  by  the  other  antibiotics 
of  increasing  effectiveness.  Coincident  with 
this,  intravenous  proteins  became  available, 
electrolyte  and  water  balance  became  better 
understood  and  a much  freer  use  of  whole 
blood,  through  the  establishment  of  blood 
banks,  was  made. 

Of  the  85  patients,  74  gave  a history  of 
previous  ulcer  symptoms,  four  gave  no  his- 
tory of  symptoms  preceding  the  perforation 
and  in  seven  cases  no  notation  had  been 
made.  The  duration  of  previous  symptoms 
was  from  one  day  to  40  yrs.  (Table  I). 

Diagnosis  was  not  a major  problem  except 
in  a few  cases  that  were  apparently  leaking 

‘Presented  before  the  Section  of  Surgery  at  the  Annual 
Meeting  of  the  Oklahoma  State  Medical  Association,  May  22, 
1951. 


slowly,  appendicitis,  cholecystitis  and  one 
instance  of  intestinal  obstruction.  The  symp- 
toms of  acute  hemorrhagic  pancreatitis  may 
resemble  those  of  a perforated  peptic  ulcer 
very  closely.  Both  are  quite  sudden  and  dra- 
matic in  their  beginning  but  pancreatitis 
was  not  a complicating  factor  in  our  series. 
Two  cases  of  acute  perforation  were  operated 
upon  with  a diagnosis  of  appendicitis  and 
the  perforation  found  at  the  time  of  opera- 
tion. A case  of  acute  cholecystitis  was  op- 
erated with  a mistaking  diagnosis  and  one 
case  of  acute  intestinal  obstruction  was  first 
diagnosed  as  an  acute  perforated  ulcer  but 
died  of  a massive  hemorrhage  from  a pene- 
trating duodenal  ulcer-  There  was  nothing- 
diagnostic  about  the  temperature  range  nor 
the  white  count.  X-rays  of  the  abdomen 
were  taken  in  48  cases  and  air  found  under 
the  diaphragm  in  60  per  cent  (Table  II). 
The  air  under  the  diaphragm  was  found  to 
be  diagnostic  in  69  percent  of  a perforation 
somewhere  in  the  intestinal  tract.  In  31  per 
cent  of  those  examined  by  x-ray  no  air  was 
found  under  the  diaphragm.  In  the  other 
cases  in  which  x-rays  were  not  taken  the 
symptoms  were  so  characteristic  that  it  was 
not  thought  to  be  necessary  by  the  surgeon 
to  make  the  x-rays  nor  to  spend  the  time 
in  doing  so.  Occasionally  the  patient  was  in 
such  poor  condition  it  was  not  thought  ad- 
visable. 

The  majority  of  the  cases  came  in  the  age 
group  of  31-60,  the  largest  number  between 
41-50  (Table  III). 

The  white  race  was  much  in  the  majority 
being  considerably  out  of  proportion  either 
to  the  relative  bed  capacity  or  the  local 
population  both  being  relatively  six  to  one 
(Table  IV). 

The  males  far  out  numbered  the  females. 
In  the  Veterans  Hospital  this  would  be  ac- 
centuated. But  it  was  noted  that  in  the  19 
cases  arising  from  private  practice  there 
was  only  one  female  (Table  V). 

During  the  winter  months  there  were 
about  one  half  as  many  perforations  as  in 
each  of  the  other  three  seasons  (Table  VI). 
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TABLE  I.  DURATION  OF  ULCER  SYMPTOMS 
PRIOR  TO  PERFORATION 


No  previous  symptoms  4 

Previous  symptoms  74 

No  data  7 

Duration  of  previous  symptoms  1 day  to  40  years 


TABLE  II.  FREE  AIR  IN  PERITONEAL  CAVITY 
BY  X-RAY 


Examined 
Not  examined 
No  data 

48 

28 

9 

Total  eases 

85 

Air  Present 

Air  Not  Present 

Total 

Cases 

33 

15 

48 

Percent 

69 

31 

100 

TABLE  III.  AGE  - RANGE 


Decade  11-20  21-30  31-40  41-50  51-60  61-70  Unknown 
No.  of  cases  2 13  15  26  23  4 2 


TABLE  1Y.  RACE 


Total  - White  Colored 

85  82  3 


TABLE  V.  SEX 


Total  Males  Females 

85  84  1 


This  follows  the  general  experience  of  there 
being  more  ulcer  cases  presenting  them- 
selves for  treatment  in  the  spring  and  fall 
than  during  the  other  seasons  of  the  year, 
although  in  our  experience  we  had  just  as 
many  perforations  in  the  summer  months  as 
during  the  spring  and  fall. 

All  but  six  of  the  perforations  occurred 
on  the  anterior  surface  of  the  first  part  of 
the  duodenum.  Five  perforations  occurred 
in  the  lower  part  of  the  stomach  and  some 
of  these  occurred  so  close  to  the  pylorus  that 
there  was  a question  as  to  whether  the  ulcer 
was  actually  on  the  stomach  or  the  duodenal 
side.  There  was  one  perforation  of  the  jeju- 
num occurring  in  a case  that  had  previously 
been  subjected  to  a gastrojejunostomy,  the 
perforation  occurring  2 cm.  distal  to  the 
anastomosis.  In  our  experience  benign  ulcers 
of  the  stomach  are  almost  always  on  the 
lesser  curvature  and  of  the  penetrating 
rather  than  the  perforating  type.  This  is 
readily  understood  because  of  the  overlying 
attachment  of  the  lesser  omentum,  the 


greater  thickness  of  the  stomach  wall  and 
the  tendency  of  adherence  to  the  under  sur- 
face of  the  left  lobe  of  the  liver  or  the  pos- 
terior abdominal  wall  (Table  VII). 

Sixty-two  cases  were  subjected  to  surgery 
for  closure  of  the  perforation  The  simplest 
type  of  closure  was  used  in  all  cases  operated 
upon  and  was  used  in  59  of  the  patients. 
This  was  occasionaly  by  simple  suture  and 
omentum  graft  but  in  the  majority  of  cases 
was  by  omental  graft  or  plug  only.  Three 
cases,  because  of  previous  history  of  pyloric 
obstructive  symptoms,  had  more  extensive 
procedures  (Table  VIII).  The  other  proced- 
ures used  were  pyloroplasty,  gastric  resec- 
tion and  gastroenterostomy,  one  each.  In 
recent  years  one  of  the  authors  has  been 
placing  a long  Penfield  drain  up  over  the 
dome  of  the  liver  and  bringing  it  out  through 
a stab  wound  in  the  right  loin.  In  those  cases 
in  which  such  a drain  is  used  there  is  copious 
drainage  especially  for  the  first  24  hrs.  The 
drain  is  removed  by  stages  after  one  week. 
When  this  type  of  drainage  has  been  insti- 
tuted no  patient  has  had  to  have  a sub- 
prenic  abscess  drained. 

Following  operation  all  cases  were  placed 
on  Levine  tube  suction  with  nothing  by 
mouth  until  through  and  through  peristalsis 
was  established.  In  the  non-operative  pa- 
tients the  same  procedure  was  followed  from 
the  beginning.  The  average  of  both  types 
usually  were  taking  food  by  the  5th  day. 
If  the  ileus  remained  a Miller-Abbott  tube 
was  substituted  and  sometimes  used  in  addi- 
tion to  a Levine  tube.  In  one  instance  it  was 
necessary  to  preform  an  enterostomy  in 
addition. 

Various  complications  have  occurred  dur- 
ing the  convalescence  of  both  the  operated 
and  the  non-operated  groups.  The  most  fre- 
quent complication  was  that  of  a subphrenic 
abscess  (Table  IX).  Various  appropriate 
surgical  or  medical  measures  have  been  used 
as  indicated  in  the  individual  case. 

Table  X shows  the  hospital  stay  required 
in  the  various  categories  of  cases  both  in 
the  Government  and  private  institutions. 
From  this  it  can  be  seen  that  in  both  hos- 
pitals the  operated  cases  were  on  the  aver- 
age discharged  several  days  sooner  than 
those  subjected  to  conservative  treatment. 
This  longer  stay  of  the  non-operated  cases 
is  to  be  expected  as  they  were  admitted  to 
the  hospital,  on  the  average,  much  more  seri- 
ously ill  than  those  operated.  (Tables  XI 
and  XII ) 
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TABLE  VI.  PERFOKATIOXS  BY  MONTHS 


Month 

Jan.  Feb. 

Mar. 

Apr. 

May 

June 

July 

Aug. 

Sept. 

Oct. 

Nov. 

Dec. 

Cases 

4 2 

10 

11 

6 

8 

6 

7 

7 

9 

3 

5 

11 

27 

21 

19 

TABLE  VII.  LOCATION  OF  ULCERS 


Location 

Duodenum 

Stomach 

Jejunum 

Cases 

79 

5 

1 

TABLE  VIII.  TYPE  OF  OPERATION 


Operative  eases  62 

Simple  closure,  omental  graft  or  plug — 

simple  suture  59 

Pyloroplasty  1 

Gastric  resection  1 

Gastro-enterostomv  1 


TABLE  IN.  MAJOR  COMPLICATIONS 
OF  SURVIVING  PATIENTS 


COMPLICATION 

OPERATED 

GROUP 

NON- 

OPERATED 

GROUP 

Subphrenie  abscess 
Thrombophlebitis  and/or 

5 

o 

phlebothrombosis 

9 

1 

Mechanical  bowel  obstruction 

0 

2 

Huge  abscess,  intraperitoneal 

1 

9 

Fistula,  doudenal 

0 

i 

Fistula,  fec-al 

0 

i 

Pyloric  obstruction 

9 

0 

Hemorrhage  from  ulcer 

l 

0 

Wound  infection 

o 

— 

Wound  disruption 

2 

— 

Incisional  hernia 

i 

Atelectasis,  pulmonary 

9 

Totals 

17 

12 

TABLE  X.  HOSPITAL  DAYS 


CATEGORY : 

Operated 

INSTITUTION 
Not  operated 

No  data 

PRIVATE 

Operated  Not  operated 

No.  of  cases:  85 

45 

20 

1 

17  2 

Total  days 

1544 

791 

316  52 

Average  days 

34.5 

39.5 

18.6  26 

TABLE  XI.  CAUSE 

OF  DEATH 

CAUSE  OF  DEATH 

OPERATED 

NOT  OPERATED 

Peritonitis,  general 

1 

10 

Mulutiple  liver  abscesses 

1 

0 

Massive  hemorrhage 

2 

0 

Totals 

4* 

10 

'One  ease  massive  hemorrhage  and  peritonitis. 


Of  the  85  patients  treated  14  died,  of 
these  10  were  not  operated  and  four  were. 
The  10  non-operated  all  died  of  generalized 
peritonitis  while  of  the  four  operated  upon 
only  one  died  of  peritonitis  and  that  was 
complicated  by  a massive  hemorrhage  which 


was  the  immediate  cause  of  death.  The  other 
three  deaths  among  the  operated  cases  bore 
no  relationship  to  the  operative  procedure 
dying  as  they  did  from  massive  hemorrhage 
from  a penetrating  ulcer  (2)  and  multiple 
abscesses  (1)  (Table  XI). 
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TABLE  XII.  MORTALITY 


ENTIRE  GROUP 

operated 

NOT  OPERATED 

Periods 

Cases  - Deaths 

Mortality 

Cases  - Deaths  - Mortality 

Cases 

- Deaths  - Mortality 

1937-41 

19  6 

31.5% 

14  3 21.4% 

5 

3 60% 

1942-46 

31  6 

19.3% 

21  2 9.5% 

10 

4 40% 

1947-51 

35  1 

2.8% 

27  0 0.0 

8 

1 12.5% 

Total 

85  13 

15.2% 

62  5 8.0% 

23 

S 34.7% 

TABLE 

XIII. 

. MORTALITY  IN  RELATION 

TO  TIME 

FROM  PERFORMANCE  TO 

TREATMENT 

No.  of  hours 

TOTAL  CASES 

OPERATED 

NOT  OPERATED 

No. 

Deaths 

Percent 

No. 

Deaths 

Percent 

No. 

Deaths 

Percent 

6 or  less 

28 

0 

0.0 

27 

0 

0.0 

1 

0 

0.0 

6 to  12 

21 

9 

9.5 

21 

2 

9.5 

0 

0 

0.0 

12  to  18 

10 

0 

0.0 

7 

0 

0.0 

3 

0 

0.0 

18  to  24 

6 

2 

33.3 

6 

9 

33.3 

0 

0 

0.0 

24  to  30 

3 

0 

0.0 

0 

0 

0.0 

3 

0 

0.0 

More  than  30 

11 

q 

o 

27.2 

1 

0 

0.0 

10 

O if 

33.3 

Unknown 

6“ 

6 

100.0 

1 

1 

100.0 

5 

5 

100.0 

Totals 

85 

13 

15.2 

62 

5 

8.0 

03 

8 

34.7 

*Two  of  these 

cases 

moribund  on 

admission, 

one  died  in  five  hours 

, the  other 

within 

12  hours. 

“Records  on  these  cases  not  available  for  review. 


The  years  1937-51  have  been  divided  into 
three  periods  (Table  XII).  From  this  is  can 
be  seen  that  the  mortality  rate  has  progres- 
sively decreased  both  in  the  operated  and 
non-operated  groups.  During  the  last  period 
of  1947-51  there  have  been  no  deaths  in  the 
operated  group  and  in  the  non-operated 
group  the  mortality  has  been  reduced  from 
60  per  cent  in  the  first  period,  1937-41,  to 
12.5  per  cent  in  the  last  period.  We  attribute 
this  decrease  in  mortality  chiefly  to  the  in- 
creasing effectiveness  of  the  antibiotics  and 
better  understanding  of  electrolytic  balance 
and  a freer  use  of  blood  transfusion.  All 
cases  throughout  the  three  periods  have 
either  been  treated  by  or  under  the  direct 
observation  of  either  one  or  both  of  the 
authors. 

In  the  group  of  19  patients  arising  in  the 
private  practice  of  one  of  the  authors  there 
were  no  deaths  in  either  the  operated  or  the 
conservatively  treated  groups.  This  disparity 
can  be  explaintd  by  the  fact  that  these  cases 
were  seen  on  the  whole  much  earlier  and  in 


the  operative  period.  Those  coming  to  the 
Veterans  Hospital  came  mostly  from  a dis- 
tance and  more  time  had  elapsed  since  the 
perforation,  consequently  they  were  admit- 
ted to  the  hospital  on  the  average  in  a much 
poorer  condition.  Several  of  these  last  were 
admitted  in  such  poor  condition  that  they 
lived  only  a few  hours  or  a day  or  two  after 
admission  (Table  XIII  and  XIV).  Even 
with  this  handicap  the  death  rate  has  been 
reduced  from  60  per  cent  in  the  period  of 
1937-41  to  12.5  per  cent  in  1947-51. 

Subsequent  to  discharge  from  the  hospital 
following  their  treatment  in  this  series  there 
has  been  known  ulcer  surgery  performed  on 
seven  cases,  six  were  subjected  to  a gastric 
resection  and  one  to  a gastro-enterostomy. 
(Table  XV). 

The  conclusions  reached  by  the  authors 
after  the  study  of  the  clinical  records  of 
these  85  cases  were:  (1)  Time  is  a most  im- 
portant factor  and  that  practically  all  cases 
operated  within  the  first  12-18  hrs.  have 
survived.  (2)  The  patients  seen  after  this 
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TABLE  XIV.  SUMMARY  OF  FATAL  CASES 


operated  cases 

Case  No. 

Initials 

Age 

Adm.  Date 

Perf . to  Treat. 

Hosp.  Days  Cause  of  Death 

Autopsy 

Remarks 

1 

D.  H. 

27 

12-6-37 

22  hours 

11  Hemorrhage,  peritonitis 

Yes 

2 D.U.,  1 bleeding 

2 

T.  P. 

44 

3-7-39 

? 

2 Peritonitis,  atelectasis 

No 

Gastric  ulcer 

3 

T.  E. 

42 

10-1-39 

20  hours 

5 Peritonitis 

No 

Duodenal  ulcer 

4 

AAV. 

47 

6-8-43 

9%  hours 

70  Multiple  liver  abscesses 

No 

Gastric  ulcer 

5 

N.  B. 

55 

4-2-46 

6 

Hemorrhage,  massive, 
through  Levine  tube, 
2nd  P.O.  day 

No 

Duodenal  ulcer 
2 cm.,  perforated 
in  hospital 

NON 

-operated  cases 

6 

S.  H. 

49 

1-14-40 

No  data 

9 Peritonitis 

Yes 

Gastric  ulcer 

7 

L.  J. 

46 

6-24-41 

No  data 

49  Peritonitis,  empyema, 

liver  abscesses 

Yes 

Duodenal  ulcer 

8 

A.  C. 

53 

12-31-41 

No  data 

1 Peritonitis,  hemorrhage 

Yes 

Moribund  on  adm., 
gastric  ulcer 

9 

A.  R. 

47 

7-9-43 

120  hours 
(5  days) 

5 hours  Peritonitis 

Yes 

Moribund  on  adm., 
doudenal  ulcer 

10 

J.  C. 

51 

4-16-44 

No  data 

2 Peritonitis 

No 

11 

L.  U. 

57 

5-29-45 

No  data 

17  Peritonitis 

No 

12 

M.  G. 

24 

3-9-46 

48 

5 Peritonitis 

Yes 

Duodenal  ulcer, 
1.2  cm. 

13 

43 

1948 

72 

8 hours  Peritonitis 

Yes 

Moribund  on  adm. 

TABLE 

XV.  KNOWN 

SUBSEQUENT  ULCER  SURGERY 

Gastric  resection 

6 

Gastroenterostomy 

1 

Total 

7 

period  are  better  treated  by  conservative 
methods  and  with  present  day  facilities  a 
reasonably  low  mortality  rate  may  be  ex- 
pected 

DISCUSSION 

A group  of  cases  of  perforated  ulcer  will 
always  include  some  cases  so  desperately  ill 
when  first  seen  that  even  the  most  optimistic 
individual  will  despair  of  their  recovery. 

It  is  well  to  point  out  that  even  some  of 
the  most  desperate  cases  may  be  salvaged, 
if  one  is  persistent. 

We  are  reporting  the  following  two  cases 
that  to  us  seem  of  special  interest  and  illus- 


trate what  can  be  accomplished  in  these  ap- 
parently hopeless  cases. 

The  lesson  seems  to  be:  In  the  late  case, 
give  supportive  treatment  and  correct  com- 
plications as  they  arise. 

CASE  REPORTS  OF  TWO  CASES  TREATED 
WITHOUT  OPERATIVE  CLOSURE  OF 
PERFORATIONS 
Case  A — U.C.Y. 

White  male,  age  34  — Admitted  to  U.  S. 
Veterans  Hospital,  Muskogee,  on  8-27-50  by 
ambulance  as  a transfer  from  another  hos- 
pital. On  admission  he  was  in  a coma,  dehy- 
drated, in  shock,  and  unable  to  give  any 
history.  His  temperature  was  sub-normal, 

m?  t<t tt-* 
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his  pulse  120  per  minute  and  his  B.P.  90/60. 
Heart  sounds  were  distant.  His  abdomen 
was  rigid.  There  was  apparent  tenderness 
and  rebound  tenderness. 

Laboratory  work  revealed  WBC  15,300; 
neutrophils  79  per  cent,  lymphocytes  18  per 
cent;  RBC  5,390,000.  CO,  combining  power 
35  volume  per  cent.  Serum  amylase  204 
X-ray  of  the  abdomen,  upright,  showed  a 
large  amount  of  air  beneath  the  diaphragm. 

Later,  on  the  day  of  admission  it  was 
learned  by  telephone  that  the  patient  had 
on  the  day  prior  to  admission,  and  30  hours 
before,  suddenly  developed  severe  cramping 
abdominal  pain  that  had  persisted.  He  had 
been  hospitalized  elsewhere  overnight. 

His  treatment  consisted  of  Levine  tube — 
Wangensteen  suction  to  the  stomach  — 
parenteral  fluids  and  electrolytes  — Blood 
transfusions  and  parenteral  antibiotics, 
chiefly  penicillin  and  streptomycin. 

By  9-5-50  he  had  passed  a small  amount 
of  flatus  but  normal  peristalsis  failed  to  re- 
turn. Therefore,  a Harriss  tube  was  passed 
into  the  upper  G.I.  tract. 

On  9-14-50  laparotomy  revealed  a huge 
abscess  of  the  upper  abdomen  that  involved 
the  area  above  and  beneath  the  liver,  and 
around  the  spleen.  No  recognizable  loops  of 
bowel  were  seen ; presumably,  these  were  in 
the  pelvis.  Numerous  drains  were  inserted. 

There  was  improvement  following  the  in- 
cision and  drainage.  Bowel  movements  were 
re-established  and  he  was  able  to  eat  once 
again. 

By  9-30-50  he  had  developed  a well  de- 
veloped thrombophlebitis  of  the  left  leg  and 
thigh,  and  also,  evidence  of  complete  small 
bowel  obstruction. 

On  10-3-50  a laparotomy  for  insertion  of 
an  enterostomy  tube  was  done.  A loop  of 
dilated  small  bowel  was  selected  and  a cath- 
eter was  inserted.  Two  days  later  he  passed 
flatus  and  the  obstruction  began  to  subside. 
Anticoagulants  were  given  for  the  thrombo- 
phlebitis- 

By  10-8-50  extreme  dyspnea  drew  atten- 
tion to  the  chest  where  signs  of  fluid  were 
found.  1100  ccs.  of  yellow  fluid  were  aspir- 
ated from  the  left  chest.  Next  day  500  ccs. 
were  aspirated. 

On  10-9-50  a fecal  fistula  had  been  estab- 
lished through  the  latest  laparotomy  wound. 

There  was  steady  improvement  following 
this.  By  10-27-50  his  fistula  had  closed.  On 
11-17-50  the  enterostomy  tube  was  removed. 

On  12-20-50  he  was  discharged  after  115 
hospital  days. 


On  1-24-51  follow-up  x-rays  showed 
“chronic  hypertrophic  gastritis  and  duo- 
denitis. An  ulcer  crater  is  not  demonstrated.” 
He  has  gained  32  pounds  since  his  first  re- 
corded weight  after  his  long  illness.  He  was 
feeling  well  and  active. 

Case  B — J.  M. 

White  male,  age  50,  admitted  to  United 
States  Veterans  Administration  Hospital, 
Muskogee,  on  1-13-51  at  8:30  P.M.,  12  hours 
after  the  onset  of  severe  upper  abdominal 
pain  which  rapidly  became  generalized  and 
persisted  in  spite  of  narcotics  prior  to  ad- 
mission. He  had  vomited  repeatedly 

There  was  an  antecedent  history  of  indi- 
gestion and  stomach  trouble  since  1942. 

He  was  desperately  ill,  in  shock  (B.P. 
80  60)  (T.P.R.  98.6- — 140 — 26),  dehydrated, 
almost  delirious.  There  was  marked  general- 
ized abdominal  tenderness  and  rigidity. 

Laboratory  workup  showed  WBC  3,750 ; 
neutrophils  81  per  cent;  lymphocytes  14  per 
cent;  RBC  5,760,000;  hemoglobin  17.25. 
Serum  amylase  424  units.  Upright  x-ray  film 
of  the  abdomen  showed  a moderate  amount 
of  free  air  beneath  the  diaphragm. 

Treatment  consisted  of  instituting  con- 
tinuous gastric  suction,  and  of  starting  in- 
travenous glucose  and  saline  which  was  soon 
changed  to  plasma  because  of  the  extreme 
hemoconcentration.  During  the  next, 24  hours 
he  received  a total  of  nine  liters  of  fluids — 
including  five  pints  of  blood,  several  liters 
glucose  in  water,  several  liters  of  plasma 
and  human  serum  albumin.  In  spite  of  this 
he  continued  to  be  in  shock,  and  to  exhibit 
marked  hemoconcentration — the  RBC  nearly 
six  million  cells — the  hemoglobin  16  to  18 
grams  and  the  hematocrit  about  60  per  cent. 
The  blood  pressure  failed  to  rise  much  above 
80  to  85  systolic  and  60  to  65  diastolic.  He 
had  a dry  tongue  and  moist  rales  over  the 
chest.  The  finger  tips  were  cyanotic  He  was 
started  on  cortisone  250  mgm.  every  eight 
hours. 

The  following  day  he  had  improved  a 
little  but  continued  desperately  ill.  He  re- 
mained in  shock  for  nearly  72  hours. 

By  January  17  his  blood  pressure  had  risen 
to  130  70.  He  was  irrational  at  times. 

On  January  18  extreme  abdominal  disten- 
tion and  dyspnea  with  extreme  abdominal 
tympany  developed.  There  was  marked  com- 
pression atelectasis  of  both  lungs  by  x-ray 
examination.  The  abdomen  was  aspirated 
with  a large  bore  needle  liberating  large 
quantities  of  gas  and  thin  purulent  fluid — 
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resulting  in  marked  improvement  in  the 
patient’s  condition.  Next  day  the  extreme 
distention  and  respiratory  embarrassment 
had  returned.  A trocar  was  introduced  into 
the  peritoneal  cavity  liberating  gas  and 
1000  ccs.  of  amber  bile-stained  fluid.  A 16  F. 
catheter  was  inserted  and  allowed  to  drain 
into  a bedside  bottle.  This  established  an 
external  biliary  fistula  as  it  soon  became 
apparent  that  the  ulcer  was  leaking  into  the 
peritoneal  cavity.  The  Levine  tube  was  left 
in  place  in  the  stomach.  A Harriss  tube  was 
passed,  and  when  down  into  the  jejunum, 
the  aspirate  from  the  Levine  tube  in  the 
stomach  and  the  drainage  from  the  catheter 
in  the  peritoneal  cavity  were  collected  and 
re-fed  through  the  Harriss  tube  as  severe 
alkalosis  developed. 

The  above  condition  persisted  for  many 
days  and  weeks  — the  patient  being  main- 
tained on  tube  feedings  mixed  with  fluids 
collected  from  the  fistulae — fed  through  the 
Harriss  tube,  and  blood,  human  serum  albu- 
min, electrolytes  including  potassium  being- 
given  intravenously.  On  several  occasions 
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and  residency  at  St.  Louis  City  Hospital.  He  has  been 
certified  by  the  Board  of  Surgery  and  is  chief  of  surgery 
at  the  Veterans  Administration  hospital,  Muskogee.  He 
served  26  months  in  the  army  in  World  War  II,  11  of 
which  was  spent  overseas. 

Harrell  C.  Dodson,  M.D.,  F.A.C.S.  and  L.  J.  Starry, 
M.D.,  F.A.C.S.,  Oklahoma  City,  wrote  “Carcinoma  of 
the  Thyroid  Gland’’  in  this  issue.  Doctor  Dodson  was 
graduated  from  the  University  of  Oklahoma  School  of 
Medicine  in  1941  and  served  his  internship  and  resi- 
dency in  general  surgery  at  University  Hospitals.  He 
has  been  certified  by  the  American  Board  of  Surgery. 
Doctor  Dodson,  who  was  a navy  lieutenant,  was  in  service 
35  months  during  World  War  II  with  20  months  of  that 
time  served  overseas. 

Doctor  Starry,  who  is  chief  of  staff  at  St.  Anthony’s, 
Oklahoma  City,  was  graduated  from  Washington  Uni- 
versity, St.  Louis,  in  1919.  He  interned  at  St.  Anthony 
Hospital. 

Earl  D.  McBride,  M.D.,  Oklahoma  City,  wrote  ‘ ‘ Her- 
niated Interverterbral  Disc-Indications  for  Morticed 
Bone-Block  Fusion.”  He  was  graduated  from  Columbia 
University  in  1914  and  interned  at  Sydenham  Hospital  - 
and  Bellevue,  New  York.  His  residency  in  orthopedics 
was  served  at  the  Hospital  for  Buptured  and  Crippled, 
New  York.  He  has  been  certified  by  the  Board  of  Ortho- 
pedic Surgery. 


because  of  extreme  alkalosis  it  was  neces- 
sary to  give  intravenous  hydrochloric  acid 
and  hypopotassemia  required  potassium 
chloride  All  the  while  he  received  parenteral 
antibiotics — streptomycin,  penicillin,  crysti- 
cillin,  and  later  aureomycin  and  terramycin. 

Evidence  of  a subphrenic  abscess  was 
present  for  a long  time  and  fever  varying 
from  normal  to  103-WBC  elevated  to  20,000 
to  25,000  and  marked  left  shift  supported 
the  suspicion  of  sepsis — No  drainage  was 
felt  necessary  at  that  time.  Subsequently 
he  improved. 

By  April  19  the  duodenal  fistula  was 
closed.  His  general  condition  was  poor  and 
he  was  still  losing  weight  but  all  tubes  were 
removed. 

Since  that  date  he  has  improved — at  first, 
slowly,  and  more  recently  more  rapidly. 
Present  weight  is  106— low  point  was  98. 
He  is  afebrile — but  still  has  a reversal  of 
A-G  ratio,  a mild  anemia,  and  a shift  to  the 
left  on  the  hemogram.  His  recovery  is  now 
confidently  anticipated. 

NEWS  FROM  OKLAHOMA’S 
DEFENSE  BLOOD  CENTER 

By  J.  R.  B.  Branch,  M.D.,  Director 

Since  the  last  report  of  our  activities  on  December  20, 
1951,  the  two  bloodmobiles  have  continued  to  roll  along 
in  Oklahoma  County  and  throughout  the  state.  During 
this  interval,  we  have  collected  and  shipped  3,341  pints 
of  blood  for  use  of  the  Armed  Forces.  This  brings  the 
total  from  October  through  January  19  to  10,391  pints. 
The  response  locally  and  in  the  participating  county 
chapters  continues  to  be  very  satisfactory,  and  we  are 
so  far  having  no  trouble  meeting  our  quota.  We  are 
being  called  upon  for  increasing  amounts  of  whole  type 
“ O ” blood  for  direct  shipment  to  Korea.  These  figures 
are  classified  and  can  only  be  released  after  a month 
has  elapsed. 

So  far  we  have  had  38  operations  in  Oklahoma 
County,  receiving  3,653.5  pints  of  blood,  and  49  opera- 
tions in  various  counties,  where  we  received  6,737.5 
pints.  Although  this  response  is  entirely  satisfactory,  we 
feel  that  there  must  be  no  letdown  in  order  that  our 
quota  be  maintained.  It  will  not  be  decreased,  and  the 
chances  are  that  it  will  probably  be  increased. 

It  is  hoped  that  those  county  societies  who  have  not 
yet  appointed  a medical  adviser  to  the  County  Red 
Cross  chapter  do  so  as  soon  as  possible. 

The  new  center  on  Tenth  Street  in  Oklahoma  City  is 
now  occupied  and  our  mobile  units  are  operating  from 
there  as  headquarters. 
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HERNIATED  INTERVERTEBRAL  DISK,  INDICATIONS 
FOR  MORTICED  BONE-BLOCK  FUSION"' 

Earl  D.  McBride,  M.D. 

OKLAHOMA  CITY,  OKLAHOMA 


The  characteristic  symptoms  of  herniated 
intervertebral  disk  have  become  distinctively 
classic.  The  typical  clinical  picture  is  clearly 
indicative  of  the  diagnosis.  The  excruciating 
sciatic  pain  of  this  syndrome  may  drive  the 
sufferer  to  readily  accept  surgery  and  for- 
tunately, relief  is  usually  spectacular, 
prompt,  and  gratifying.  It  must  be  realized 
however  that  the  greater  proportion  of  per- 
sons complaining  of  low  back  pain  do  not 
have  a herniated  intervertebral  disk.  The 
urgency  for  relief  of  severe  chronic,  and 
often  intolerable  pain,  in  the  lumbosacral 
area  should  not  lead  too  hastily  to  surgery. 
Likewise,  the  remarkable  results  of  simply 
excising  the  herniated  disk  should  not  mask 
the  importance  of  the  associated  pathologic 
factors  such  as  skeletal  instability  and  de- 
ficiency. 

Neglect  of  associated  skeletal  pathology 
may  result  in  the  return  of  disabling  symp- 
toms of  chronic  low  back  pain.  This  greatly 
distracts  from  the  early  satisfaction  of  the 
disk  operation  and  may  lead  to  profound 
disappointments.  The  articulo  - muscular 
structures  likewise  must  be  considered  for 
the  various  disease  processes  including  the 
entire  category  of  rheumatic  affections, 
especially  myofibrositis  and  rheumatoid  or 
degenerative  arthritis,  erosion  of  the  articu- 
lar facts,  degenrative  wear  and  tear 
processes  of  the  cartilagenous  tissues,  calci- 
fication of  the  joint  capsules  and  ligaments, 
as  evidenced  by  spur-like  lipping  and  nar- 
rowed joint  spaces.  Injury  in  the  articular 
structures  so  often  claimed  as  the  source  of 
disability  may  be  a superimposed  aggrava- 
tion of  a local  disease  process  involving  the 
joint  tissues.  However,  more  severe  injury 
may  result  in  tearing  of  the  ligamentum 
flavum,  rupture  of  the  posterior  ligaments 
of  the  neural  canal,  or  tearing  of  the  cap- 
sule of  the  articular  facet  to  produce  hemor- 
rhage and  swelling  that  will  result  in  severe 
acute  or  chronic  localized  radiating  pain 
simulating  herniated  intervertebral  disk 
symptoms.  Likewise,  multiple,  frequent 

* Presented  before  the  Section  on  Surgery  at  the  Annual 
Meeting  of  the  Oklahoma  State  Medical  Association,  May  22, 
1951. 


wear  and  tear  processes  from  occupational 
overuse  of  the  back  produce  degenerative 
softening  of  the  nucleus  pulposis,  that,  al- 
though not  herniated,  nevertheless  will  pro- 
duce periodic  lumbago-like  symptoms  with 
atypical  radiating  pain.  Congenital  anomalies 
such  as  spondylolisthesis,  transient  fifth 
lumbar  vertebra,  or  asymmetrical  facets,  so 
common  to  the  lumbosacral  region  must  be 
considered  as  a contributing  cause  of  struc- 
tural weakness  in  the  development  of  symp- 
toms from  the  various  inciting  agencies  of 
disease  or  injury.  Tumors  or  malignancy  of 
the  joint  structures  are  usually  secondary  to 
foci  elsewhere. 

The  neutral  tissues  of  the  lumbosacral 
area  are  subject  to  pathologic  affections  of 
the  cauda  equina  and  nerve  roots,  such  as 
tumors,  neuritis,  meningitis,  or  arachnoidi- 
tis. The  acute  or  chronic  diseases  affecting 
neural  tissues  should  be  considered.  Con- 
genital anomalies  of  the  nerves  are  rare  and 
seldom  give  rise  to  symptoms. 

Chronic  constitutional  depreciation  such 
as  anemia,  or  fatigue,  and  postural  states, 
or  occupational  strain,  are  important  fac- 
tors in  the  development  of  pain  in  the  lum- 
bar area  and  should  never  be  neglected  in 
the  search  of  etiologic  factors. 

ROENTGENOGRAPHIC  EXAMINA- 
TION of  the  lumbar  spine  is  of  great  value 
in  differentiating  the  diagnosis.  However, 
the  roentgenographic  reading,  no  matter  how 
striking,  should  not  be  accepted  as  diagnostic 
without  full  consideration  of  closely  observed 
clinical  symptoms  and  signs.  Articular  and 
skeletal  changes  must  become  quite  extensive 
before  they  are  demonstrable  by  even  the 
best  of  radiographic  technic.  Lipiodol,  or 
other  radio-opaque  injections  are  seldom 
necessary  Where  a disk  is  actually  herniated, 
such  an  examination  may  demonstrate  the 
characteristic  shadows  but  likewise  the  clini- 
cal symptoms  and  signs  will  be  just  as  posi- 
tive. If  the  symptoms  are  severe  enough  to 
indicate  surgery,  much  more  pathology  can 
be  uncovered  by  surgical  exposure  of  the 
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articular  structures  than  can  ever  be  demon- 
strated by  radiographic  examination. 

LABORATORY  PROCEDURES  are  im- 
portant. Failure  to  determine  the  acid  phos- 
photase  might  lead  to  overlooking  the  diag- 
nosis of  carcinoma  of  the  prostate.  Pernici- 
ous anemia,  diabetes,  osteomalacia,  and 
many  systemic  diseases  may  be  detected 
through  laboratory  examination  and  should 
receive  consideration. 

CONSERVATIVE  TREATMENT 

Long  before  the  first  operation  for  her- 
niated disk  by  Mixture  and  Barr  in  1933, 
treatment  as  recommended  by  no  less  an 
authority  than  Goldthwait,  was  chiefly  that 
of  rest,  manipulation,  and  occasionally  sacro- 
iliac fusion  or  lumbosacral  fusion.  The  acute 
episode  of  sciatic  pain  of  the  disease  grad- 
ually diminishes  in  a few  months,  even  in 
the  more  severe  cases.  Unfortunately,  it 
periodically  returns.  In  many  cases  the 
symptoms  are  more  those  of  iliolumbar  pain 
that  does  not  radiate  below  the  knee.  Con- 
servative treatment  consists  of  bilateral  leg 
traction  with  the  back  in  a flexed  position. 
A plaster  jacket  to  hold  the  lumbar  spine 
in  slight  flexion  is  used  for  ambulatory  treat- 
ment. Also  useful  is  the  flexion  brace  as 
devised  by  Paul  Williams.  Systemic  flexion 
exercises  are  used  very  successfully  in  most 
cases  except  those  with  the  more  severe 
sciatic  pain. 

SURGICAL  TREATMENT 

The  decision  to  resort  to  surgical  treat- 
ment for  pain  in  the  lumber  area  must  rest 


chiefly  on  thorough  consideration  of  the 
inability  to  relieve  the  symptoms  through 
conservative  therapeutic  and  mechanical 
measures.  Rest  and  pelvic  traction,  followed 
by  postural  exercises  and  systemic  improve- 
ment relieve  many  cases  where  the  acute 
severe  symptoms  would  seem  to  justify 
surgery. 

The  surgical  approach  should  have  a 
greater  objective  than  that  of  specific  re- 
moval of  the  herniated  intervertebral  disk. 
There  should  be  the  intention  to  freely 
expose  and  thoroughly  explore  and  repair 
the  basic  structural  pathology  as  well  as  to 
remove  the  herniated  disk.  That  is,  that 
structural  weakness  that  may  have  induced 
the  disk  to  degenerate,  herniate,  or  rupture, 
should  be  recognized  and  repaired.  In  an 
intervertebral  joint,  defective  enough  to 
cause  extrusion  of  a disk,  further  degenera- 
tive changes  can  develop.  In  this  respect  the 
situation  is  comparable  to  the  repair  of  in- 
guinal hernia  One  certainly  would  not 
remove  the  sac  without  repairing  the  struc- 
eural  weakness. 

THE  BONE  BLOCK  OPERATION 

For  many  years  the  orthopedic  surgeon 
has  depended  upon  fusion  to  eliminate  in- 
tractable joint  pain.  The  exceedingly  prompt 
relief  from  acute  pain  obtained  by  operation 
for  a herniated  disk  did  not  mask  for  long 
the  fact  that  the  pathologic  manifectations 
associated  with  herniation  of  the  interverte- 
bral disk  are,  fundamentally,  structural  de- 
ficiencies and  only,  secondarily,  neurological 


Fig.  No.  1.  Illustrates  the  transfacet  bone  block  as  a dovetailed  graft  impacted  under  distraction  into  a rectangular 
mortise  extending  from  the  lamina  below,  to  across  the  facets  above,  to  be  fused  into  an  interlaminal  supporting  strut. 

A.  Anteroposterior  aspect.  B.  Lateral  position. 
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entities.  The  numerous  variations  in  tech- 
nique devised  for  fusing  the  lumbar  spine 
indicate  dissatisfaction  with  results.  Firm 
bony  fusion  is  difficult  to  obtain.  About  20 
per  cent  of  the  cases  in  which  some  form 
of  bone  transplant  or  the  Hibbs  bone  chips 
were  used  will  show  pseudarthrosis  in  radio- 
grams if  taken  in  forward,  backward,  and 
lateral  bending  positions. 

It  was  not  until  the  principle  of  flexion 
of  the  affected  intervertebral  joint  was 
proved  to  relieve  nerve  stress  that  more  per- 
manent satisfactory  results  were  obtained. 

The  author  published  a method  of  fusion 
in  1949, 1 called  the  “Morticed  Transfacet 
Bone-Block.”  This  technic  has  been  used  in 
over  1500  cases.  The  method  greatly  simpli- 
fies the  added  task  of  fusing  after  removal 
of  the  herniated  disc.  Its  advantages  are : 

1.  It  is  seldom  necessary  to  secure  a graft 
from  the  tibia  or  ilium. 

2.  The  period  of  confinement  in  bed  is  not 
over  10  to  14  days. 

3.  The  technique  requires  only  30  min- 
utes time,  additional  to  the  removal  of 
the  disk. 

4.  There  is  a minimum  of  mutilation  of 
the  spinal  structures. 

5 The  articular  facets  are  fused,  which  is 
of  mechanical  advantage. 

6.  The  bone  block  rigidly  stabilizes  the 
interlaminal  motion,  immediately  after 
being  counter-sunk  into  position. 

7.  The  intervertebral  space  is  fixed  in 
flexion  which  relieves  the  nerve  com- 
pression and  irritation. 

TECHNIC 

The  technic  consists  of  making  a rec- 
tangular excavation  into  the  articular  facets 
above  and  into  the  laminae  below.  A rec- 
tangular bone-block  about  three-sixteenths 
of  an  inch  thick  and  long  enough  to  fit  tightly 
when  the  laminae  are  spread,  is  wedged  into 
the  excavation  by  means  of  a mallet  and 
punch.  When  the  interlaminal  spreaders  are 
removed  the  spine  extended,  this  graft  is 
firmly  locked  into  place  and  immediately 
stabilizes  the  joint.  The  bone  blocks  are 
made  from  the  spinous  processes  which  are 
split  into  two  equal  halves  when  removed 


and  squared  at  each  end.  There  is  seldom 
any  necessity  for  securing  a graft  from  the 
leg,  or  ilium,  thus  there  is  a lessened  task, 
as  compared  with  the  usual  bone  graft  pro- 
cedure. The  surgical  approach  includes  re- 
moval of  the  spinous  processes  of  L-4,  L-5 
and  S-l,  together  with  removal  of  all  liga- 
mentous tissue,  including  the  ligamentum 
flavum,  articular  capsules,  and  inter-spinous 
ligaments.  In  removal  of  the  disk,  preceding 
the  fusion,  the  bleeding  is  controlled  by  cot- 
ton tampons,  coagulation  and  gel-foam.  If 
the  disk  is  ruptured  the  extruded  material 
is  first  removed.  If  not,  the  posterior  cap- 
sule is  incised  and  the  protruding  disk  and 
all  the  disk  material  is  removed  that  can  be 
grasped  with  the  pituitary  forceps.  If  the 
disk  in  the  suspected  region  is  not  her- 
niated or  ruptured,  the  posterior  capsule  is 
tested  and  if  found  lax  or  thin,  it  is  opened 
and  some  of  the  disk  examined.  If  found  to 
be  mushy  or  soft,  it  is  thoroughly  removed. 
If  the  suspected  region  does  not  seem  suf- 
ficiently affected  to  justify  the  symptoms, 
the  interspace  above  or  below  should  be 
explored.  Great  care  should  be  used  to  pro- 
duce as  little  surgical  trauma  of  the  neural 
tissues  as  possible 

Thorough  decompression  of  the  nerve  root 
is  essential.  The  ronguers  are  used  to  bite 
off  the  bony  laminal  roof  above  and  below 
so  that  swelling  will  not  compress  or  irritate 
the  nerve 

SUMMARY 

The  symptoms  of  herniated  intervertebral 
disk  are  definitely  characteristic.  The  greater 
proportion  of  persons  complaining  of  low 
back  pain  do  not  have  a herniated  inter- 
vertebral disk.  Differential  diagnosis  rests 
upon  a full  knowledge  of  characteristic 
signs  and  symptoms  of  the  various  patho- 
logic affections  of  the  low  back.  A great 
majority  of  cases  with  moderately  severe 
low  back  symptoms  recover  with  conserva- 
tive treatment.  Surgical  removal  of  the  her- 
niated disk  is  indicated  where  the  symptoms 
are  severe  and  the  diagnosis  unquestionably 
clear.  Fusion  of  the  affected  articulations 
is  usually  indicated  in  order  to  assure  stabil- 
ity in  the  damaged  skeletal  structures.  The 
author’s  mortised  facet  bone  block  type  of 
fusion  requires  a minimum  of  extra  surgical 
time  and  affords  immediate  skeletal  stabili- 
zation. 

1.  A Morticed  Bone-Block  for  Lumbosacral  Fusion.  Earl  D. 
McBride.  M.D..  Journal  of  Bone  and  Joint  Surgery,  31-A: 
2 : 385-393  (April)  1949. 
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In  a study  of  the  action  of  Dramamine  on  vestibular  function,  Gutner 
and  his  associates  found  that  Dramamine  “significantly  delayed  the  onset 
of  nystagmus,  shortened  the  duration  of  nystagmus  and  increased  the  milli- 
amperage  necessary  to  effect  tilting.” 

The  great  effectiveness  of  Dramamine  in  motion  sickness,  they  state, 
. . is  probably  related  primarily  to  its  ability  to  depress  vestibular  func- 
tion  ” 

DRAMAMINE® 


BRAND  OF  DIMENHYDRINATE 

— for  prevention  and  treatment  of  motion  sickness  — 

( Tablets  — 50  mg. 

Now  available  in  these  dosage  forms  : - Liquid  — 12  mg.  per  4 cc. 

( Average  dose  — 50  mg. 

*Gutner,  L.  B.;  Gould,  W.  J.,  and  Batterman,  R.  D.:  Action  of  Dimenhydrinate  (Dram- 
amine) and  Other  Drugs  on  Vestibular  Function,  Arch.  Otolaryng.  53: 308  (March)  1951. 
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Special  Article 

A GREAT  GENERAL 
PRACTITIONER 


Lewis  J.  Moorman,  M.D. 


(Dedicated  to  the  Oklahoma  Academy  of  General  Practice) 


Every  physician  who  speaks  English  and 
is  interested  in  the  art  and  science  of  medi- 
cine should  know  Francis  Adams  (1796- 
1861)  and  at  least  one  of  the  books  he 
translated  from  the  Greek  into  the  English 
language,  The  Genuine  Works  of  Hippo- 
crates, Sydenham  Society,  two  volumes.  The 
first  edition  appeared  in  London,  1849,  and 
the  second  and  third  editions  in  New  York, 
1886  and  1891. 

Adams  was  the  son  of  a laborer  He  was 
born  at  Lumphanan,  Scotland,  27  miles  from 
Aberdeen.  At  the  age  of  17  he  graduated 
from  King’s  College,  M.A.  degree.  It  is  be- 
lieved that  he  served  a two  years’  appren- 
ticeship under  a surgeon-practitioner  in 
Edinburg.  He  then  traveled  to  London 
where  he  became  a member  of  the  Royal 
College  of  Surgeons.  Returning  to  Scotland, 
he  settled  in  Banchory,  a small  village  on 
the  River  Dee,  17  miles  from  Aberdeen. 

Space  permits  only  a few  words  about 
the  life  and  work  of  this  great  physician, 
humanist  and  scholar  who  refused  the  chair 
in  Greek  at  the  University  of  Aberdeen  to 
remain  in  this  peaceful  village  on  the  River 
Dee  in  order  that  he  might  devote  himself 
to  general  practice  and  his  Greek  transla- 
tions. It  has  been  said  that : 

“He  spent  his  days  in  the  arduousness  and 
beneficient  profession  of  a country  surgeon, 
out  in  all  weathers  and  at  all  hours,  having 
the  lives,  the  births,  the  deaths  of  a wild 
outlying  region  in  his  hands.  This  work  he 
did  so  thoroughly  that  none  could,  with  a 
shadow  of  justice,  say  that  his  learning 
lessened  his  readiness  and  his  ability  for  the 
active  duties  of  his  profession  in  the  fullest 
rounds  of  its  requirements.  He  was  an  at- 


tentive, resolute,  wise  practitioner,  just  such 
a man  as  we  would  like  to  fall  into  the 
hands  of,  were  we  needing  such  aid.  He  was 
always  up  to  the  newest  knowledge  of  the 
time,  but  never  a slave  to  any  system  or 
addiction  to  swear  by  any  master.  The 
whole  cast  of  his  mind  was  thoroughly  free 
and  self-sustained.” 

What  a challenge  for  the  modern  general 
practitioner  now  progressing  with  such 
promise  in  the  U.  S.  under  the  stimulus  of 
the  Academy  of  General  Practice.  The  fol- 
lowing evidence  of  his  youthful  industry 
may  discourage  some,  but  as  will  be  seen 
as  a doctor  on  horseback,  he  lost  no  time — 
“I  began  by  devoting  seventeen  hours  a day 
to  the  study  of  Virgil  and  Horace  and,  it 
will  be  readily  believed,  such  intense  appli- 
cation soon  made  up  for  my  early  deficien- 
cies. I read  each  of  these  six  or  seven  times 
in  succession.  Having  mastered  the  difficul- 
ties of  Latin  literature,  I naturally  turned 
my  attention  to  Greek,  as  being  the  proto- 
type of  the  other.” 

While  engaged  in  country  practice  at 
Banchory,  Adams  made  many  valuable  con- 
tributions to  medical  literature  through  his 
translations  of  Hippocrates  and  other  im- 
portant Greek  writings 

When  the  day’s  work  was  done,  he  would 
go  to  bed  with  his  books.  After  sleeping 
two  or  three  hours,  he  would  work  through 
the  night  and  then  have  a nap  before  break- 
fast. He  claimed  to  have  worked  nine  hours 
a day  on  the  translation  of  Hippocrates. 

The  writer’s  abiding  interest  in  this  ideal 
country  doctor  appears  in  the  following  let- 
ters which  so  admirably  supplement  this 
brief  sketch  of  a great  man : 


March,  1952 


Journal  of  the  Oklahoma  State  Medical  Association 


105 


“15th  May,  1951,  My  dear  Dr.  Moorman, 
Eureka!  Eureka!  We  have  found  the  statue 
of  Francis  Adams  tucked  away  amidst  dust 
and  dirt  in  a very  dark  corner  of  the  joiner’s 
junk  store.  It  is  being  cleaned  up  and 
touched  up,  and  it  will  be  all  ready  for  you 
to  see  if  you  come  over  this  summer.  Do  let 
me  know  when  you  are  coming.  With  kind 
regards  and  good  wishes,  Yours  sincerely, 
John  Craig,  M.B.,  Cc.B.,  F.R.C.P.E.,  Pro- 
fessor, Department  of  Child  Health,  For- 
esterhill,  University  of  Aberdeen.” 

In  the  British  Medical  Journal  of  July  14, 
1951,  under  “Medical  News,”  there  is  a 
brief  report  of  the  June  16,  1951,  meeting 
of  the  Scottish  Society  of  the  History  of 
Medicine  in  Aberdeen  at  which  Professor 
Craig  described  the  founding  of  the  Medico 
Chirugical  Society  of  Aberdeen  in  Decem- 
ber, 1789. 

“After  his  address  Professor  Craig  un- 
veiled a bust  of  Dr.  Francis  Adams,  the 
most  noteworthy  president  of  the  society- 
For  many  years  the  bust  had  been  lost  and 
Professor  Craig  discovered  it  in  an  old 
storehouse  used  by  King’s  College  carpen- 
ters. Doctor  Richards  then  spoke  on  Francis 
Adams.” 

On  September  20th,  1951,  the  following 
letter  with  a photograph  of  the  bust  was 
received : “Dear  Professor  Moorman,  I hope 
you  will  find  space  to  publish  this  letter, 
and  the  accompanying  photograph  of  the 
bust  of  Francis  Adams,  in  your  Journal  of 
the  Oklahoma  State  Medical  Association. 

“It  is  a far  cry  materially  from  Oklahoma 
City,  Oklahoma,  U.S.A.  to  Banchory,  near 
Aberdeen,  Scotland,  but  not  so  very  far 
spiritually  when  a physician  like  yourself 
is  interested  in  the  great  medical  translator 
and  Greek  scholar,  Francis  Adams. 

“He  was  President  of  our  Aberdeen 
Medico-Chirurgical  Society  in  1844-45,  and 
when,  one  hundred  years  later,  I was  look- 
ing into  his  life  history,  I came  across  in 
our  University  Library  a reprint  of  your 
article  in  the  Southern  Medical  Journal 
(Vol.  29,  p.  435,  April,  1936)  in  which  you 
referred  to  a bust  of  Francis  Adams  by 
William  Brodie,  R.S.A.  I had  known  of  a 
bust  before,  for  Mrs.  Ella  Hill  Burton 
Rodger  in  her  book  ‘Aberdeen  Doctors’ 
speaks  of  it  as  ‘representing  the  strong  fea- 
tures and  sagacious  expression  of  the  Aber- 
deenshire surgeon’;  but  your  mention  of  it 
brought  the  bust  to  mind  again  and  I went 
to  have  a look  at  it.  No  bust  was  to  be  found 
anywhere  either  in  King’s  College  or  Mari- 
schal  College,  the  two  colleges  of  our  Uni- 


versity. And,  indeed,  nobody  in  authority 
knew  anything  about  it,  and  I found  nobody 
who  had  ever  seen  it.  The  bust  had  been  in 
the  King’s  College  Senatus  Room  but  this 
room  had  been  given  up  many  years  ago. 
However,  I did  find  in  our  Library  a photo- 
graph of  the  bust,  and  I knew  then  what  I 
had  to  seek. 

“A  few  years  passed  This  year,  I have 
the  privilege  of  being  President  of  our 
Medico-Chirurgical  Society;  and  also  this 
year  the  Scottish  Society  of  the  History  of 
Medicine  was  meeting  for  the  first  time  in 
Aberdeen.  So  I determined  to  have  a very 
thorough  search  for  the  missing  bust.  Even- 
tually, the  servitor  in  the  Library  told  me 
there  were  some  old  statutes  in  the  carpen- 
ter’s junk  store,  a badly-lit  room  which  had 
once  been  the  ground  floor  of  the  Old  Aber- 
deen brewery.  In  a dark  corner  of  the  room 
I found  the  bust,  keeping  company  with 
those  of  two  Roman  Emperors. 

“It  was  a great  thrill  to  have  such  a 
happy  ending  to  my  quest — a quest  that  was 
initiated  by  reading  your  article  written  in 
1936.  Oklahoma  and  Aberdeen  are,  as  I said, 
not  far  away.  As  Thucydides  has  it : 

“ ‘The  whole  earth  is  the  sepulchre  of 
famous  men.’  Yours  sincerely,  John  Craig.” 

Another  link  in  the  quest  for  knowledge 
about  Francis  Adams  is  shown  by  this  letter 
and  the  picture  of  the  Adams  tombstone 
from  Dr.  Anderson  of  Aberdeen  in  response 
to  the  request  of  a mutual  friend  in  Winni- 
peg, Canada:  “19,  Queen’s  Road,  Aberdeen, 
14th  December,  1937,  Dear  Dr.  Moorman,  I 
regret  very  much  the  delay  in  forwarding 
the  enclosed  photograph  of  Dr.  Francis 
Adams’  Tombstone  in  Banchory.  I trust, 
however,  that  it  is  not  too  late  even  now. 
Yours  truly,  Wm.  Anderson.” 

On  this  granite  obelisk  the  following  in- 
scription appears  in  Latin : “In  memory  of 
Francis  Adams,  M.D.,  L.L.D  , of  all  phy- 
sicians whom  Scotland  has  produced  most 
familiar  with  the  treasures  of  literature  and 
with  the  resources  of  science.  Long  in  this 
retired  vale,  far  from  court  or  University, 
a true  votary  of  Apollo,  he  devoted  himself 
faithfully  to  medicine  and  muses.” 

Two  summers  ago,  while  the  bust  was  still 
hidden  in  the  joiner’s  junk  room,  the  recip- 
ient of  these  letters  traveled  to  Banchory  on 
the  River  Dee  17  miles  out  of  Aberdeen  to 
stand  before  this  monument  with  bowed 
head  and  to  see  where  this  great  general 
practitioner,  scholar  and  translator  lived 
and  worked. 
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Your  representatives  learned  a great  deal  about  the  American  Medical  Education 
Foundation  at  the  1952  Campaign  Meeting  in  Chicago. 

The  A.M.E.F.  solicits  funds  only  from  doctors.  The  National  Fund  for  Medical  Edu- 
cation, headed  by  business  men  and  supported  by  several  large  philanthropic  foundations, 
solicits  funds  from  large  corporations,  foundations  and  other  organizations.  The  practice 
of  the  National  Fund  seems  to  be  to  match  the  money  raised  by  the  A.M.E.F.  from  doc- 
tors and  then  to  make  grants  to  medical  schools.  The  grants  are  of  three  types:  Class  A 
Grants  are  uniform  grants  to  each  medical  school.  In  1951  $15,000  was  given  to  each  four 
year  medical  school.  Class  B grants  are  on  the  basis  of  so  much  for  each  medical  student. 
A grant  of  this  type  has  been  or  is  being  made  of  approximately  $17.00  per  student.  Class 
C Grants  are  to  be  made  on  the  basis  of  demonstrated  need  of  each  individual  school. 

The  thing  that  is  of  particular  interest  to  doctors  who  are  and  have  been  giving  money 
to  medical  school  alumni  funds  is  that  such  donations  may  be  made  to  the  A.ME.F.  and  ear- 
marked and  designated  to  the  school  of  the  donor’s  choice.  The  chosen  school  will  not  only 
receive  100  per  cent  of  such  gifts  over  and  above  amounts  granted  by  the  Fund  and  Founda- 
tion but  will  be  notified  each  month  by  the  Foundation  of  such  gifts  and  furnished  a listing 
of  the  names  of  the  donors.  The  advantage  to  the  schools  of  giving  through  the  Foundation 
is  that  such  gifts  will  help  swell  the  total  gifts  to  the  Foundation  which  will  then  be  matched 
by  the  National  Fund.  It  is  to  be  emphasized  that  100  per  cent  of  the  gifts  go  to  the 
schools.  The  A.M.A.  is  paying  the  entire  overhead  of  the  A.M.E.F.  and  other  foundations 
are  paying  the  entire  overhead  of  the  National  Fund. 

A tentative  goal  of  $2,000,000  from  doctors  for  1952  has  been  set  up  by  the  directors 
of  the  A.M.E.F.  Their  plans  call  for  an  intensive  campaign  at  the  State  and  County  Society 
levels  during  the  months  of  April,  May  and  June.  How  extensive  this  campaign  will  be  in 
Oklahoma  must  be  decided  by  your  Council  and  by  your  House  of  Delegates. 


Let  us  remind  you  of  the  Postgraduate  Courses  to  be  given  in  16  centers  in  the  state 
beginning  March  13th  There  will  be  three  lecture  programs  in  each  center.  The  general  sub- 
ject of  the  courses  is  ‘Tteview  of  General  Medicine.” 


President 
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S-M-A  is  a complete  formula. 

Unmatched  in  similarity  to  healthy  mother’s  milk, 
S-M-A  provides  all  essential  food  elements,  including 
vitamins  and  minerals  well  in  excess  of  recommended 
daily  allowances. 


S-M-A  is  an  economical  formula. 

Only  water  need  be  added.  Since  the  addition  of 
nutritive  elements  is  unnecessary,  the  initial  cost  is 
the  whole  cost.  And  the  whole  cost  of  the  complete 
S-M-A  formula  is  less  than  H per  ounce. 

S-M-A  Liquid  S-M-A  Powder 


Incorporated,  Philadelphia  2,  Pa. 


® 
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CURRENT  ACTIVITIES  AT  THE  OKLAHOMA 
MEDICAL  RESEARCH  FOUNDATION 

Edward  C.  Reifenstein,  Jr.,  M.D. 
director 


This  is  the  fifth  in  a 
series  of  monthly  articles 
concerning  the  activities  of 
the  Oklahoma  Medical  Re- 
search Foundation.  The 
purpose  of  this  article  is 
to  discuss  the  relationships 
that  are  being  developed 
between  the  Oklahoma  Medical  Research  Institute  and 
Hospital  and  the  University  of  Oklahoma  School  of 
Medicine. 

From  its  very  inception  the  Oklahoma  Medical  Re- 
search Foundation  was  conceived  as  an  important  cen- 
tral unit  in  the  development  of  a great  Medical  Center 
around  the  University  of  Oklahoma  School  of  Medicine. 
The  idea  for  such  a Foundation  arose  with  a number  of 
the  physicians  associated  with  the  School  of  Medicine, 
and  the  initial  activity  was  carried  on  by  the  Alumni 
Association  of  the  School  of  Medicine.  In  this  endeavor, 
the  doctors  in  the  State  who  were  graduates  of  the 
University  of  Oklahoma  School  of  Medicine  were  joined 
by  a great  many  physicians  who,  although  they  were 
graduates  of  other  schools,  manifested  equal  enthusiasm 
in  the  development  of  the  Medical  Center.  It  was  ap- 
parent from  the  very  beginning  that,  although  the 
Oklahoma  Medical  Research  Foundation  was  established 
as  an  independent,  privately-owned,  non-profit  organiza- 
tion, it  would  be  very  closely  affiliated  with  the  Uni- 
versity of  Oklahoma  School  of  Medicine. 

Indeed,  the  Oklahoma  Medical  Research  Institute  and 
Research  Hospital  could  hardly  exist  without  close  de- 
pendence upon  the  University  of  Oklahoma  School  of 
Medicine  and  its  affiliated  University  Hospital,  Veterans 
Hospital  and  other  hospitals.  Without  this  affiliation, 
the  Foundation's  activities  would  lose  a great  deal  of 
their  value  and  significance.  At  the  same  time,  there  has 
been  recognition  on  the  part  of  the  administrators  and 
members  of  the  faculty  of  the  University  of  Oklahoma, 
the  University  of  Oklahoma  School  of  Medicine,  and  the 
Board  of  Regents  that  a properly  conducted  Medical 
Research  Institute  and  Research  Hospital  would  be  of 
great  value  to  the  Medical  Center  that  is  being  developed 
around  the  University  of  Oklahoma  School  of  Medicine. 
To  this  end,  Dr.  George  L.  Cross,  President  of  the  Uni- 
versity of  Oklahoma,  the  late  Dr.  Tom  Lowry,  former 
Dean  of  the  University  of  Oklahoma  School  of  Medicine, 
and  Dr.  Mark  R.  Everett,  the  present  Dean  of  the 
University  of  Oklahoma  School  of  Medicine,  labored 
long  in  the  interests  of  developing  a sound  Medical 
Research  Institute. 

As  a step  in  this  direction,  the  Director  of  the  Re- 
search Institute  and  Hospital  has  consistently  adhered 
to  the  policy  of  bringing  into  the  Staff  of  the  Research 
Institute  only  those  persons  who  were  fully  acceptable 
to  the  faculty  of  the  School  of  Medicine.  In  all  in- 
stances, members  of  the  faculty  of  the  School  of  Medi- 
cine were  invited  to  assist  in  the  interview  of  prospective 
candidates  for  key  positions  in  the  Research  Institute, 
and  their  personal  reactions  were  considered  in  the 
selection  of  these  individuals.  The  members  of  the  vari- 
ous departments  in  the  faculty  of  the  School  of  Medicine 
have  been  most  cooperative  in  this  regard.  All  of  the 
key  personnel  in  the  Research  Institute  have  academic 
positions.  A list  of  these  follows: 


Dr.  Edward  C.  Reifenstein,  Jr.,  Director  of  the  Re- 
search Institute  and  Hospital,  is  Professor  of  Research 
Medicine  at  the  School  of  Medicine; 

Dr.  Charles  D.  Kochakian,  Associate  Director  of  the 
Research  Institute  and  Hospital,  is  Professor  of  Re- 
search Biochemistry; 

Dr.  Max  X.  Huffman,  Member  of  the  Research  Insti- 
tute and  Hospital,  is  Professor  of  Research  Biochemistry 
at  the  School  of  Medicine; 

Dr.  R.  Palmer  Howard,  Member  of  the  Research  Insti- 
tute and  Hospital,  is  Associate  Professor  of  Research 
Medicine  at  the  School  of  Medicine; 

Dr.  Leonard  P.  Eliel,  Member  of  the  Research  Insti- 
tute and  Hospital,  is  Associate  Professor  of  Research 
Medicine  at  the  University  of  Oklahoma  School  of 
Medicine; 

Dr.  Robert  H.  Furman,  Member  of  the  Research  Insti- 
tute and  Hospital,  is  Associate  Professor  of  Research 
Medicine  in  the  School  of  Medicine; 

Miss  Shirley  L.  Wells,  M.S.,  Member  of  the  Research 
Institute  and  Hospital,  is  Associate  Professor  of  Re- 
search X'utrition  in  the  School  of  Medicine;  and, 

Miss  Marian  MacAulay,  Member  of  the  Research  Insti- 
tute and  Hospital,  is  Research  Associate  in  the  University 
of  Oklahoma  School  of  Nursing. 

These  individuals  will  participate  in  the  School  of 
Medicine  activities  in  a number  of  ways.  All  of  them 
will  take  part,  when  needed,  in  the  teaching  of  the 
under-graduate  students  in  the  Medical  School  Building, 
University  Hospital,  and  its  affiliated  Hospitals.  Simi- 
larly, they  will  participate  in  graduate  training  whenever 
needed.  As  time  passes,  all  of  them  will  be  involved  in 
cooperative  research  projects  with  the  various  members 
of  the  faculty  of  the  School  of  Medicine,  both  at  the 
pre-clinical  and  the  clinical  levels.  Furthermore,  those 
who  are  clinically-trained  will  assist  in  the  patient  care 
as  needed,  and  particularly  will  serve  as  consultants 
and  in  the  out-patient  clinics.  In  addition  to  these  activi- 
ties, which  involve  participation  of  the  Research  Institute 
Staff  in  the  other  buildings  of  the  Medical  Center,  all 
of  these  individuals  also  will  participate  in  under- 
graduate and  post-graduate  training,  seminars  for  prac- 
ticing physicians,  patient  care  and  research  in  the 
buildings  comprising  the  Research  Institute  and  the 
Research  Hospital. 

As  far  as  the  latter  institution  is  concerned,  plans 
are  being  pushed  forward  now  to  develop  an  active  par- 
ticipation on  an  affiliated  basis  between  the  Research 
Hospital  and  the  School  of  Medicine  with  its  University 
Hospital,  Veterans  Hospital,  and  affiliated  hospitals.  In 
particular,  it  is  anticipated  that  arrangements  will  be 
worked  out  whereby  interns  and  residents  will  be  able 
to  have  a period  of  service  in  the  Research  Hospital,  and 
whereby  medical  students,  student  dietitians,  and  stu- 
dent nurses  will  be  given  a period  of  exposure  to  the 
activities  of  an  investigative  nature  in  the  Research 
Hospital. 

Not  only  are  the  members  of  the  Research  Institute 
tute  and  Hospital.  It  is  anticipated  that  this  collabora- 
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tion  will  increase  considerably  as  the  research  projects 
in  the  Institute  and  Hospital  reach  a state  of  full 
activity.  In  addition,  certain  individuals  have  been  desig- 
nated as  Consultants  to  assist  the  staff  of  the  Research 
Institute  and  Hospital  in  developing  and  carrying  on  its 
program.  The  list  at  the  present  time  includes:  Dr.  Cleve 
Beller,  who  is  Radioisotope  Consultant  and  Coordinator 
of  Radioisotope  studies;  Dr.  Howard  C.  Hopps,  who  is 
Consultant  in  Pathology;  Dr.  Homer  F.  Marsh,  who  is 
Consultant  in  Bacteriology;  Dr.  Emil  E.  Palik,  of  Tulsa, 
Oklahoma,  who  is  Consultant  in  Hematology;  and  Dr. 
Peter  E.  Russo,  who  is  Consultant  in  Radiology.  The  list 
of  Consultants  will  be  expanded  as  the  occasion  arises. 
Members  of  the  Institute  Staff  are  serving  on  a number 
of  committees  concerned  with  the  problems  of  the  grow- 
ing Medical  Center.  Most  of  these  have  their  origin  in 
the  School  of  Medicine. 

A number  of  joint  projects  are  under  way  involving 
collaboration  between  the  University  of  Oklahoma  School 
of  Medicine  faculty  members  and  the  Oklahoma  Medical 
Research  Foundation.  For  example,  Dr.  M.  R.  Shetlar  and 
Dr.  Mark  Everett  are  continuing  a study  on  mucopolysac- 
charides in  laboratories  in  the  Research  Institute  Build- 
ing under  partial  support  from  funds  from  the  Oklahoma 
Medical  Research  Foundation.  In  addition,  Doctor  Shet- 
lar is  the  Director  of  the  Research  Unit  for  the  Will 
Rogers  Veterans  Hospital,  which  eventually  will  be 
housed  in  the  new  hospital  building  next  to  the  Research 
Institute  on  Thirteenth  Street.  It  is  not  anticipated  that 
his  laboratories  in  this  new  building  will  be  available 
until  July  of  1953.  In  the  meantime,  the  Oklahoma  Medi- 
cal Research  Foundation  has  made  available  to  him 
three  laboratories  and  the  use  of  the  animal  wing,  cold 
rooms,  and  so  forth,  for  the  studies  which  he  is  conduct- 
ing. Dr.  Allan  J.  Stanley,  and  his  associates,  Dr.  George 
S.  Bozalis,  Dr.  Vernon  D.  Cushing,  and  Dr.  Dick  H.  Huff, 
all  of  whom  are  members  of  the  faculty  of  the  School 
of  Medicine  have  a laboratory  assigned  to  them  in  the 
Research  Institute  Building  and  are  being  supported, 
in  part,  by  the  Oklahoma  Medical  Research  Foundation 
in  a study  of  allergy.  Dr.  John  Lamb,  working  in  con- 
junction with  Dr.  Corinne  Keaty,  of  the  Research  Insti- 
tute Staff,  and  with  Doctor  Reifenstein,  is  receiving 
support  from  the  Foundation  for  a study  of  the  en- 
docrine aspects  of  certain  skin  disorders.  Similarly, 
Dr.  Henry  H.  Turner,  Dr.  R.  Palmer  Howard,  Dr. 
Corinne  Keaty,  and  Doctor  Reifenstein  are  conducting 
a study  of  children  with  precocious  puberty,  which  is 
being  supported  by  the  Foundation.  Dr.  John  Lamb  has 
a project  involving  the  use  of  certain  compounds  in 
mycological  conditions,  which  is  supported  in  part  by 
the  Oklahoma  Medical  Research  Foundation,  and  in  part 
by  a grant  through  the  help  of  the  Foundation  admin- 
istration; for  this  project  a laboratory  in  the  Research 
Institute  has  been  assigned  to  Doctor  Lamb  and  his 
assistant,  Mr.  Gerbert  Rebell,  a mycologist. 

One  of  the  most  unique  phases  of  the  joint  endeavors 
of  the  School  of  Medicine  and  the  Foundation  is  the 
Isotope  Laboratory.  This  was  financed  by  the  Legisla- 
ture of  the  State  through  the  School  of  Medicine  and 
has  been  equipped  and  manned  by  funds  from  the 
School  of  Medicine ; however,  because  of  the  unusual 
facilities  required  for  such  a unit,  the  Isotope  Labora- 
and  Hospital  staff  collaborating  in  projects  that  have 
been  initiated  by  other  members  of  the  faculty  of  the 
University  of  Oklahoma  School  of  Medicine,  but  they, 
themselves,  are  gradually  developing  a series  of  collabo- 
rators from  among  the  members  of  the  faculty  of  the 
University  of  Oklahoma  School  of  Medicine,  in  order  to 
carry  out  the  research  activities  of  the  Research  Insti- 
tory,  involving  three  units  of  laboratory  space,  has  been 


established  in  quarters  permanently  assigned  to  it  by 
the  Oklahoma  Medical  Research  Foundation  on  the 
second  floor  of  the  Research  Institute  Building.  Arrange- 
ments are  being  completed  now  also  for  the  develop- 
ment of  the  Isotope  Clinic  in  the  Research  Hospital. 
The  Foundation  has  placed  at  the  disposal  of  the 
Radioisotope  Committee  of  the  University  of  Oklahoma 
School  of  Medicine  one  of  the  patient  rooms  in  the 
Research  Hospital,  which  will  be  turned  into  a Radioiso- 
tope Clinic.  The  equipment  will  be  supplied  for  this 
room  by  the  School  of  Medicine.  However,  the  specialized 
personnel,  nurses,  orderlies,  and  so  forth,  of  the  Research 
Hospital  Staff,  will  assist  in  the  operation  of  this  Clinic 
Room.  This  enables  the  entire  Radioisotope  Program  to 
be  carried  on  under  one  administration,  and  represents 
an  ideal  example  of  the  cooperation  that  exists  between 
the  School  of  Medicine  and  the  Oklahoma  Medical  Re- 
search Foundation.  This  unit,  incidentally,  is  the  only 
center  for  the  distribution  of  radioactive  isotope  ma- 
terials at  the  present  time  in  the  State  of  Oklahoma. 

In  addition  to  these  projects,  the  Foundation  is  sup- 
porting studies  by  Dr.  D.  H.  O ’Donoghue  dealing  with 
the  problem  of  increasing  the  growth  of  stunted  limbs  in 
children,  and  by  Dr.  H.  C.  Dodson,  involving  reconstruc- 
tive surgery  of  the  bile  ducts,  in  which  use  is  being 
made  of  the  animal  surgery  and  other  facilities  of  the 
animal  wing  of  the  Oklahoma  Medical  Research  Institute. 
During  the  past  months,  while  the  University  of  Okla- 
homa School  of  Medicine  was  in  the  process  of  com- 
pleting the  new  addition  to  its  building,  several  mem- 
bers of  the  faculty  were  unable  to  continue  work  in 
their  own  laboratories  and  were  housed  temporarily  in 
laboratories  in  the  Oklahoma  Medical  Research  Institute. 
These  included  Dr.  Florene  C.  Kelly  and  Dr.  L.  V. 
Scott,  of  the  Department  of  Bacteriology,  Dr.  Dale 
Clark  of  the  Department  of  Biochemistry,  Dr.  Arthur 
A.  Hellbaum  of  the  Department  of  Pharmacology,  and 
Dean  Mark  R.  Everett  of  the  School  of  Medicine.  Doctor 
Everett,  for  several  months,  had  an  office  on  the  first 
floor  of  the  Medical  Research  Foundation  Building  in 
order  that  he  could  carry  on  his  activities  without  inter- 
ference from  the  workmen  who  were  constructing  the 
addition  to  the  School  of  Medicine. 

As  the  scientific  personnel  are  gradually  being  added 
to  the  staff  at  the  Oklahoma  Medical  Research  Institute, 
a number  of  people  are  being  included  who  have  had 
training  at  the  University  of  Oklahoma  School  of  Medi- 
cine and  its  affiliated  institutions.  These  individuals  in 
elude  research  assistants,  technicians,  dietitians,  and 
nurses.  Almost  all  of  the  people  in  these  categories  are 
being  drawn  from  the  State  of  Oklahoma  and  surround- 
ing areas.  Thus,  the  Oklahoma  Medical  Research  Founda- 
tion is  providing  opportunities  for  scientifically-trained 
personnel  in  the  State  and  expanding  the  facilities  avail- 
able in  the  Medical  Center.  The  Research  Librarian  of 
the  Oklahoma  Medical  Research  Institute  and  Hospital, 
Mrs.  Ida  Gist,  was  a Librarian  at  the  University  of 
Oklahoma  School  of  Medicine  for  a time. 

Recently  the  Director  of  the  Research  Institute  and 
Hospital  and  the  General  Manager  of  the  Foundation 
recognized  the  desirability  of  formalizing  the  relation- 
ship between  the  Oklahoma  Medical  Research  Foundation 
and  the  University  of  Oklahoma  School  of  Medicine. 
The  proposition,  therefore,  was  presented  to  the  Execu- 
tive Committee  of  the  Board  of  Directors  and  the  fol- 
lowing arrangement  has  been  created,  and  incorporated 
in  the  by-laws  of  the  Foundation.  The  Foundation  has 
set  aside  from  its  resources  for  the  use  of  members  of 
the  faculty  of  the  University  of  Oklahoma  School  of 
Medicine,  the  following:  1)  nine  of  the  Research  Lab- 
oratories; 2)  20  per  cent  of  the  undesignated  funds 
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pledged  after  January  1,  1952,  and  collected  after  that 
time;  3)  the  privilege  of  utilizing  the  animal  wing  of 
the  Research  Institute;  4)  the  privilege  of  utilizing,  on 
a fee  basis  mutually  agreed  upon,  the  facilities  of  the 
Central  Research  Laboratory  of  the  Research  Institute 
by  all  persons  who  have  approved  projects  in  the  School 
of  Medicine,  whether  they  are  supported  by  funds  as- 
signed from  the  Foundation  or  by  funds  assigned  by 
the  Dean  of  the  School  of  Medicine.  In  order  to  super- 
vise the  allocation  of  these  funds  and  the  various  facili- 
ties, a sub  committee  on  Foundation-Sponsored  Research 
has  been  created  on  recommendation  of  Dr.  Mark  R. 
Everett,  Dean  of  the  University  of  Oklahoma  School  of 
Medicine,  and  has  been  approved  by  the  Executive  Com- 
mittee of  the  Board  of  Directors  of  the  Oklahoma  Medi- 
cal Research  Foundation.  Those  from  the  School  of 
Medicine  are:  Dr.  Howard  C.  Hopps,  Professor  and 
Chairman  of  the  Department  of  Pathology,  who  is 
Chairman  of  the  Committee;  Dr.  Robert  H.  Bavley, 
Professor  of  Medicine;  Dr.  Arthur  A.  Hellbaum.  Pro- 
fessor and  Chairman  of  the  Department  of  Pharma- 
cology; Dr.  Max  X.  Huffman,  Professor  of  Research 
Biochemistry,  also  a staff  member  of  the  Institute 
and  Hospital;  Dr.  Donald  B.  McMullen,  Professor  of 
Preventive  Medicine  and  Public  Health,  who  is  Vice- 
Chairman  of  the  Committee;  Dr.  William  T.  Newsom, 
Assistant  Professor  of  Peditaries;  Dr.  Charles  M. 
O'Leary,  Assistant  Professor  of  Surgery;  Dr.  Milton 
.T.  Serwer,  Clinical  Professor  of  Obstetrics;  and  Dr. 
A.  X.  Taylor,  Associate  Professor  and  Chairman  of 
the  Department  of  Phvciology.  Those  representing 
the  Foundation  on  this  Committee  will  be  Dr.  Edward 
C.  Reifenstein,  Jr.,  Director  of  the  Research  Institute 
and  Hospital;  Mr.  Hugh  G.  Payne,  General  Manager  of 
the  Oklahoma  Medical  Research  Foundation;  and  Mr. 
O.  C.  Estes,  Comptroller  of  the  Oklahoma  Medical  Re- 
search Foundation. 

The  newly-created  Committee  will  serve  as  a sub- 
committee of  the  General  Research  Advisory  Board  of 
the  Oklahoma  Medical  Research  Foundation,  which  was 
described  in  the  second  article  of  this  section.  The  newly 
created  committee  will  make  its  reports  to  the  General 
Research  Advisory  Board,  which,  in  turn,  will  report 
through  the  Director  of  the  Research  Institute  and 
Hospital  to  the  Executive  Committee  of  the  Board  of 
Directors  of  the  Oklahoma  Medical  Research  Foundation. 
The  Chairman  of  the  new  committee,  Dr.  Howard  C. 
Hopps,  will  serve  as  liaison  officer  to  the  Director  of 
the  Research  Institute  and  Hospital  in  all  matters  of 
collaboration  involving  the  activities  of  this  Committee. 

In  order  to  avoid  unnecessary  duplication  of  effort, 
Dr.  Mark  Everett,  Dean  of  the  University  of  Oklahoma 
School  of  Medicine,  also  has  designated  the  faculty 
members  of  this  committee  as  the  Research  Committee 
of  the  School  of  Medicine  for  the  allocation  of  research 
funds  at  the  disposal  of  the  School  of  Medicine,  includ- 
ing funds  made  available  bv  the  Legislature  of  the 
State  of  Oklahoma.  The  newly  created  Committee  there- 
fore will,  in  effect,  have  at  its  disposal  both  funds  from 
the  State  and  funds  from  private  sources  through  the 
Foundation  for  the  furtherance  of  research  involving 
members  of  the  faculty  of  the  University  of  Oklahoma 
School  of  Medicine.  It  should  be  pointed  out,  however, 
that  is  is  entirely  possible  to  establish  collaboration  and 
joint  projects  between  members  of  the  faculty  of  the 
University  of  Oklahoma  School  of  Medicine  and  the 
members  of  the  Research  Institute  and  Research  Hospital 
quite  apart  from  the  activities  of  this  Committee.  There 
is,  indeed,  a considerable  probability  that  arrangements 
of  this  sort  will  be  worked  out  which  will  involve 


additional  funds  from  the  Oklahoma  Medical  Research 
Foundation  and  the  use  of  additional  space. 

An  important  part  of  the  cooperative  venture  between 
the  two  institutions  is  the  Graduate  Training  Program 
which  has  been  established.  This  Graduate  Training 
Program  is  designed  to  provide  the  training  and  re- 
search facilities  for  candidates  who  wish  to  secure  a 
Masters  of  Science  degree  or  a Doctor  of  Philosophy 
degree  in  the  basic  subjects  such  as  chemistry,  biology, 
physiology,  and  so  forth,  through  the  University  of 
Oklahoma  at  Norman,  Oklahoma.  Similar  arrangements 
are  being  worked  out  with  Oklahoma  A.  and  M.  at  Still- 
water. The  program  at  the  University  of  Oklahoma  is 
under  the  supervision  of  Dr.  Laurence  Snyder,  Dean  of 
the  Graduate  School  of  the  University  of  Oklahoma,  and 
that  at  Oklahoma  A.  and  M.  is  being  developed  with  the 
assistance  of  Dr.  Oliver  William,  the  President  of  Okla- 
homa A.  and  M.  In  addition,  the  University  of  Oklahoma 
School  of  Medicine  participates  actively  in  the  Graduate 
Training  Program  of  the  University  of  Oklahoma  and 
now  provides  courses  leading  to  the  degree  of  Master  of 
Science  in  Medical  Sciences  and  to  Doctor  of  Philosophy 
in  Medical  Sciences.  Candidates  for  these  degrees  also 
may  obtain  a portion  of  their  training  in  the  Oklahoma 
Medical  Research  Institute.  As  far  as  the  Medical  School 
is  concerned,  they  are  under  the  supervision  of  Dr.  Arthur 
A.  Hellbaum,  Associate  Dean  of  the  Graduate  School 
of  the  University  of  Oklahoma  School  of  Medicine.  All 
of  the  candidates  for  advanced  degrees  who  are  working 
in  the  Research  Institute  will  be  under  the  jurisdiction 
of  Dr.  Charles  D.  Kochakian,  Associate  Director  of  the 
Oklahoma  Medical  Research  Institute  and  Hospital,  who 
is  in  charge  of  the  Graduate  Training  Program  for  the 
Oklahoma  Medical  Research  Foundation. 

In  addition  to  these  facilities,  which  involve  graduates, 
there  will  be  many  opportunities  for  collaboration  at  the 
undergraduate  level.  It  is  anticipated  that  medical 
students  will  be  able  to  participate  as  part-time  workers 
in  the  research  problems  in  the  Research  Institute  and 
will  also  be  able  to  take  part  in  the  studies  of  patients 
in  the  Research  Hospital.  In  the  same  way,  student 
nurses  and  student  dietitians  can  also  be  given  a period 
of  exposure  to  research  in  the  Research  Hospital. 

During  the  next  year  plans  will  be  eyolved  for  the 
establishment  of  a series  of  seminars  designed  to  acquaint 
the  physicians  in  Oklahoma  with  the  activities  of  the 
Oklahoma  Medical  Research  Institute,  and,  in  particular, 
to  present  to  them  recent  developments  in  the  various 
holds  of  activity  at  the  Foundation.  In  these  seminars 
the  members  of  the  Research  Institute  staff  will  work 
in  close  conjunction  with  the  faculty  of  the  University 
of  Oklahoma  School  of  Medicine. 

It  is  apparent  from  the  information  that  has  been 
presented  that  a closely  knit  program  is  being  developed 
between  the  University  of  Oklahoma  School  of  Medi- 
cine, on  the  one  hand,  and  the  Oklahoma  Medical  Re- 
search Foundation,  on  the  other.  This  is  aimed  at  pro- 
viding long  range  research  as  a r.esult  of  private  financ- 
ing of  the  Research  Foundation;  increasing  the  facilities 
for  under  graduate  medical  education  through  research; 
assisting  the  research  activities  of  the  Medical  School 
faculty  through  the  additional  facilities  and  financial 
support  available;  increasing  the  opportunity  for  develop- 
ment of  young  scientists  in  Oklahoma;  assisting  in 
improving  the  standards  of  practice  in  medicine,  dentis- 
try, pharmacy,  and  nursing;  and  increasing  the  oppor- 
tunities for  knowledge  and  post-graduate  education  for 
the  members  of  these  professions. 


March,  1952 


Journal  of  the  Oklahoma  State  Medical  Association 


111 


me  /eeeetee/  atea 

IN  CONGESTIVE  HEART  FAILURE 


‘In  severe  congestive  failure,  our  most  dependable  remedy  is  the  mercurial  diuretic 
, . . Its  combination  with  theophylline  has  been  a distinct  advance."1 


Salyrgan-Theophylline  is  a highly  effective  combination  of  a mercurial  diuretic 
and  theophylline.  It  may  be  given  orally  in  certain  cases. 


Salyrgan-Theophylline  is  extensively  employed  for  the  treatment  of  cardiac  and 
cardiorenal  edema,  dropsy  of  nephrosis  and  ascites  of  hepatic  cirrhosis.  The  diuretic 
response  does  not  “wear  out,”  so  that  in  most  cases  administration  may  be  repeated 
as  required  for  years,  without  loss  of  efficiency. 


Noth,2  for  instance,  in  discussing  a case  of  Pick’s  disease,  states  that  the  patient 
“has  received  about  450  doses  of  mercurial  diuretics,  nearly  all  of  which  were  of 
Salyrgan  given  [parenterally]  ...  At  no  time  has  he  experienced  orthopnea,  noctur- 
nal dyspnea,  or  episodes  of  dyspnea  while  at  rest.  He  is  still  working  every  day 
as  a banker  . . .” 


1.  Hutcheson,  J.  M.:  Management  of  Cardiac  Failure.  Virginia  Med.  Monthly , 74:458,  Oct.,  1947. 

2.  Noth,  P.  H.:  Pick's  Disease:  A Record  of  Eight  Years'  Treatment  with  Salyrgan,  Ammonium  Nitrate, 
and  Abdominal  Paracentesis.  Proc.  Staff  Meet.  Mayo  Clin.,  12:513,  Aug.  18,  1937. 


Salyrgan,  trademark  reg.  U.  S.  & Canada 


BRAND  OF  MERSALYL  AND  THEOPHYLLINE 

Ampuls  (1  and  2 cc.)  — Ampins  (1  cc.)  — Tablets 


Y,  Windsor  Out. 
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OKLAHOMA  ACADEMY  OF  GENERAL  PRACTICE  MARCH  MEETING 
TO  FEATURE  OUTSTANDING  SPEAKERS  IN  MEDICINE,  MEDICOLEGAL 
ASPECTS  AND  JUVENILE  DELINQUENCY 


Oklahoma  physicians  are  invited  to  attend  the  Fourth  Annual  Meeting-  of  the  Oklahoma  Academy  of  General 
Practice  in  Tulsa,  Oklahoma,  March  17  and  18.  All  sessions  will  be  held  in  the  Tulsa  Hotel. 

Several  activities  are  also  planned  for  wives  of  physicians  attending,  including  a luncheon  and  scenic  tour  on 
Monday  and  a luncheon  and  style  show  on  Tuesday. 

One  of  the  outstanding  features  of  the  meeting  will  be  the  panel  discussion  and  seminar  on  juvenile  delinquency 
Monday  afternoon.  Complete  program  is  listed  below: 


SUNDAY,  MARCH  16,  1952 

3:00  P.M.  Registration — Tulsa  Hotel 
4:00  P.M.  Business  meeting — Tulsa  Hotel 

MONDAY,  MARCH  17,  1952 

9:00  A.M.  Vincent  J.  Derbes,  M.D. — “Untoward  Reactions  of  Cortisone  and  ACTH” 
9:30  A.M.  William  Gordon,  M.D. — “Management  of  the  Coronary” 

10:00  A.M.  Louis  .1.  Regan,  M.D.,  LL.I). — “The  Threat  of  Malpractice” 

10:30-10:45  A.M— BREAK— VISIT  YOUR  EXHIBITORS 

10:45  A.M.  F.  A.  Alexander,  M.D. — “Spinal  Anesthesia — Hazards  and  Safeguards” 
11:15  A.M.  John  F.  Holt,  M.D. — -“X-Ray  Diagnosis  of  Chronic  Arthritis  and  Allied 
Conditions  ’ ’ 


12:15  P.M. 
2:00  P.M. 


7:00  P.M. 
8:00  P.M. 


9:30  A.M. 
10:00  A.M. 
10:30  A.M. 
10:45  A.M. 
11:15  A.M. 
12:15  P.M. 


2:00  P.M. 

2:30  P.M. 
3:00  P.M. 


3:30  P.M. 


VISIT  YOUR  EXHIBITORS 

LUNCHEON  AND  ROUNDTABLE— Topaz  Room— Address  of  Welcome, 
Mayor  of  Tulsa 

Seminar  on  Juvenile  Delinquency  Followed  by  Panel  Discussion — Topaz  Room 
Moderator — Stanley  Truman,  M.D.,  Oakland,  Calif. 

Speakers: 

Edward  D.  Greenwood,  M.D.,  Vice-President,  The  Menninger  Foundation, 
Topeka,  Kans. 

Buck  Cook — Commissioner  of  Charities  and  Corrections,  Oklahoma  City 

Judge  George  Norvell — Judge  of  the  Juvenile  Court,  Tulsa 

Howard  N.  Scott,  Chief,  Federal  Probation  Officer,  Tulsa 

Paul  C.  Benton,  M.I).,  Psychiatrist  to  the  Tulsa  Child  Guidance  Clinic,  Tulsa 

Miss  Elma  L.  Dyer,  Social  worker,  Tulsa 

Panel  Discussion — Questions  and  Answers 

Fellowship  Hour 
Dinner 

After  dinner  speaker — Stanley  Truman,  M.D. 

‘ 1 The  Doctor  Is  Human  Too  ’ ’ 

TUESDAY,  MARCH  18,  1952 

Louis  J.  Regan,  M.D.,  L.L.D. — “The  Prevention  of  Malpractice” 

F.  A.  Duncan  Alexander,  M.D. — “Nerve  Blocks  for  the  Control  of  Pain” 
BREAK— VISIT  YOUR  EXHIBITORS 

XL  D.  Holland — “The  Doctor  and  Blue  Cross-Blue  Shield  in  Oklahoma” 

Vincent  J.  Derbes,  M.D. — “Contact  Dermatitis” 

LUNCHEON  AND  ROUNTABLE— Topaz  Room 

PLEASE  VISIT  YOUR  EXHIBITORS 

Edward  D.  Greenwood,  M.D. — “Child  Psychiatry  as  it  Relates  to  the  General 
Practitioner  ’ ’ 

John  F.  Holt,  M.D. — “Some  Practical  Aspects  of  Pediaric  Roentgenology” 

William  Gordon,  M.D. — “Present  Views  Regarding  the  Management  of  the 
Hypertension  Case  ’ ’ 

Meeting  closes 
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SPRING  POSTGRADUATE  PROGRAM  ANNOUNCED 


The  Association’s  Educational  Committee,  in  cooperation  with  the  University  of  Oklahoma  School 
of  Medicine,  announces  a spring  program  of  regional  postgraduate  medical  education  entitled  "A’ 
Review  of  General  Medicine,”  to  commence  March  13,  1952. 

This  program  is  to  be  made  available  to  the  profession  in  the  entire  State  through  a series  of 
three  evening  sessions  to  be  offered  in  each  of  the  following  sixteen  centers: 


Altus 

March  13 
April  3 
April  24 


Ardmore 

March  20 
April  10 
May  8 


Bartlesville 

March  27 
April  17 
May  1 5 

Duncan 

March  20 
April  10 
May  8 

Durant 

March  20 
April  10 
May  8 


Enid 

March  27 
April  17 
May  1 5 

Guymon 
April  3 

(See  Woodward) 

Woodward 

March  13 
(See  Guymon) 
April  24 

McAlester 

March  20 
April  10 
May  8 

Miami 

March  27 
April  17 
May  15 

Muskogee 
March  20 
April  10 
May  8 


Oklahoma  City 
March  13 
April  3 
April  24 

Okmulgee 

March  27 
April  17 
May  1 5 

Stillwater 

March  27 
April  17 
May  15 

Shawnee 

March  20 
April  10 
May  8 

Tulsa 

March  13 
April  3 
April  24 


Each  session  will  consist  of  two  lectures  on  subjects  of  general  medical  interest.  The  subjects  which 
have  been  selected  by  the  membership  of  the  Educational  Committee  which  represents  each  of  the  Asso- 
ciation’s 14  councilor  districts  are: 

Medicine  and  Therapeutics 

Diagnosis  and  treatment  of  common  skin  disorders 

Recent  advances  in  pediatrics 

Recent  advances  in  surgery 

Emergency  orthopedic  measures 

Management  of  obstetrical  problems 

The  visiting  lecturers  for  these  sessions  will  be  selected  by  the  Committee  from  the  profession 
throughout  the  state  and  from  the  factulty  of  the  medical  school.  A postgraduate  chairman  will  be 
designated  in  each  County  Medical  Society  for  the  purpose  of  acquainting  the  membership  with  fur- 
ther details  of  the  program  and  securing  attendance. 


PHARMACEUTICALS 
A complete  line  of  laboratory  con* 
trolled  ethical  pharmaceuticals.  Chemists 

to  the  Medical  Profession  since  1903. 


EMMER 


THE  ZEMMER  CO.,  PITTSBURGH  13,  PA. 
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MEDICAL  SCHOOL  NOTES 


Message  from  Dr.  Mark  R.  Everett,  Dean  of  the  School  of  Medicine 


I am  grateful  to  the  Editor  of  the  Journal  of  the 
Oklahoma  State  Medical  Association  for  giving  me  an 
opportunity  to  tell  you  about  activities  of  the  School 
of  Medicine  through  a monthly  article.  I ’m  afraid  I 
haven ’t  taken  enough  ‘ ‘ time  out  ’ ’ to  tell  the  state ’s 
medical  profession  what  the  School  has  been  doing  and 
what  we  hope  to  accomplish.  Some  of  our  efforts  have 
shown  very  tangible  results,  such  as  a group  of  new 
buildings  and  an  increase  in  the  number  of  medical 
students.  Other  efforts,  which  have  been  less  well  pub- 
licized, are  just  as  important  as  the  steel  and  concrete 
structures  being  raised  here  on  the  campus.  I am  speak- 
ing especially  about  our  endeavors  to  be  of  real  service 
to  the  profession  in  matters  related  to  the  school 's 
primary  function — Medical  Education. 

The  Faculty  and  Administration  of  the  School  of 
Medicine  have  been  the  first  to  realize  that  growth  in 
physical  size  is  not  of  itself  sufficient  to  create  a better 
school,  and  for  this  reason  we  are  developing  every 
means  of  improving  our  services  to  the  medical  profes- 
sion and  to  the  general  public.  This  cannot  be  accom- 
plished except  through  individuals  who  conduct  and 
encourage  the  work  of  the  School,  the  full-time  and 
visiting  staffs,  the  preceptors  and  alumni,  and  the  medi- 
cal profession  through  constructive  interest  of  its  indi- 
vidual members  in  every  part  of  the  state. 

The  increasing  support  from  the  medical  profession 
has  had  a profound  effect  on  the  successful  undertak- 
ings of  the  School,  since  expressions  of  good  will  and 
advice  luive  provided  encouragement  at  times  when  im- 
portant problems  arose.  And,  too,  the  physicians’  help 
with  legislative  problems  has  accounted  in  no  small 
measure  for  the  generous  support  that  has  been  granted 
our  institution.  The  School  of  Medicine  is  deeply  in- 
debted to  many  groups  of  physicians  and  other  civic 
minded  citizens  working  together  to  graduate  more 
physicians  to  supply  the  needs  of  the  State. 

I know  you  will  be  interested  in  hearing  that  the 
School  of  Medicine  has  this  year  received  $15,000.00 
from  the  National  Fund  for  Medical  Education,  our 
school  sharing  equally  with  the  other  medical  schools  in 
this  fund.  As  you  know,  the  American  Medical  Associa- 
tion endorsed  this  Foundation ’s  efforts  to  provide  addi- 
tional support  for  medical  education  from  private 
sources,  and  it  contributed  $500,000  to  start  the  initial 
campaign  for  funds.  More  funds  are  to  be  distributed 
to  the  nation ’s  medical  schools  later,  and  the  American 
Medical  Association  has  voted  another  half-million  dol- 
lars to  the  Foundation  for  the  1952  Campaign.  Dona- 
tions of  money  to  the  National  Fund  by  private  citizens 
and  industries  in  support  of  medical  education  is  indica- 
tive of  the  public ’s  interest  in  medical  problems,  and 
this  interest  and  support  is  gratefully  acknowledged  by 
those  of  us  engaged  in  medical  education. 

The  contractors  hastened  the  expansion  of  our  physical 
plant  to  provide  sufficient  space  for  the  admission  last 


fall  of  100  students.  In  1947  the  total  area  of  the  Medi- 
cal School  Building  was  52,031  sq.  ft.;  it  is  now  104,066 
sq.  ft.,'  a 100  per  cent  increase.  This  increase  in  size 
enlarged  our  respective  facilities  as  follows:  student 
laboratories  62  per  cent ; lecture  rooms  64  per  cent ; 
offices  and  research  laboratories  115  per  cent;  library 
170  per  cent.  As  the  result  of  the  efforts  of  the  legisla- 
ture, the  Governor,  the  regents,  our  alumni,  and  many 
interested  physicians  and  lay  friends,  adequate  space 
and  facilities  are  now  available  to  the  members  of  our 
full-time  basic  science  faculty  to  allow  efficiency  in 
teaching  and  expansion  of  research  programs.  In  other 
words,  we  have  provided  the  physical  necessities  for 
sound  basic  science  instruction.  It  is  very  important 
that  the  medical  library  has  now  been  liberated  from 
its  exceedingly  crowded  quarters.  No  wordy  description 
of  the  expanded  facilities  can  take  the  place  of  actually 
seeing  them,  and  I extend  a cordial  welcome  to  all 
physicians  to  come  to  the  medical  school  for  a visit 
with  faculty  members  when  you  are  in  Oklahoma  City. 

Next  month's  article  will  contain  a brief  outline  and 
interpretation  of  the  “Essentials  of  an  Acceptable 
Medical  School’’  as  revised  in  1951  by  the  Council  on 
Medical  Education  and  Hospitals  of  the  American 
Medical  Association.  Any  plans  for  the  School’s  im- 
proved operation  should  be  based  on  these  professional 
recommendations.  Subsequent  articles  will  provide  infor- 
mation concerning  our  teaching,  research  and  clinical 
activities. 

POSTGRADUATE  COURSES 

A postgradute  course  in  the  fundamentals  of  ELEC- 
TROCARDIOGRAPHY will  be  held  at  The  University 
of  Oklahoma  School  of  Medicine,  Oklahoma  City,  March 
3 through  March  8,  1952.  The  course  will  be  conducted 
by  Dr.  Robert  H.  Bayley,  Professor  of  Medicine,  School 
of  Medicine.  The  instruction  time  will  be  divided  be- 
tween lecture  and  laboratory  periods.  Tuition  will  be 
$60.00.  For  further  information  write  the  Postgraduate 
Office. 

A postgraduate  course  in  REVIEW  OF  GENERAL 
SURGERY  AND  SURGICAL  TECHNIQUE  will  be 
given  at  University  Hospital  beginning  Tuesday,  March 
11  at  7:00  p.m.  for  10  weekly  sessions.  Dr.  Harrell  C. 
Dodson,  Jr.,  Associate  Professor  of  Surgery,  School  of 
Medicine,  will  conduct  the  course.  It  will  be  a review 
of  newer  concepts  and  techniques  in  the  field  of  surgery 
and  is  planned  to  be  of  interest  both  to  physicians  who 
limit  their  practice  to  surgery  and  to  those  who  do 
surgery  as  a part  of  their  general  practice.  Sessions  will 
consist  of  informal  discussions,  clinical  and  operating 
room  demonstrations.  Registration  will  be  limited  to  30. 
Tuition  will  be  $25.00.  REGISTER  EARLY  TO  IN- 
SURE A PLACE  FOR  THIS  COURSE.  All  registra- 
tions, fees,  and  communications  can  be  sent  to  the 
Office  of  Postgraduate  Instruction,  800  N.E.  13th  Street, 
Oklahoma  City. 
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AR-EX  MULTIBASE 

New  Universal  Ointment  Vehicle  Com- 
patible with  ALL  Topical  Medicaments 

Prescribe  ointments  of  cosmetic  elegance  — mode  with  AR-EX  Multi- 
base. Applies  readily,  even  to  hairy  areas,  rinses  off  with  plain 
water.  No  screening  action,  making  all  medicaments  available. 
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Cortove 


Can  be  used  Safely  in  the  Prolonged 
Control  of  Rheumatoid  Arthritis 
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Oklahoma  Heart  Association 

One  of  the  youngest,  and  most  aggressive  volunteer 
health  organizations  in  the  state  is  the  Oklahoma  State 
Heart  Association,  organized  in  1950. 

Within  two  years,  the  association  has  enlisted  the 
active  interest  of  a large  group  of  Oklahoma ’s  leading 
laymen  and  physicians,  raising  funds  from  work  against 
heart  disease,  sponsored  a program  of  research  and 
developed  a year-round  educational  program  for  both 
professional  and  lay  people.  This  is  a young  organiza- 
tion which  has  considerable  interest  and  support  with  the 
possibility  of  real  accomplishment,  so  long  as  it  has  the 
leadership  of  the  medical  profession  and  the  cooperation 
of  the  members  of  the  State  Medical  Association. 

The  Heart  association  is  governed  by  a board  of  direc- 
tors, with  Paul  K.  Leonhard,  Capitol  Hill,  Oklahoma 
City  businessman  as  chairman.  Officers  include  George 
X.  Barry,  M.D.,  Oklahoma  City,  president;  Jim  Looka- 
baugh,  Oklahoma  City  businessman,  president-elect; 
W.  J.  Trainor,  M.D.,  Tulsa,  vice-president;  Paul  C. 
Cameron,  Pryor,  secretary;  and  L.  D.  Lacey,  Oklahoma 
City  banker,  treasurer. 

Office  space  has  been  provided  in  the  Oklahoma  Medi- 
cal Besearc-h  Foundation,  825  X.E.  13th,  Oklahoma  City, 
with  Hugh  Payne,  general  manager  of  the  Foundation, 
serving  as  acting  executive  secretary. 

The  Oklahoma  group  is  affiliated  with  the  American 
Heart  association.  Development  of  the  public  fight  in 
Oklahoma  against  heart  disease  began  in  Tulsa,  where 
a county  chapter  was  formed  several  years  ago. 

The  American  Heart  association  is  well  known  to 
physicians.  It  was  originated  by  physicians  as  a pro- 
fessional group  for  the  study  of  cardiovascular  diseases. 
However,  in  1947  it  was  reorganized,  under  the  leader- 
ship of  the  physicians,  into  a national  voluntary  health 
agency.  Spurred  by  public  interest  in  the  problem,  the 
association  now  has  state  and  county  organizations  in 
nearly  every  state. 

The  problem  of  cardiovascular  diseases  is  well  known. 
The  death  rate  from  heart  disease  has  been  on  a con- 
tinuous up-trend  as  far  back  as  records  are  available. 
Today  it  is  the  leading  cause  of  death,  taking  approxi- 
mately one  death  in  every  three.  Many  of  these  deaths 
are  among  the  younger  age  group. 

During  the  year,  all  residents  of  Oklahoma  should 
become  aware  of  the  Heart  Association  and  its  program. 

Of  primary  value  will  be  the  heart  research  program 
supported  by  the  organization.  The  board  of  directors 
has  voted  that  one-third  of  the  money  raised  for  the 
heart  fund  and  remaining  in  Oklahoma  will  be  given  to 
the  Oklahoma  Medical  Besearch  Foundation  to  support 
its  program  of  heart  research.  The  state  has  a money 
raising  goal  of  $150,000  this  year,  with  75  per  cent  of 
the  money  raised  to  stay  in  the  state. 

There  are  three  major  committees  which  will  develop 
and  carry  out  the  educational  program,  with  Miss  Maxine 
Turner,  former  nutritionist  at  the  Oklahoma  State  Health 
department,  serving  as  the  director. 

The  Community  Service  committee  will  be  headed  by 
Kirk  T.  Mosley,  M.D.,  of  the  division  of  chronic  disease 
control,  State  Health  department.  The  long  duration  of 
cardiovascular  diseases  creates  emotional  and  economic 
problems  for  the  patient  and  his  family.  To  meet  the 
total  needs  of  the  patient  there  should  be  coordinated 
efforts  by  the  general  physicians,  the  cardiologist,  the 
psychiatrist,  peditatrieian,  other  specialists,  the  nurse, 
social  worker,  nutritionist,  occupational  therapist,  re- 
habilitation worker  and  other  health  workers.  All  of  these 
professions  are  represented  on  the  committee,  which  will 
study  the  facilities  that  are  available  to  the  heart  patient 
and  try  to  integrate  or  improve  existing  facilities.  The 


committee  will  work  to  find  means  of  better  case  finding, 
early  diagnosis  and  adequate  therapy. 

Mr.  Leonhard  heads  the  public  education  committee. 
On  the  theory  that  people  need  to  be  encouraged  to  seek 
early  diagnosis  and  adequate  therapy,  this  committee 
will  work  to  acquaint  the  general  public  with  the  fol- 
lowing facts: 

1.  Cardiovascular  diseases  include  many  diseases  of 
the  heart  and  circulation. 

2.  Some  of  these  diseases  are  preventable — for  ex- 
ample, heart  conditions  which  follow  acute  communicable 
diseases. 

3.  All  cardiovascular  diseases  can  be  handled  best  if 
diagnosed  early  and  treated  properly. 

4.  Most  heart  ailments  can  be  materially  improved  by 
proper  treatment. 

5.  Cardiovascular  diseases  do  not  necessarily  prevent 
a person  from  earning  a living  in  suitable  jobs  and 
enjoying  himself  in  appropriate  recreations. 

6.  Symptoms  that  seem  to  suggest  a cardiovascular 
disease  do  not  necessarily  mean  a diseased  heart.  Only  a 
physician  can  tell. 

The  committee  proposes  to  reach  the  public-  with  these 
points  through  a qualified  speakers’  bureau  and  printed 
materials  for  state  and  local  organizations;  through 
exhibits  for  display  and  through  the  newspapers  and 
radio  stations  of  Oklahoma. 

George  L.  Winn,  M.D.,  of  the  School  of  Medicine  of 
the  University  of  Oklahoma  heads  the  committee  on  pro- 
fessional education.  Typical  of  the  services  to  be  rendered 
by  this  committee  will  be  postgraduate  courses  and 
seminars  for  physicians,  nurses,  medical  social  workers 
and  other  professional  groups  having  responsibility  for 
the  care,  treatment  and  follow-up  of  heart  patients.  The 
committee  will  also  send  information  on  the  advances  in 
the  diagnosis  and  treatment  of  heart  disease  to  profes- 
sional workers. 


ATTENTION! 

Information  has  been  received  that  a man  has  ap- 
parently called  on  two  or  more  doctors  in  the  State  of 
Oklahoma  giving  the  name  of  ' ‘ Mr.  Anderson  ’ ’ claim- 
ing that  his  alleged  mother.  Mrs.  Anna  Anderson,  has 
a carcinoma  of  of  the  rectum  having  been  operated 
on  by  another  doctor  and  that  her  case  is  incurable. 
Also  claiming  that  this  other  doctor  had  prescribed 
as  much  as  100  tabs.  % gr.  each  of  Morphine  Sul- 
phate at  a time.  This  person  is  not  accompanied  by 
the  alleged  patient  and  it  is  believed  that  such  a 
patient  does  not  exist. 

Information  is  that  this  has  been  done  on  various 
occasions  in  the  past  giving  various  ailments  or  rea- 
sons and  that  some  doctors  have  prescribed  narcotic 
drugs  on  such  occasions,  which  is  among  other  things, 
a violation  of  Xareotic  Laws  for  the  doctor  to  do 
same.  The  Xareotic  Law  requires,  that  a doctor  must 
be  in  personal  attendance  to  be  within  his  rights  to 
prescribe  or  dispense  narcotic  drugs  and  further  that 
a doctor  may  prescribe  or  dispense  narcotic  drugs 
only  for  the  bonafide  medical  needs  of  a patient,  in 
quantities  sufficient  for  legitimate  medical  needs  for 
relief  of  pain,  and  not  to  satisfy  any  addiction. 

If  such  a ruse  is  attempted  or  worked  on  any 
member  of  the  profession,  it  would  be  appreciated 
if  the  subject  be  apprehended  by  notifying  the  local 
authorities  in  order  that  they  in  turn  could  notify 
the  Federal  Bureau  of  Narcotics.- — Treasury  Depart- 
ment, Bureau  of  Narcotics. 
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Therapy  for  Vascular 
Headache  to  Reverse  the 
Physiologic  Disturbance 

Headache,  a problem  encountered  in  all  kinds  of  medical 
practice,  may  occur  in  association  with  any  of  a variety  of  dis- 
orders, some  organic,  other  purely  functional. 

Among  the  several  types,  functional  headaches  present  the 

greatest  problem  because  of  their  obscure  etiology  and  re- 
current nature. 

Among  these  are: 

Migraine  (both  classical  and  variant  forms) 
Tension  headache 
Psychogenic  headache 
Histaminic  cephalgia 

Wolff  and  his  co-workers  established  that*  the  pain  of  these 
headches  is  due  to  disturbance  of  the  tonus  of  cranial  blood 
vessels  — hence  the  term  vascular  headaches. 


M.  B.  SCOTT,  M.D. 

1879-1951 

M.  B.  Scott,  M.D.,  72,  died  January  5 at  Delaware 
while  watching  a television  program  in  his  home. 

Doctor  Scott  came  to  Delaware  from  Webbers  Falls 
in  1908.  On  September  9,  1950,  Dr.  and  Mrs.  Scott  cele- 
brated their  golden  wedding  anniversary. 

Doctor  Scott  had  been  a Mason  since  1901  and  was 
a member  of  the  Delaware  lodge.  He  was  a member  of 
the  Methodist  church.  Survivors  include  the  widow  of 
the  home,  three  sons,  two  daughters,  one  brother  and 
two  grandchildren. 

F.  M.  BAILEY.  M.D. 

1872-1952 

F.  M.  Bailey,  M.D.,  Oklahoma  City  physician,  died 
December  30  in  Will  Rogers  hospital,  Oklahoma  City. 
Doctor  Bailey  was  born  March  22,  1872.  Until  his  retire- 
ment he  was  medical  examiner  for  the  Oklahoma  Xational 
Life  Insurance  company,  Oklahoma  City. 


The  craniovascular  changes  associated  with  the  several 
phases  of  the  typical  migraine  attack  are: 

Vasoconstriction  — to  which  the  visual  prodro- 
mata  are  attributable.  It  is  possible  to  abort  the 
attack  during  this  phase  in  all  but  a few  cases. 

(See  treatment  below.) 

Vasodilatation  — as  the  vessels  lose  their  tone, 
exaggerated  pulsations  set  in,  resulting  in  the 
throbbing  pain  which  characterizes  vascular 
headache.  Treatment  for  the  attack  is  still  effec- 
tive during  this  phase.  (See  below.) 

Vessel  Edema  — if  the  vasodilation  continues 
for  too  long,  vessel  walls  become  edematous; 
this  changes  the  character  of  the  pain  to  a steady, 
intense  aching.  The  attack  can  now  no  longer  be 
checked,  even  with  maximum  dosage  of  specific 
drugs.  Moreover,  sustained  headache  often  in- 
duces reflex  neck  muscle  tension,  a source  of 
residual  pain. 

Therapy:  1.  Reduce  the  frequency  of  attacks  — psycho- 
therapy and  regulation  of  living  habits  to  avoid  fatigue  and 
nervous  tension. 

2.  Relieve  the  acute  attack  — of  the  numerous 
drugs  which  have  been  tried,  ergotamine  and  its  derivative 
preparations  have  proved  most  effective.  The  newest  product 
is  oral  tablets  of  Cafergot®,  N.  N.  R.  (ergotamine  with  caffe- 
ine 'Sandoz').  When  dosage  is  adjusted  to  the  needs  of  the 
individual,  Cafergot  will  give  good  relief  in  85%  of  cases.  It 
enables  a greater  number  of  patients  to  benefit  from  early  ad- 
ministration since  the  oral  route  simplifies  treatment  as  com- 
pared to  parenteral  therapy. 

The  dosage  procedure  is: 

1.  Take  2 tablets  at  first  sign  of  the  attack. 

2.  If  attack  continues,  take  one  additional 
tablet  every  Vi  hour  until  attack  is 
terminated  (max.  6 tabs,  per  attack). 


Many  migraine  patients  delay  taking  medication  until  the 
attack  is  at  its  height.  Explicit  dosage  instructions  may  be 
forgotten  unless  the  patient  comes  to  realize  their  importance. 
Therefore,  to  encourage  adherence  to  correct  procedure,  we 
have  prepared  pads  outlining  detailed  dosage  instructions. 
Supplies  of  these  INSTRUCTION  SLIPS  will  gladly  be  sent 
upon  request. 


GENERAL  REFERENCES:  Dejong,  R.:  Chicago  M.  Soc. 
Bull  54:  106,  1951.  Friedman,  A.:  Modern  Headache 
Therapy,  St.  Louis,  C.  V.  Mosby  Co.,  1951.  Wolff,  H.: 
Headache  and  Other  Head  Pain,  N.  Y.,  Oxford  Univ. 
Press,  1948. 


Sandoz  ^Pharmaceuticals 


DIVISION  OF  SANDOZ  CHEMICAL  WORKS,  INC. 
68  CHARLTON  STREET,  NEW  YORK  14.  N.  Y. 


W.  B.  PUTNAM.  M.D. 

1871-1952 

W.  B.  Putnam,  M.D.,  81-year-okl  Carnegie  physician, 
died  January  17  at  Carnegie.  Born  in  Alabama  and  a 
graduate  of  that  state’s  university,  he  received  his  medi- 
cal degree  from  the  University  of  the  South  at  Sewanee, 
Tenn.  He  came  to  Oklahoma  in  1907  to  start  his  practice 
at  Alfalfa  where  he  stayed  11  years  before  moving  to 
Carnegie. 

Survivors  are  a daughter,  one  brother  and  four  grand- 
children. 


W.  Z.  McCLAIN,  M.D. 

1883-1952 

W.  Z.  McClain,  M.D.,  Marlow  physician  for  25  years, 
died  at  Crockett,  Texas,  January  16,  1952,  where  he  had 
moved  two  days  before  from  Marlow.  He  was  born  near 
Houston,  Texas,  March  16,  1883. 

WILLIAM  E.- HUBBARD.  M.D. 

1916-1952 

William  E.  Hubbard,  M.D.,  formerly  of  Oklahoma 
City,  Frederick  and  Tipton,  died  January  9 at  Little 
Rock,  where  he  was  studying  psychiatry.  Death  was 
attributed  to  a heart  condition. 

Doctor  Hubbard  was  born  in  Abilene,  Texas,  Septem- 
ber 17,  1916.  He  lived  for  several  years  in  Stillwater 
before  entering  the  University  of  Oklahoma  medical 
school.  He  graduated  in  1943  and  entered  the  service. 
He  served  in  the  army  for  three  years  and  was  a major 
at  the  time  he  was  released  from  service. 

Survivors  include  the  widow  of  the  home,  three  sons, 
one  daughter,  his  mother  and  a sister. 


TROWBRIDGE  TRAINING  SCHOOL 

ESTABLISHED  1917 

For  unusual  children.  Medical  and  psychiatric 
supervision.  Experienced  teachers.  Individual 
special  training.  Home  atmosphere.  Enrollment 
limited.  Approved  and  registered  by  the  Coun- 
cil of  Medical  Education  and  Hospitals  of  the 
A.M.A.  Pamphlet. 

E.  H.  TROWBRIDGE,  SR.,  M.D. 

1905  Bryant  Bldg.  Kansas  City  6,  Mo. 
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HAVE  YOU  HEARD? 

Lewis  J.  Moorman,  M.D.,  Oklahoma  City,  discussed 
socialized  medicine  at  the  Frederick  Presbyterian  Men’s 
Supper  club  recently. 

Loraine  Schmidt,  M.D.,  newly  appointed  Wagoner 
county  health  director,  was  guest  speaker  at  a meeting 
of  the  Wagoner  Botary  club. 

George  L.  Berry,  M.D.,  Lawton  physician,  has  for  his 
hobby  a collection  of  cactus  plants  and  recently  ap- 
peared on  a television  show  featuring  some  of  the  out- 
standing plants  of  his  collection. 

Richard  II.  Burgtorf,  M.D.,  formerly  of  Oklahoma 
City,  has  joined  the  Newman  Clinic  staff  at  Shattuck. 

Odis  Cook,  M.D.,  Madill,  is  the  new  Madill  chamber 
of  commerce  president. 

C.  L.  Rogers,  M.D.,  Watonga,  spoke  on  poliomylitis 
at  a Watonga  Kiwanis  club  meeting  recently. 

Harold  J . Binder,  M.D.  and  Edwin  Fair,  M.D.,  both 
of  Oklahoma  City,  were  speakers  in  the  marriage  forum 
recently  conducted  at  the  YMCA  in  Oklahoma  City. 

Avery  IV right,  M.D.,  Enid,  is  the  newly  elected  head 
of  the  St.  Mary's  hospital  staff  at  Enid. 

Louis  Farr,  M.D.,  Oklahoma  City,  was  guest  speaker 
at  the  Kindergarten  Mother’s  club  of  Lee  school  in 
Oklahoma  City  recently. 

James  0.  Asher,  M.D.,  formerly  of  Ardmore,  has 
opened  his  offices  in  Altus. 

P.  P.  Xesbitt,  M.D.,  and  Mrs.  Nesbitt,  Tulsa,  have 
returned  from  a month ’s  trip  to  Tucson,  Ariz.,  and 
Los  Angeles,  Calif. 

L.  G.  Xeal,  M.D.  and  C.  E.  Xorthcutt,  M.D.,  Ponca 
City,  were  recently  presented  awards  for  25  continuous 
years  of  membership  in  the  Kiwanis  club  of  that  city. 

G.  E.  Scott,  M.D.,  pioneer  Ringwood  physician,  was 
recently  honored  by  the  citizens  of  his  community  on 
his  birthday.  He  was  presented  with  several  gifts  and 
an  estimated  2,000  persons  attended  the  basket  dinner 
and  celebration. 

Hugh  Galbraith,  M.D. , Oklahoma  City  psychiatrist, 
spoke  on  “Murder”  when  he  addressed  the  South  Okla- 
homa Rotary  club. 

TV.  Orville  Davis,  M.D.  and  Edward  M.  Thorp,  M.D., 
Cushing,  have  formally  opened  their  new,  modernistic 
19-room  clinic,  a structure  of  pumice  stone  blocks  and 
brick  veneer. 

C.  P.  Bondurant,  M.D.  is  a new  director  of  the  Okla- 
homa City  chamber  of  commerce. 

Joseph  11  . Kelso,  M.D.,  Oklahoma  City,  spoke  on 
God  s Hand  and  Man’s  Hand  in  Modern  Medicine”  at 
a recent  meeting  of  the  Oklahoma  City  Ministerial  Al- 
liance. 

A.  C.  Fina,  M.D.  has  been  named  full  time  health 
director  of  Atoka  and  Pushmataha  counties. 

Forest  Hale,  M.D.  is  the  new  county  superintendent 
of  health  of  Alfalfa  county. 


THE  NEUROLOGICAL 
HOSPITAL 

2625  West  Paseo 
Kansas  City,  Missouri 


POSTGRADUATE  COURSES 

in 

OPHTHALMOLOGY  & OTOLARYNGOLOGY 

5 days,  March  17-21 

GERIATRICS  — 3d  ays,  March  24-26 
ANESTHESIOLOGY  — 3 days,  April  14-16 

Each  of  These  Courses  Will  Be  Presented  By 
An  Outstanding  Group  of  Guest  Instructors  in 
Addition  to  Members  of  the  University  Faculty. 

Address  requests  for  program  announcements 
and  information  to: 

Extension  Program  in  Medicine 

UNIVERSITY  OF  KANSAS 
SCHOOL  OF  MEDICINE 

Kan  sas  City  12,  Kansas 


AUDOGRAPH  has  indicated  the  way  to  stream- 
line your  professional  day  by  practically  elimi- 
nating handwritten  notes  of  observations,  diag- 
noses, findings  and  post-surgical  reports. 

With  AUDOGRAPH  at  your  elbow.  Doctor,  you 
may  record  the  vital  facts  conveniently  . . . and 
with  an  economy  of  time  and  money  that  will 
be  a welcome  change  from  the  old  way  of 
putting  pertinent  data  in  black  and  white. 

BAKER  AUDOGRAPH  CO. 

602  Leonhardt  Bldg. 

Phone  2-9264 
Okla.  City,  Okla. 


A voluntary  hospital  providing  the  care 
and  treatment  of  nervous  and  mental 
patients,  and  associate  conditions. 
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MEDICAL  SOCIETIES  AROUND  THE  STATE 


Garfield-Kingiisher 

Austin  H.  Bell,  M.D.,  Oklahoma  City,  gave  an  illus- 
trated lecture  on  ‘ ‘ Diagnostic  Surgical  Conditions  of 
the  Chest”  at  the  Garfield -Kingfisher  County  Medical 
Society. 

Washington-Nowata 

Dr.  and  Mrs.  Keiffer  Davis  entertained  at  a reception 
for  physicians,  their  wives  and  guests  at  the  Bartlesville 
Hillerest  Country  club  following  the  annual  dinner  of 
the  society  held  recently.  Ford  Jerrell  of  Tulsa  was 
guest  speaker.  Cole  D.  Pittman,  M.D.,  was  installed  as 
president;  O.  J.  Green,  M.D.,  vice-president;  H.  E. 
Denyer,  M.D.,  secretary. 

Grady-Caddo 

‘‘Cancer  of  the  Face  and  Mouth”  was  the  topic  of 
H.  C.  Dodson,  Jr.,  M.D.,  associate  professor  of  surgery 
at  the  University  of  Oklahoma  School  of  Medicine,  when 
he  addressed  the  Grady-Caddo  county  society  recently. 
New  officers  elected  at  the  meeting  were  W.  W.  Davis, 
M.l).,  president;  R.  G.  Stohl,  M.D.,  vice-president;  and 
B.  C.  Chatham,  secretary, treasurer. 

East  Central  Oklahoma  Society 

The  East  Central  Okahoma  Medical  Society  and 
Auxiliary  recently  held  its  annual  dinner-dance  at  the 
Severs  Hotel  in  Muskogee.  New  officers  who  were  in- 
stalled are:  William  Weaver,  M.D.,  president;  Francis 
R.  First,  Jr.,  Checotah,  vice-president;  and  Charles  Ful- 
lenwider,  M.D.,  secretary-treasurer. 

Tri-County 

Members  and  Auxiliary  of  the  Tri-County  Medical, 
Dental  and  Pharmaceutical  Society  met  in  Hugo  re- 
cently for  dinner  and  business  meeting.  A film,  ‘‘Use  of 
Gelfoam  in  Surgery  ’ ’ was  shown  by  Dr.  J.  C.  Wyche, 
Hugo  dentist. 

Lincoln  County 

Dr.  J.  S.  Binkley,  M.D.,  Oklahoma  City,  spoke  on 
‘ ‘ Treatment  of  Cancer  ” at  a meeting  of  the  Lincoln 
County  Medical  Society  held  recently  in  Meeker. 

NORMAN  HADDOCK  CLINIC  IS 
MODERN  MEDICAL  CENTER 

Constructed  of  red  brick  and  Arkansas  ledge  stone, 
the  new  50  by  60  foot  Haddock  Clinic  building  of  con- 
temporary design  in  Norman  is  one  of  the  newest  clinics 
in  the  state. 

Built  by  ‘‘Dr.  Jim”  and  ‘‘Dr.  Phil”  Haddock,  the 
clinic  also  houses  the  dental  offices  of  Dr.  James  A. 
Skinner. 

Interiors,  except  for  the  reception  room,  are  of  clay 
tile  painted  in  pastel  shades.  In  the  reception  room  the 
same  brick  as  is  used  in  the  exterior  makes  the  main 
wall  space.  In  addition  to  the  reception  room,  both 
doctors  have  consultation  rooms,  two  adjoining  treatment 
rooms,  center  for  minor  surgery,  recovery  room,  labora- 
tory and  drug  room  and  x-ray  room. 

Located  just  inside  the  doorway  of  the  reception  room 
is  an  electrically  lighted  aquarium  displaying  a variety 
of  colorful  fish. 


Comanche  County 

J.  N.  Mitchell,  M.D.,  is  the  new  president  of  the 
Comanche  County  Medical  Society.  Other  new  officers  are 
Donald  Angus,  M.D.,  vice-president;  and  Herbert  Hdw- 
ard,  M.D.,  secretary-treasurer. 

Pittsburg  County 

Dr.  Howard  Taylor,  dean  of  Oklahoma  College  for 
Women  at  Chickasha,  was  guest  speaker  at  the  annual 
meeting  and  installation  of  officers  at  the  Pittsburg 
County  Medical  Society  in  McAlester.  New  officers  are 
George  M.  Brown,  Jr.,  M.D.,  president;  Richard  A. 
Harkins,  M.D.,  president-elect ; E.  D.  Greenberger,  M.D., 
vice-president  (re-elected)  ; and  H.  C.  Wheeler,  M.D., 
secretary-treasurer  (re-elected) . 

LeFlore-Haskell 

G.  M.  Hogaboom,  M.D.,  Heavener,  is  the  new  presi- 
dent of  the  LeFlore-Haskell  County  Medical  Society. 
Other  officers  are  C.  S.  Cunningham,  M.D.,  Poteau,  vice- 
president ; J.  R.  Rigual,  M.D.,  Wister,  secretary-treas- 
urer. 

Seminole  County 

Guest  speaker  at  a recent  meeting  of  the  Seminole 
County  Medical  Society  was  Homer  Marsh,  associate 
dean  of  the  University  of  Oklahoma  School  of  Medi- 
cine. Claude  S.  Chambers,  M.D.,  Seminole,  is  president; 
Forest  Brown,  M.D.,  is  vice-president  and  Andy  Dea- 
ton, M.D.,  Wewoka,  is  secretary. 

Oklahoma  County 

Ralph  A.  Smith,  M.D.,  Oklahoma  City,  was  installed 
as  president  of  the  Oklahoma  County  Medical  Society 
at  the  group ’s  annual  inaugural  dinner-dance  at  the 
Sportsman’s  club.  Other  officers  are  Walter  H.  Dersch, 
M.D.,  president-elect;  Jess  D.  Herrmann,  M.D.,  vice- 
president;  and  Lewis  Carroll  Taylor,  M.D.,  secretary- 
treasurer. 

Pottawatomie  County 

‘ ‘ Coccidiodomycosis ” was  F.  A.  Davis’,  M.D.,  topic 
at  a recent  Pottawatomie  County  Medical  Society  meet- 
ing. 1952  officers  of  the  group  are  Clinton  Gallaher,  M.D., 
president ; E.  E.  Rice,  M.D.,  vice-president ; and  W.  M. 
Gallaher,  M.D.,  secretary-treasurer. 


THE  HADDOCK  CLINIC 
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H.P.  S. 


. . . . yet  as  delicious 
as  any  milk  beverage 


A mixture  of  milk  protein  concentrate,  soy  protein, 
whole  egg  powder,  powdered  sugar,  and  flavoring, 


H.  P.S.  Sixty  provides 

Protein 60% 

Fat 1.5% 

Carbohydrate 27% 


This  high  protein  dietary  supplement  is  outstanding 
in  palatability.  Its  biologically  complete  proteins  are 
intact,  hence  it  is  not  burdened  by  objectionable  taste 
or  odor. 

H.P.S.  Sixty  provides  3.6  calories  per  gram,  102  cal- 
ories per  ounce. 

Prepared  with  water  according  to  directions  (6  oz. 
water,  llA  oz.  H.P.S.  Sixty),  three  daily  servings  (three  6 
oz.  glasses)  provide  77  Gm.  of  protein;  prepared  with 
skim  milk,  three  glasses  provide  96  Gm.  of  protein;  with 
whole  milk,  95  Gm.  of  protein. 

Valuable  for  use  when  the  protein  intake  must  be  in- 
creased by  the  oral  route  and  when  whole  protein  can  be 
utilized,  as  in  undernutrition,  peptic  ulcer,  hepatitis, 
chronic  diarrheal  states,  pregnancy  and  lactation,  and 
following  burns  and  other  conditions  which  raise  the 
protein  need. 

SMITH-DORSE Y,  Lincoln,  Nebraska 

A Division  of  THE  WANDER  COMPANY 


H.P.  S.  Sixty  is 
supplied  in  1 lb. 
and  4 lb.  tins. 


122 


Journal  of  the  Oklahoma  State  Medical  Association 


March,  1952 


ANNOUNCEMENTS 

OKLAHOMA  ACADEMY  OF  GENERAL  PRAC- 
TICE, Tulsa  Hotel,  Tulsa,  Oklahoma,  March  17  and  18. 

AMERICAN  COLLEGE  OF  PHYSICIANS,  Cleve- 
land, Ohio,  April  21-25. 

OKLAHOMA  STATE  MEDICAL  ASSOCIATION, 
Oklahoma  City,  Oklahoma,  Municipal  Auditorium,  May 
19-21. 

CHICAGO  MEDICAL  SOCIETY  CLINICAL  CON- 
FERENCE, Palmer  House,  Chicago,  March  4,  5,  6,  7, 
1952.  Complete  program  will  be  mailed  upon  request. 

AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS, 
Congress  Hotel,  Chicago,  Illinois,  June  5 through  8, 
1952.  Robert  M.  Shepard,  M.D.,  Tulsa,  serves  as  gov- 
ernor of  the  college  for  Oklahoma. 

COLLEGE  OF  MEDICAL  EVANGELISTS,  post- 
graduate assembly,  March  2-4,  1952,  Los  Angeles. 

SIXTH  ANNUAL  SYMPOSIUM  ON  FUNDA- 
MENTAL CANCER  RESEARCH,  of  the  University  of 
Texas  M.  I).  Anderson  Hospital  for  Cancer  Research, 
Texas  Medical  Center,  Houston,  April  25  and  2(3.  All 
meetings  will  be  held  at  the  Shamrock.  Further  informa- 
tion may  be  obtained  from  William  O.  Russell,  M.D., 
2310  Baldwin  Street,  Houston  6,  Texas. 

SECOND  NATIONAL  CANCER  CONFERENCE, 
Netherland  Plaza  Hotel,  Cincinnati,  Ohio,  March  3-5, 
1952.  For  further  information  write  Brewster  S.  Miller, 

M.  !>.,  Director,  Professional  Education  Section,  Ameri- 
can Cancer  Society,  Inc.,  47  Beaver  St.,  New  York  4, 

N.  Y. 

INTERNATIONAL  COLLEGE  OF  SURGEONS, 
Regional  meeting,  Tulsa,  Oklahoma.  Mayo  Hotel.  March 
28,  1952.  Andre  B.  Carney,  M.I).,  Tulsa,  is  chairman  of 
the  meeting. 


BOOK  REVIEWS 

ANTIBIOTIC  THERAPY  by  Henry  Welch,  Ph.D.,  and 
C.  N.  Lewis,  M.D.;  The  Arundel  Press,  Inc.,  1951. 

This  book  presents  a concise,  systematic,  and  clinically 
oriented  guide  to  the  whole  field  of  antibiotic  therapy. 
The  available  preparations  and  the  susceptible  diseases 
are  brought  together  in  specific  and  concrete  detail. 
Dosage  and  vehicle  of  administration  are  given  specific 
attention.  Contraindications,  complications,  and  side  re- 
actions are  discussed.  Alternative  forms  of  therapy  are 
shown  but  the  rationale  for  each  alternative  is  demon- 
strated. Experimental  work  is  described  so  that  future 
developments  may  be  evaluated,  but  emphasis  is  always 
upon  the  clinically  proven  and  therapeutically  effective. 
The  danger  of  the  development  of  resistance  strains  is 
discussed  in  detail.  The  incidence  and  future  of  allergic 
and  other  undesirable  side  reactions  are  tabulated  and 
explained. 

This  book  is  recommended  to  the  reading  medical 
public  (in  a preface)  by  Chester  S.  Keefer,  M.D.,  who 
is  the  Chairman  of  the  Committee  on  Chemotherapy  of 
the  National  Research  Council. — .1.  W.  Morrison,  M.D. 

CLASSIFIED  ADS 

FOR  SALE:  Small  Hospital  in  live  town  3,500  popu- 
lation. Owner  wishes  to  retire — two  other  physicians. 
Write  Key  II,  care  of  the  Journal. 

WANTED:  Internist  to  join  clinic  in  a town  of 
20,000  population.  Good  prospect.  Salary  or  partner- 
ship. Write  Key  B,  care  of  the  Journal. 


KEEP  CHILDREN  Happy,  Healthy 

Entertained  in  "their  own  back  yard” 


REX 

"Safety-Bilt” 

PLAYGROUND  EQUIPMENT 

REX  “Safety-Bilt”  Playground  Equipment  is  designed 
for  “Safe-Play,”  built  strong  enough  for  adults. 

Made  of  steel  pipe,  legs  telescoping  into  welded  end 
fittings  with  a spread  to  3 feet  wider  than  the  height, 
making  is  impossible  to  tip  or  turn  over. 

Not  necessary  to  cement  legs  into  ground.  Can  be 
moved  anywhere.  Easy  to  assemble.  Will  last  for 
years 

Different  size  units  with  a variety  of  plays  to  fit 
every  need.  Prompt  delivery.  Write  for  literature. 

REX  SALES  COMPANY 

2735  N.W.  10th  Phone  92-2880 

Oklahoma  City,  Okla. 


WEST  TEXAS  MATERNITY  HOSPITAL 


For  Unfortunate  Young  Women 


Secluded,  Homelike  Surroundings.  Excellent  Medical 
Care.  Arrangements  made  for  Adoption  through 
Licensed  Agency.  Reasonable  Rates. 

Patients  Received  Any  Time  During  Pregnancy 
2306  Hemphill  Fort  Worth,  Texas  Phone  Wilson  9258 
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from 
among  all 
antibiotics 
Pediatricians 
often  choose 


AUREOMYCIN 


Hydrochloride  Crystalline 

because  . . . Aureomycin  may  be  given  by  the  oral,  or  in  an  emergency 
by  the  intravenous,  route.  Aureomycin  readily  and  rapidly 
diffuses  into  all  the  tissues  and  fluids  of  the  body. 


Aureomycin  in  divided  small  dosage  has  given  serum  levels 
comparable  with  those  following  one  large  dose. 

Aureomycin  is  clinically  effective  in  the  control  of  infec- 
tions of  bacterial,  rickettsial,  and  large  viral  origin. 

Aureomycin  has  been  reported  to  be  effective  against 
susceptible  organisms  in:  Bronchiolitis  • Bronchitis  • 
Colitis  • Epidemic  Diarrhea  • Childhood  Genitourinary 
Infections  • Laryngotracheobronchitis  • Secondary  Infec- 
tions following  Measles  • Mucoviscidosis  (pancreatic  fibro- 
sis) • Neonatal  Infection  • Otitis  Media  • Mastoiditis  • 
Pertussis  Pneumonia  • Scarlet  Fever  • Secondary  Invasion 
following  Varicella 


Throughout  the  world,  as  in  the  Llnited  States,  aureo- 
mycin is  recognized  as  a broad  spectrum  antibiotic  of 
established  effectiveness. 


Capsules:  50  mg.— Bottles  of  25  and  100  250  mg.— Bottles  of  16  and  100. 
Ophthalmic:^ ials  of  25  mg.  with  dropper;  solution  prepared  by  adding  5 cc.  of  distilled  water . 


LEDERLE  LABORATORIES  DIVISION  amcr/cak  Cmnamid  rn.,?,sr  30  Rockefeller  Plaza,  New  York  20,  N.Y. 
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OFFICERS  OF  COUNTY  SOCIETIES,  1952 


COUNTY 

Alfalfa 

Atoka,  Bryan,  Coal 

Beckham 

Blaine 

Caddo 

Canadian 

Cartel -Love- Marshall 

Cherokee 

Tri-Countv  (Choctaw-McCurtain- 
Pnshmahata) 

Cleveland 

Comanehe-Cotton 

Creek 

Custer 

East  Central  (Muskogee, 
Sequoyah,  Wagoner,  McIntosh).. 

Garfield- Kingfisher 

Garvin 

Grady 

Grant 

Greer 

Hughes 

Jackson 

Jefferson 

Kay-Noble 

Kiowa-Washita 

LeFlore-Haskell 

Lincoln 

McClain... 

Logan 

Northwestern  (Beaver,  Harper, 

Ellis,  Dewey,  Woodward) 

Okfuskee 

Oklahoma 


PRESIDENT 
.G.  L.  Benson,  Cherokee 
.Charles  F.  Moore,  Durant 

H.  1).  Speed,  Sayre 

C.  B.  McMillan,  Gracemont 

Malcolm  Horne,  Ardmore 


Clarence  Mitchell,  Norman 
.J.  N.  Mitchell,  Lawton 

Paul  B.  Lingenfelter,  Clinton 

William  Weaver,  Muskogee 

E.  E.  Talley,  Enid 

John  A.  Graham,  Pauls  Valley 

W.  W.  Davis,  Chickasha 

I.  V.  Hardy,  Medford 

Tom  L.  Wainwright,  Mangum 


. H.  M.  Bussey,  Altus 

. P.  A.  MacKercher,  Ponca  City 
.J.  W.  Finch,  Hobart 
,G.  M.  Hogaboom,  Heavener 
.C.  W.  Robertson,  Chandler 

. Elton  Lehew,  Guthrie 

.Frank  E.  Flack,  Woodward 
. L.  J.  Spickard,  Okemah 
Ralph  A.  Smith 


Osage W.  T.  Manning,  Pawhuska 

Ottawa-Craig Charles  W.  Letcher,  Miami 

Payne-Pawnee 11.  G.  Nelson,  Stillwater 

Pittsburgh George  M.  Brown,  Jr.,  McAlester 

Pontotoc Rowe  Bisbee,  Ada 

Pottawatomie Clinton  Gallahar,  Shawnee 

Rogers-Maves Minor  Gordon,  Claremore 

Seminole Claude  S.  Chambers,  Seminole 

Stephens 

Texas-Cimarron 

Tillman W.  A.  Fuqua,  Grandfield 

Tulsa Marshall  O.  Hart,  Tulsa 

Washington-Nowata Cole  D.  Pittman,  Bartlesville 

Woods O.  E.  Templin,  Alva 


SECRETARY 
Jack  E.  Fetzer,  Cherokee 
William  A.  Hyde,  Durant 
O.  C.  Standifer,  Elk  City 

E.  T.  Cook,  Jr.,  Anadarko 

Ray  Graybill,  Ardmore 


Kirk  T.  Mosley,  Norman 
Herbert  Howard,  Lawton 

Curtis  B.  Cunningham,  Clinton 

Charles  Fullenwider,  Muskogee 
Roscoe  C.  Baker,  Enid 
Hugh  H.  Monroe,  Pauls  Valley 
Beverly  C.  Chatham,  Chickasha 
F.  P.  Robinson,  Pond  Creek 

J.  B.  Hollis,  Mangum 

E.  J.  Allgood,  Altus 

R.  W.  Gibson,  Ponca  City 
Ralph  S.  Phelan,  Hobart 
Jose  R.  Rigual,  Wister 
Jack  C.  Mileham,  Chandler 

J.  F.  Souter,  Guthrie 

M.  C.  England,  Woodward 
Charles  L.  Reynolds,  Weleetka 
L.  C.  Taylor,  Oklahoma  City 
Mrs.  Muriel  Waller,  Exec.  Sec  ’y. 
Cody  Ray,  Pawhuska 
John  E.  Highland,  Miami 
Harold  R.  Sanders,  Stillwater 
H.  C.  Wheeler,  McAlester 

S.  P.  Harrison,  Ada 

W.  M.  Gallaher,  Shawnee 
W.  D.  Anderson,  Claremore 
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EDITORIALS 

The  editors  welcome  letters  from  readers.  The  Journal  is  yours.  Why  not  let  the  Edi- 
torial Board  know  ivhat  you  think  of  it.  Your  comments,  whether  favorable  or  unfavorable, 
may  be  helpful. 

MR.  TRUMAN’S  FACE  SAVING  COMMISSION 
NO  MASK  TO  THE  MEDICAL  PROFESSION 


There  is  no  way  to  disguise  the  fact  that 
Mr.  Truman  has  been  defeated  in  his  cam- 
paign for  socialized  medicine.  This  forth- 
right editorial  statement  from  the  New 
England  Journal  of  Medicine 1 is  commend- 
able- 

“Mr.  Truman’s  statement  that  in  view  of 
the  present  world  crisis  it  is  particularly 
important  that  the  drain  on  the  nation’s 
strength  through  illness  and  death  should 
be  limited  need  not  be  regarded  as  calling- 
attention  to  a matter  that  is  in  itself  criti- 
cally urgent.  The  health  of  the  nation  is 
constantly  improving,  and  the  mortal  stroke 
of  death,  which  comes  once  to  each,  has  been 
more  and  more  delayed,  with  or  without 
federal  intervention.’’ 

Unfortunately,  the  editorial  closes  with 
the  following  comment,  the  wisdom  of  which, 
in  the  light  of  present  world  conditions  and 
Mr.  Truman’s  past  performances  with  refer- 
ence to  medicine,  is  open  to  question. 

“The  appointment  of  a well  balanced,  un- 
prejudiced commission  to  study  the  health 
needs  of  the  nation  is  a logical  way  of  bring- 
ing further  emphasis  on  his  determination 
to  seek  expert  advice,  and  he  should  receive 
the  fullest  co-operation  from  organized 
medicine.” 

If  Mr.  Truman  were  really  concerned 
about  health,  happiness  and  length  of  life 
he  would  devote  all  his  spare  time  day  and 
night  to  his  Korean  war  and  the  wolves 
snarling  at  us  from  the  four  corners  of  the 
world.  How  can  a sane  man  with  the  love 
of  humanity  in  his  heart,  take  a moment’s 
time  off  to  worry  about  a profession  which 
has  survived  all  fallen  races  and  civiliza- 
tions, always  functioning  well  when  not 
handicapped  by  government  control.  Medi- 
cine, now  at  an  all  time  peak  of  efficiency 
never  approached  by  any  system  of  national- 
ized medicine,  in  comparable  nations,  is 
constantly  striving  to  meet  the  needs  of  a 
changing  world. 


People  have  been  freed  from  slavery  by 
love  of  humanity  but  never  enslaved  by  it. 
Please,  Mr.  Truman,  won’t  you  have  your 
love  of  humanity  assayed  and  let  the  pure 
gold  be  spread  on  the  sore  places  in  the 
world  and  not  on  the  healthiest  medical 
service  in  history.  Medicine  is  now  making 
every  effort  to  take  care  of  your  politically 
perturbed  home  front  and  your  suffering 
soldiers  on  the  Korean  battle  line. 

We  could  mention  many  other  problems 
within  the  government’s  purview  that  are 
much  more  urgent  than  medicine.  For  the 
transfusion  of  constitutionally  questionable 
schemes  tending  toward  the  welfare  state 
you  have  bled  the  Constitution  until  it  has 
become  too  anemic  to  further  resist  the 
needling  of  your  judiciary  doctors  in  the 
Supreme  Court  and  an  extravagant  Con- 
gress. If  this  devitalizing  raid  on  the  blood 
(Constitution)  of  our  Founding  Fathers 
continues  without  help  from  the  Supreme 
Court  and  the  United  States  Congress,  the 
logical  doctors  for  a sick  government,  it  will 
take  more  than  a Truman  appointed  com- 
mission to  save  medicine.  Under  Hitler  and 
Himmler  Germany  developed  Doctors  of 
Infamy .2 

If  through  further  devitalization  of  the 
Constitution  we  are  forced  to  accept  the 
welfare  state,  scientific  medicine  will  be 
done  for  and  coercion  will  destroy  the  art 
of  medicine. 

Apropos  these  remarks  the  following  is 
arresting:3 

“It  seems  to  me  that  those  who  contrive 
and  serve  to  change  our  form  and  methods 
of  government  by  devitalizing  the  Constitu- 
tion are  as  much  engaged  in  overthrowing 
the  Government  as  alien  and  domestic 
fanatics  who  plot  to  overthrow  the  govern- 
ment by  a violent  revolution. 

“The  effective  power  to  revive  the  Consti- 
tution rests  in  the  Congress  of  the  United 
States,  since  the  Supreme  Court  has  largely 
abnegated  its  independent  power  of  judg- 
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ment  in  its  recent  deference  to  the  judgment 
of  Congress  as  to  what  powers  the  Congress 
can  and  should  exercise.  If  the  people  of  the 
United  States  desire  to  revive  the  Consti- 
tution and  to  restore  to  themselves  its  pro- 
tections of  individual  liberty  and  the  power 
of  self-government,  they  can  and  should  de- 
mand that  every  candidate  for  the  House  of 
Representatives  or  the  Senate  of  the  United 
States  pledge  himself  to  support  the  Consti- 
tution of  the  United  States  as  it  was  written 
and  as  it  was  enforced  for  nearly  one  hun- 
dred and  fifty  years.” 

1.  “National  Health  Commission,’’  New  England  Journal  of 
Medicine.  246:2:72-73  (January  10)  1952. 

2.  Doctors  of  Infamy.  Alexander  Mitscherlich,  M.D.  and 
Fred  Mielke.  Henry  Schuman,  New  York.  1949. 

3.  “Should  We  Revive  the  Constitution?’’  R.  Richberg. 
American  Bar  Association  Journal.  38:1:87  (January)  1952. 

THE  WELFARE  STATE 

Now  that  the  Labor  movement  in  Great 
Britain  has  defeated  its  own  cause  and  that 
the  annulling  influence  of  six  years  of  de- 
vastating misrule  makes  it  difficult  even  for 
Mr.  Churchill  to  stem  the  tide  the  change  of 
climate  wrought  by  the  welfare  state  is  very 
depressing. 

Though  lank  and  lean  the  people  must 
continue  to  go  hungry  and  the  members  of 
the  medical  profession  without  initiative 
must  remain  slaves  to  two  masters  — the 
Ministry  of  Health  and  the  patient  with  all 
the  dis-service  and  confusion  that  have  arisen 
through  a cold  impersonal  system. 


Why  cannot  the  U.  S.  government  take 
notice  and  heed  the  warning?  As  long  as 
the  administration  is  hell  bent  on  the  road 
to  socialism,  physicians  who  love  freedom 
must  stand  ready  to  fight,  not  for  medicine 
alone  but  for  principles  inherent  in  the 
rights  of  all  the  people  and  necessary  for 
the  survival  of  free  enterprise. 

LET  US  PRAY 

In  this  year  of  1952,  wilt  Thou  remember 
all  the  people  throughout  the  land  who  look 
with  hope  and  faith  to  those  who  practice 
the  art  and  science  of  healing  and  safe- 
guard them  against  the  designing  agencies 
and  the  evil  expediencies  of  obsessive-com- 
pulsive champions  of  power  in  government 
who  would  place  them  under  a certain  form 
of  slavery  and  destroy  the  traditions  of 
medicine  which  stand  for  the  intimate  rela- 
tionship of  patient  and  physician  in  the 
private  sanctuary  of  their  mutual  interests 
in  the  office,  in  the  home  or  in  the  hospital 
and  Lord,  be  merciful  to  all,  professional 
and  non-professional,  who  have  no  convic- 
tions and  help  them  to  see  this  honeycoated 
threat  to  their  freedom  in  its  true  light,  and 
to  realize  the  danger  of  indifference  and 
inaction. 


MEET  OUR  CONTRIBUTORS 


Coyne  II.  Campbell,  M.D.  and  Harold  G.  Sleeper,  M.D., 
both  of  Oklahoma  City,  have  a paper  in  this  issue  on 
“Socialism  and  Psychopathy.”  Doctor  Campbell  was 
graduated  from  Rush  Medical  College  in  1928.  His  one 
year  rotating  internship  was  spent  at  St.  Mary  of  Naza- 
reth Hospital  in  Chicago.  He  served  a two  year  resi- 
dency in  psychiatry  at  Traverse  City,  Michigan  and 
Fort  Supply.  Doctor  Campbell  is  a fellow  of  the  Ameri- 
can College  of  Psychiatry  and  has  been  certified  by  the 
Board  of  Neurology  and  Psychiatry. 

Doctor  Sleeper  was  graduated  from  the  Texas  Uni- 
versity Medical  Branch  in  1945  and  interned  at  Harper 
Hospital,  Detroit,  Michigan.  After  his  internship  he 
was  on  detached  service  at  the  V.  A.  Hospital,  Waco, 
Texas,  until  June  10,  1948.  He  was  a captain. 

Maurice  J.  Ca.pehart,  M.D.,  Tulsa,  attended  North- 
eastern State  College  at  Tahlequah  and  was  graduated 
from  the  University  of  Oklahoma  School  of  Medicine  in 
1944.  His  paper,  ‘ ‘ Present  Day  Methods  Concerned 
with  Relief  of  Intractable  Pain,”  appears  in  this  issue. 
He  served  a nine  months  rotating  internship  at  Uni- 
versity Hospital  in  urology,  and  a four  year  residency 
at  Chicago  Memorial  Hospital  and  University,  Illinois. 


During  World  War  II  he  served  10  months  in  the  navy 
as  a Lt.  (J.G.) 

Vernon  D.  Cushing,  M.D.,  Oklahoma  City,  wrote  the 
paper  on  “Present  Day  Use  of  Antihistamines  with 
Special  Reference  to  the  Use  of  Chlorcyclizine  Hydro- 
chloride (perazil)  in  the  April  Journal.  Doctor  Cushing 
was  graduated  from  the  University  of  Kansas  School 
of  Medicine  in  1937.  He  interned  at  Aucker  Hospital  in 
St.  Paul  and  served  a residency  in  internal  medicine,  two 
years,  and  pathology,  one  year  at  Syracuse  University, 
New  York,  and  the  University  of  Oklahoma.  He  is  a 
member  of  the  American  College  of  Physicians  and  the 
American  College  of  Allergy.  He  spent  48  months  in 
service  and  was  a major  when  released  from  service. 

Karl  E.  Jones,  Tulsa  attorney,  has  a paper  on  “The 
Good  Country  Doctor  ’ ’ appearing  in  this  issue.  Mr. 
Jones’  son,  a brilliant  young  physician,  decided  to  do 
general  practice  and  located  in  Michigan.  He  practiced 
only  a short  time  when  a polio  epidemic  came.  The  young 
man  gave  many  hours  every  day  to  this  dread  disease 
waiting  on  his  patients.  Eventually  he,  too,  was  stricken 
and  lived  only  three  days.  His  son  was  graduated  from 
the  University  of  Oklahoma. 
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PRESENT  DAY  METHODS  CONCERNED  WITH 
THE  RELIEF  OF  INTRACTABLE  PAIN  : 

Maurice  P.  Capehart,  Jr.,  M.D. 

TULSA,  OKLAHOMA 


The  clinical  aspects  of  constant  pain  with 
the  progressive  development  of  irritability, 
apprehension,  depression,  and  ever  greater 
emotional  response  to  all  unpleasant  circum- 
stances, is  indeed  a distressing  situation  for 
both  physician  and  relatives.  It  is  undesir- 
able to  resort  to  the  use  of  narcotics  in 
stupefying  doses  for  the  relief  of  such  pain 
when  the  duration  of  life  may  be  several 
months  or  years.  Because  of  this  discourag- 
ing situation,  considerable  attention  has 
been  directed  toward  more  effective  methods 
to  alleviate  the  suffering  of  patients  who 
are  victims  of  constant  pain.  Extensive  in- 
vestigations of  the  anatomical  pathways 
concerned  with  the  various  pain  circuits, 
together  with  studies  relative  to  the  physi- 
ological mechanisms  of  pain  have  contrib- 
uted to  the  logical  approach  to  this  problem. 
Although  much  is  still  to  be  desired,  meth- 
ods of  dealing  with  intractable  pain  have 
been  devised  which  offer  relief  to  patients 
who  had  previously  been  doomed  to  spend 
their  remaining  days  in  pain  or  under  the 
influence  of  narcotics.  As  in  any  other  prob- 
lem of  clinical  medicine,  it  is  imperative  to 
carry  out  a thorough  examination  and  to 
determine,  if  possible,  the  cause  of  pain  If 
the  cause  can  be  discovered,  one  is  better 
able  to  plan  the  proper  procedure  for  relief 
of  pain.  The  factors  of  principal  concern  in 
deciding  the  most  beneficial  and  most  ap- 
plicable measures  to  employ  in  alleviation 
of  unbearable  pain  are  the  nature  of  the 
lesion  responsible  for  the  pain,  the  life  ex- 
pectancy of  the  individual,  the  presence  or 
absence  of  narcotic  addition  secondary  to 
pain,  the  psychic  state  of  the  patient  and 
certain  other  considerations,  such  as  the  age 
and  general  physical  condition. 

Surgical  procedures  employed  for  the  re- 
lief of  pain  consist  of  two  general  groups. 
Those  in  which  the  pain  conducting  path- 
ways are  interrupted,  and  those  in  which 
the  anatomical  circuits  concerned  with  the 
reaction  of  the  patient  to  pain  are  inter- 

* Presented  before  the  General  Session  at  the  Annual  Meeting 
of  the  Oklahoma  State  Medical  Association,  May  23,  1951. 


rupted.  The  observation  by  Freman  and 
Watts  that  prefrontal  lobotomy  resulted  in 
relief  of  pain  led  them  to  suggest  this  pro- 
cedure for  intractable  pain  in  1945,  and 
opened  the  way  for  the  widespread  use  and 
favorable  recognition  this  operation  has 
attained. 

Bilateral  prefrontal  lobotomy  is  undoubt- 
edly the  most  consistently  effective  method 
of  alleviating  intolerable  pain  that  has  been 
devised  to  date.  This  statement  is  supported 
in  large  measure  by  the  wide  range  in 
character  of  pain  for  which  lobotomy  will 
afford  relief.  It  is  of  signal  importance  also 
that  in  the  frequent  instances  in  which  drug 
addiction  has  occurred  as  a result  of  pain, 
the  necessity  or  desire  on  the  part  of  the 
patient  for  continuation  of  the  drugs  will 
in  the  majority  of  instances,  be  eliminated. 

The  conditions  for  which  bilateral  pre- 
frontal lobotomy  is  generally  advocated  are 
inoperable  malignancy,  and  those  cases  in 
which  the  pain  is  widespread  so  that  a local 
approach  is  not  feasible.  Other  conditions, 
such  as  post  herpetic  pain  and  the  pain  of 
tabes  dorsalis,  occasionally  require  lobotomy. 
It  is  also  occasionally  necessary  to  resort  to 
lobotomy  because  other  methods  have  failed 
to  afford  relief.  This  is  particularly  true  in 
those  cases  in  which  drug  addiction  has  oc- 
curred. Although  lobotomy  is  quite  effective 
as  a means  of  relieving  pain,  it  is  undesir- 
able to  employ  this  procedure  except  in  cer- 
tain definite  situations,  such  as  those  previ- 
ously mentioned,  because  of  the  alteration 
of  personality  which  follows.  The  personal- 
ity change  will  vary  with  the  individual’s 
basic  personality  pattern,  but  in  general, 
certain  changes  occur  consistently.  These 
changes  consist  of  an  attitude  of  indiffer- 
ence or  lack  of  concern,  lack  of  sufficient  in- 
terest in  a given  project  to  enable  its  com- 
pletion, defective  planning,  loss  of  drive  and 
energy,  increased  appetite  and  loss  of  in- 
hibition. A manner  of  quietude,  monotonous 
tone  of  voice  and  childish  responses  to  vari- 
ous situations  are  often  seen.  These  fairly 
constant  changes  may  undergo  considerable 
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variation  with  the  passage  of  time.  It  is 
probably  this  alteration  of  the  basic  person- 
ality pattern  with  modification  of  the  pa- 
tient’s reaction  to  pain  that  permits  him  to 
be  more  comfortable,  rather  than  loss  of 
pain  perception.  It  has  been  repeatedly  ob- 
served that  lobotomized  patients  retain  pain 
perception  and  react  by  crying  out  or  with- 
drawal from  painful  stimuli  The  reaction 
to  pain  is  radically  changed,  however,  as 
evidenced  by  absence  of  apprehension,  an- 
xiety, emotional  disturbances,  fear  or  re- 
quests for  pain  relieving  medications.  When 
asked  if  they  have  pain,  the  response  is 
usually  in  the  affirmative,  but  no  evidence 
of  concern  or  preoccupation  with  pain  is 
manifest.  Narcotics  may  be  withheld  im- 
mediately after  surgery  in  the  majority  of 
cases.  If  withdrawal  symptoms  occur,  reduc- 
tion in  dosage  and  frequency  of  administra- 
tion may  be  carried  out  and  eventually 
stopped  altogether.  In  properly  selected 
cases,  bilateral  prefrontal  lobotomy  is  a very 
gratifying  and  effective  measure  in  combat- 
ing intractable  pain. 

Other  procedures  which  have  the  effect  of 
altering  the  reaction  to  pain  are  unilateral 
prefrontal  lobotomy  and  topectomy.  Several 
experiences  of  favorable  results  with  unlat- 
eral lobotomy  have  been  reported.  This 
procedure  has  the  advantage  of  less  inter- 
ference with  personality  structure  and  could 
logically  be  viewed  as  a two  stage  operation 
in  that  the  intact  side  could  be  sectioned  at 
a later  date  if  the  unilateral  approach  failed 
to  bring  about  the  desired  result.  Also,  the 
surgical  risk  is  decreased.  Advocates  of  this 
procedure  have  suggested  that  it  is  more 
effective  in  pain  that  it  not  expected  to  in- 
crease in  intensity. 

Topectomy  is  a procedure  which  is  de- 
signed to  alter  the  effect  of  both  psychic 
and  organic  pain.  It  consists  of  excision  of 
the  cerebral  cortex  in  the  prefrontal  region. 
The  amount  of  cortex  removed  varies  with 
the  choice  of  the  individual  doing  the  sur- 
gery. Those  who  advocate  topectomy,  main- 
tain that  it  is  a less  mutilating  procedure 
than  lobotomy  and  that  the  personality  modi- 
fication is  less  marked  and  of  shorter  dura- 
tion. Unilateral  topectomy  in  conjunction 
with  unilateral  lobotomy  has  been  proposed 
and  carried  out.  Proper  evaluation  of  the 
effectiveness  of  these  procedures  will  re- 
quire more  extensive  investigation  and  an 
accurate  statement  relative  to  their  individ- 
ual or  collective  merits  cannot  be  made  at 
this  time. 


Procedures  which  are  of  value  in  relief 
of  pain  by  reason  of  interruption  of  pain 
conducting  pathways  include  section  of  one 
or  both  spino-thalamic  tracts  in  the  thoracic 
spinal  cord,  section  of  the  spino-thalamic 
tract  in  the  high  cervical  region  or  mesen- 
cephalon, sensory  nerve  root  section,  peri- 
pheral nerve  section,  sympathectomy  and 
trigeminal  tractotomy.  Medullary  trigem- 
inal tractotomy  may  be  combined  with  sec- 
tion of  the  posterior  roots  of  the  upper 
cervical  nerves  or  cranial  nerves. 

Cordotomy  is  the  term  commonly  applied 
to  the  procedure  in  which  the  lateral  spino- 
thalamic tracts  are  severed.  This  is  usually 
done  at  the  second  or  third  thoracic  level 
and  may  be  unilateral  or  bilateral-  If  the 
pain  is  bilateral  or  there  is  any  possibility 
that  it  may  subsequently  be  bilateral,  both 
spino  thalamic  tracts  should  be  sectioned. 
In  the  event  of  bilateral  cordotomy,  the 
incisions  into  the  cord  should  be  made  at 
slightly  different  levels  in  order  to  lessen 
the  possibility  of  interference  with  vascular 
supply  to  the  cord.  Section  of  the  spino 
thalamic  tract  results  in  loss  of  pain  and 
temperature  sensation  on  the  opposite  side 
of  the  body  without  interference  with  other 
modalities  of  sensation.  The  level  below 
which  pain  and  temperature  will  be  lost 
may  be  expected  to  lie  between  the  nipple 
and  costal  margin.  Cordotomy  is  advocated 
for  intractable  pain  located  below  the  level 
of  the  nipple  except  in  conditions  such  as 
post  herpetic  neuralgia  and  the  pain  of 
tabes  dorsalis.  These  exceptions  are  men- 
tioned because  of  the  view  of  some  authori- 
ties that  such  pain  may  be  of  thalamic 
origin.  Cordotomy  probably  is  not  the  pro- 
cedure of  choice  if  the  level  of  pain  does, 
or  may  eventually  extend  above  the  nipple. 
High  cervical  cordotomy  and  section  of  the 
spino-thalamic  tract  in  the  mesencephalon 
may  be  done  to  obtain  a higher  sensory  level, 
but  these  procedures  are  highly  technical 
and  the  mortality  rate  in  most  hands  may 
be  alarmingly  high.  Cordotomy  may  be  ex- 
pected to  result  in  failure  when  narcotic 
addiction  exists  and  in  certain  cases  in 
which  the  patient  is  awrare  of  the  existence 
of  an  inoperable  malignancy  so  that  his 
apprehension,  anxiety  and  preoccupation 
with  the  -knowledge  that  he  is  soon  to  die 
are  of  equal  or  greater  concern  than  his 
pain.  Lobotomy  should  be  proposed  in 
either  case. 

Mesencephalic  tractomy  has  been  done 
for  pain  involving  the  head  and  body  on  the 
same  side  since  the  secondary  trigeminal 
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tracts  and  the  spinothalamic  tracts  are 
closely  apposed  in  the  brachium  of  the  infer- 
ior colliculus.  Theoretically,  this  procedure 
might  be  expected  to  relieve  many  types  of 
unilateral  head  pain,  however,  as  has  been 
mentioned,  the  operative  mortality  may  be 
quite  high,  the  post-operative  course  stormy, 
and  the  experience  in  the  use  of  this  opera- 
tion has  been  relatively  limited. 

Section  of  sensory  nerve  roots,  or  pos- 
terior rhizotomy,  is  indicated  in  situations 
where  pain  is  well  localized,  particularly  in 
the  trunk  area.  It  must  be  borne  in  mind 
that  there  is  a wide  overlap  of  sensory 
dermatomes  and  in  order  to  bring  about 
relief,  the  affected  nerve,  as  well  as  one 
above  and  one  below  must  be  severed  to 
allow  for  this  overlap.  This  procedure  re- 
sults in  loss  of  all  sensation  over  the  derma- 
tome distribution  of  the  involved  nerves, 
but  does  not  interfere  with  motor  power. 
It  is  not  advisable  to  completely  destroy  the 
sensory  supply  to  the  extremities  because  of 
the  serious  incapacitation  of  patients,  due 
to  loss  of  position  sense.  Such  a procedure 
is  rarely  indicated. 

Radicular  pain  must  be  regarded  as  a 
symptom  of  a number  of  independent  lesions 
such  as  inflammatory  diseases  of  the  men- 
inges, tumors,  trauma  of  the  vertebra, 
arthritis  and  primary  virus  diseases.  In 
radicular  pain  that  is  well  localized  about 
the  trunk,  and  conforms  to  a dermatome 
pattern,  posterior  rhizotomy  may  be  expected 
to  offer  definite  benefit.  The  postherpetic 
pain  of  herpes  zoster  and  phantom  limb  will 
not  be  relieved  by  this  operation 

The  pain  of  trigeminal  neuralgia  and  the 
neuralgia  involving  the  glossopharyngeal 
nerve  are  both  effectively  relieved  by  sec- 
tion of  the  sensory  roots  of  the  fifth  cranial 
nerve  for  trigeminal  neuralgia  and  the 
ninth  cranial  nerve  for  glossopharyngeal 
neuragia.  Refinements  in  technique  have 
made  it  possible  to  do  a differential  section 
of  the  sensory  roots  of  the  trigeminal  nerve 
so  that  preservation  of  sensation  to  a given 
area  may  be  successfully  maintained  while 
section  of  the  fibers  in  the  distribution  of 
the  pain  is  carried  out.  In  this  connection, 
it  is  rarely  desirable  to  preserve  sensation 
in  any  division  other  than  the  ophthalmic 
branch  Preservation  of  some  of  the  fibers 
of  the  ophthalmic  division  is  of  great  im- 
portance since  many  complications  as  a re- 
sult of  denervation  of  the  cornea  may  occur. 

Alcohol  block  of  the  various  branches  of 
the  trigeminal  nerve  is  an  effective  tempor- 


ary method  of  relieving  the  pain  of  trigem- 
inal neuralgia  and  is  advocated  by  many  as 
the  procedure  of  two  factors,  namely : to 
acquaint  the  patient  with  the  feeling  of 
numbness  that  follows  interruption  of  sen- 
sation to  the  face  and  to  establish  the  diag- 
nosis in  cases  where  any  doubt  exists.  Alco- 
hol block  is  a temporary  measure  and  should 
in  most  instances  be  followed  by  resection 
of  the  posterior  roots  of  the  trigeminal 
nerve  when  the  pain  recurs.  In  the  rare 
instances  of  bilateral  trigeminal  neuralgia 
and  glossopharyngeal  neuralgia,  certain  con- 
siderations are  necessary.  These  will  be  dis- 
cussed subsequently. 

Peripheral  nerve  section  may  afford  con- 
siderable relief  in  traumatic  lesions  result- 
ing in  incomplete  severance  of  the  nerve 
with  formation  of  scar  tissue  about  the 
nerve.  Such  changes  are  likely  to  result  in 
more  or  less  continuous  severe  burning  pain 
and  variable  tingling  and  numbness.  Often 
the  skin  in  the  involved  area  will  be  glossy, 
red  and  dry.  In  other  cases,  there  may  be 
profuse  sweating.  This  clinical  picture  has 
been  termed  causalgia.  The  median  and 
tibial  nerves  are  most  often  affected  but 
similar  circumstances  may  prevail  in  other 
peripheral  nerves.  When  such  a lesion  is 
present,  the  nerve  should  be  freed  from  the 
scar  tissue,  the  neuroma,  if  present,  resected 
and  an  end-to-end  suture  carried  out.  In 
certain  cases,  however,  resection  of  the 
nerve  does  not  relieve  causalgic  pain.  In  this 
event,  block  of  the  appropriate  sympathic 
ganglia  with  novacain  should  be  done.  If  this 
brings  about  relief,  the  injection  may  be 
repeated  or  resection  of  the  sympathtic 
ganglia  may  offer  permanent  relief. 

Painful  neuromas  in  amputation  stumps 
are  often  seen.  In  the  event  of  involvement 
of  the  neuromatous  ends  in  dense  scar  tis- 
sue, considerable  irritation  of  the  nerve  re- 
sults If  novacain  injection  relieves  this 
pain,  resection  of  the  nerve  at  a higher 
level  and  injection  of  alcohol  into  the  nerve 
3 or  4 cm.  above  the  resected  end  is  advo- 
cated. In  addition  to  local  pain  about  the 
amputation  stump,  the  phenomenon  of  phan- 
tom limb  is  frequently  seen.  In  either  case, 
the  treatment  as  a whole  has  not  proven 
satisfactory.  Sympathetic  block  at  times 
afford  relief  and  in  such  instances,  resec- 
tion of  the  appropriate  sympathetic  gang- 
lia is  probably  indicated.  Cordotomy  and 
posterior  rhizotomy  are  not  effective  in 
these  syndromes.  Favorable  results  with 
lobotomy  have  been  reported. 
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Sympathectomy  has  been  mentioned  in 
connection  with  causalgia  and  phantom 
limb.  The  pain  of  angina  pectoris  may  be 
relieved  by  alcohol  block  or  removal  of  the 
upper  four  thoracic  sympathetic  ganglia. 
This  is  an  effective  method  of  relieving 
anginal  pain,  but  the  feeling  of  substernal 
oppression  persists  as  a reminder  that  the 
functional  capacity  of  the  heart  is  being 
overdrawn.  Since  many  patients  with  anginal 
pain  have  advanced  coronary  disease,  re- 
section of  these  ganglia  can  be  performed 
in  relatively  few  cases.  In  experienced  hands 
alcohol  injection  of  these  ganglia  will  afford 
effective  relief,  at  least  temporarily. 

Relief  of  intractable  pain  of  the  upper 
abdominal  viscera  by  section  of  the  splanch- 
nic roots  has  been  reported.  When  such  a 
procedure  is  contemplated  it  is  necessary  to 
determine  the  visceral  sensory  fibers  in- 
volved, and  to  investigate  the  effect  of  para- 
vertebral novacain  block  of  the  ganglia 
through  which  the  pain  pathways  are  trans- 
mitted. Such  conditions  as  biliary  or  hepatic 
pain  may  be  relieved  by  resection  of  the 
right  splanchnic  fibers  and  pain  of  renal 
origin  may  be  relieved  by  resection  of  the 
sympathetic  fibers  in  its  pedicle.  Proper 
clinical  evaluation  from  the  standpoint  of 
pathology  and  expected  response  to  the  usual 
measures  of  treatment,  is  of  course,  a pri- 
mary requisite. 

Resection  of  the  superior  hypogastric 
plexus  has  been  advocated  for  intractable 
pain  of  dysmenorrhea  in  carefully  selected 
cases  which  have  failed  to  respond  to  proper 
gynechological  measures.  This  operation  is 
effective  only  in  pain  which  has  its  origin 
from  the  body  of  the  uterus  and  is  not  effec- 
from  the  body  of  the  uterus  and  is  not  effec- 
tive in  pain  originating  from  the  cervix, 
broad  ligaments,  tubes  or  ovaries,  and  has 
no  direct  effect  on  the  pain  from  the  bladder. 

In  various  conditions  resulting  in  pain 
about  the  head  and  neck,  section  of  the 
descending  root  of  the  trigeminal  nerve  in 
the  medulla  alone,  or  in  conjunction  with 
section  of  the  posterior  roots  of  the  upper 
cervical  nerves  is  useful.  In  1938,  Sjogvist 
demonstrated  the  feasibility  of  destroying 
the  pain  bearing  pathways  coming  from  the 
face  by  severing  the  descending  root  of  the 
trigeminal  nerve  in  the  medulla  oblongata, 
a procedure  called  medullary  tractotomy 
The  procedure  has  the  advantage  of  destroy- 
ing pain  about  the  face  but  leaving  touch 
perception,  preventing  dysesthesias  and 
avoiding  nerve  paralgesic  keratitis,  seen  at 


times  when  the  classical  retro-gasserian 
operation  is  done. 

The  major  interest  in  this  procedure  is 
a method  of  relief  to  offer  patients  with 
malignancy  about  the  face  and  neck,  as  this 
surgical  exposure  also  allows  the  surgeon 
to  severe  the  glosso-pharyngeal  nerve  which 
has  its  sensory  supply  to  the  nasopharynx 
tonsillar  pillars  and  eustachian  ostia,  as  well 
as  to  sever  the  posterior  roots  of  the  upper 
cervical  nerves.  This  operation  has  been 
used  extensively  in  relief  of  trigeminal  neu- 
ralgia but  it  is  not  as  certain  to  obtain  relief 
as  direct  section  of  the  preganglionic  por- 
tion of  the  trigeminal.  In  trigeminal  neu- 
ralgia, this  procedure  is  of  great  value  in 
the  fairly  rare  case  of  bilateral  trigeminal 
neuralgia,  as  eating  is  virtually  impossible 
with  touch  bilaterally  lost  in  the  mouth  and 
the  possibility  of  bilateral  section  of  the 
fifth  nerve  exists. 

Of  more  importance,  however,  is  the  re- 
cent use  of  the  concept  that  the  pain  fibers 
of  the  face  from  the  trigeminal  nerve,  the 
pain  fibers  from  the  nasopharynx  from  the 
glosso-pharyngeal  nerve,  the  vagus  which 
sensory  limb  to  the  external  auditory  canal 
and  sensory  twig  from  the  facial  nerve  to  a 
small  area  back  of  the  ear  all  descend  in 
the  descending  root  of  the  trigeminal  in  the 
medulla.  Here,  then,  is  a method  of  relieving 
pain  in  a person  with  malignancy  about 
the  auditory  canal,  the  middle  ear  and  the 
nasopharynx,  if  well  lateralized,  as  well  as 
the  face.  Many  of  these  lesions  are  of  low 
grade  malignancy  and  life  expectancy  may 
go  into  years.  This  operation  is  not  advo- 
cated until  local  surgical  and  radiological 
techniques  have  proven  fruitless.  Great  cau- 
tion again  must  be  exercised  by  the  physician 
regarding  narcotics.  This  operation  is  value- 
less if  narcotic  addiction  exists.  It  is  also 
valueless  in  trifacial  pain  of  tabes,  Horton’s 
“so-called  histaminic  or  vasomotor  cephal- 
gia,” in  postherpetic  neuralgia  of  the 
rigeminal  and  in  migraine  cephalgia. 

It  is  the  only  procedure  that  can  be  used 
in  the  rare  bilateral  glossopharyngeal  neu- 
ralgia as  severing  both  the  glossopharyngeal 
nerves  will  paralyze  the  initiation  of  the 
swallowing  reflex. 

An  evaluation  of  the  patient’s  emotional 
situation  in  relation  to  his  lesion  is  most 
important.  This  is  especially  true  in  neo- 
plasia. If  the  patient  is  emotionally  unhinged 
over  his  plight,  or  addicted,  lobotomy  must 
then  be  considered. 
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PRESENT  DAY  USE  OF  THE  ANTIHISTAMINES 
WITH  SPECIAL  REFERENCES  TO  THE  USE  OF 
CHLORCYCLIZINE  HYDROCHLORIDE  (PERAZIL)' 

Vernon  D.  Cushing,  M.D. 

OKLAHOMA  CITY,  OKLAHOMA 


Since  1910,  the  role  of  histamine  in  the 
production  of  various  allergic  states  has 
been  vigorously  debated  Many  enthusiastic 
reports,  from  1924,  have  been  presented 
supporting  the  theory  that  histamine  was 
the  substance  primarily  responsible  for  the 
manifestations  of  allergic  disease.  This  con- 
troversy over  the  role  of  histamine  has  con- 
tinued until  fairly  recently.  It  is  generally 
accepted  now  that  anaphylaxis  is  due  to 
the  combination  of  antigen  with  antibody 
within  the  body  cells  which  are  thereby 
damaged.  The  resulting  symptoms  may  be 
due,  in  part,  to  this  damage  and,  in  part, 
to  the  release  of  histamine,  histamine-like 
substances,  and  other  substances  of  which 
heparin  is  probably  one.1 

The  knowledge  that  histamine  apparently 
plays  an  important  part  in  anaphylactic  and 
allergic  phenomena  has  led  investigators  to 
find  a way  to  block  the  effects  of  this  product. 
Methods  which  were  utilized  had  as  a com- 
mon denominator  competitive  action,  in  that 
the  activity  of  the  agents  was  in  the  form 
of  competitive  attachment  to  the  cell  reactor, 
and  thereby  displacing  or  replacing  hista- 
mine.2 

It  is  not  the  purpose  of  this  paper  to 
present  the  mechanism  of  antihistaminic 
action.  Suffice  it  to  say  that  there  is  con- 
siderable doubt  as  to  the  actual  mechanism 
and  that  in  addition  the  antihistamines  do 
not  counteract  all  of  the  actions  of  hista- 
mine. Neither  is  it  the  intent  to  present  to 
you  the  variation  in  the  structural  formulas 
of  the  antihistaminic  drugs  or  discuss  their 
chemistry  other  than  to  say  that  most  of 
the  antihistaminic  agents  which  have  found 
the  widest  clinical  use  in  the  United  States 
are  derivatives  of  dimethylaminoethane. 

In  1942,  Halpern  described  a new  com- 
pound, Antergan,  which  was  extremely 
active  against  histamine  produced  asthma. 
This  epoch-making  communication  was  fol- 
lowed, particularly  after  the  war,  by  efforts 
on  the  part  of  the  drug  companies  to  produce 
newer  and  more  effective  antihistamines.  As 

*Presented  before  the  General  Session  at  the  Annual  Meeting 
of  the  Oklahoma  State  Medical  Association,  May  23,  1951. 


a result,  the  drug  market  was  flooded  by  a 
mass  of  antihistamines,  many  of  which  had 
the  same  basic  formula,  but  different  names, 
and  each  being  lauded  as  being  the  best. 
Unfortunately,  due  to  misuse  of  the  drugs 
as  well  as  to  unwarranted  claims,  as  is  so 
often  the  case  with  new  products,  this  led 
to  early  enthusiasm  and  ultimate  disappoint- 
ment for  their  use  in  many  conditions,  the 
most  outstanding  example  of  which  is  bron- 
chial asthma. 

The  clinical  trial  of  Antergan  was  carried 
out  for  the  greater  part  in  Europe.  Benadryl 
(Diphenhydramine  Hydrochloride,  Parke- 
Davis)  was  the  first  antihistamine  to  be 
widely  used  in  the  United  States.  Benadryl 
is  a derivative  of  enthanolamine  and  its  re- 
lease on  the  market  was  soon  followed  by 
a parade  of  antihistamines,  most  of  which 
were  derivatives  of  ethylenediamine,  such 
as  Pyribenzamine,  (Tripelennamine  Hydro- 
chloride, Ciba),  Neo-Antergan,  (Brand  of 
Pvrilamine  Maleate,  Merck),  Neohetramine, 
(Brand  of  Thonzylamine  Hydrochloride, 
Nepera)  and  Histadyl,  (Thenylpyramine, 
Lilly)  to  mention  a few  of  the  more  widely 
publicized  forms.  The  more  recent  types  of 
agents  were  derivatives  of  aminopropane, 
such  as  Trimeton  (Brand  of  Prophenpyrida- 
mine,  Maleate,  Schering),  and  Chlor-Trime- 
ton,  ( Chlorprophenpyridamine,  Maleate, 
Schering),  and  a product  developed  by  Bur- 
roughs Wellcome,  Perazil,  ( Chlorcyclizine 
Hydrochloride) . 

A recent  (April,  1951)  perusal  of  the 
literature  reveals  that  there  are  at  least  38 
antihistamines  which  are  in  common  usage 
at  the  present  time.  Many  of  these  38  agents 
are  derivatives  of  the  same  chemical  formula. 
An  announcement  has  recently  been  made 
of  a new  antihistamine  soon  to  be  distributed 
to  the  medical  profession  by  Wyeth,  detailed 
under  the  name  of  Phenergan.  This  is  a 
derivative  of  phenothiazine.  Considerable 
experimental  work  has  been  done  on  this 
compound,  although  it  has  not  been  on  the 
market  long  enough  to  determine  the  clinical 
results  which  will  be  obtained.  This  product 
was  studied  by  Halpern  and  Ducret  in  1946, 
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who  reported  that  it  was  seven  times  more 
potent  than  the  antihistamines  with  which 
it  was  compared,  with  approximattly  three 
times  the  duration  of  action.  The  marked 
side  reaction,  however,  of  drowsiness  with 
this  compound,  of  which  Wyeth  warns, 
might  limit  its  use. 

The  1950  edition  of  “New  and  Non-Official 
Remedies”  lists  nine  preparations  which 
have  been  accepted  by  the  Council  of  Pharm- 
acy and  Chemistry  of  the  American  Medical 
Association.  The  statements  given  with  re- 
gard to  the  histamine-antagonizing  agents 
are,  of  course,  conservative  and  many  of 
the  recent  preparations  which  are  effective 
are  not  listed  in  the  1950  edition.3 

With  the  advent  of  the  antihistamines  it 
was  felt  that  the  answer  to  many  problems 
of  allergic  disease  had  been  found  but  as 
previously  mentioned,  this  has  not  proven 
to  be  correct  and  many  of  the  conditions 
which  were  first  thought  to  be  adequately 
controlled  and  handled  by  their  use  have 
been  shown  now  to  be  poorly  controlled. 
Part  of  this  is  due  to  the  fact  that  the  anti- 
histamine itself  may  not  be  suitable  in  the 
condition  from  the  outset,  while  in  other 
cases  the  use  of  the  antihistamines  for  a 
while  appears  to  give  some  control  of  symp- 
toms only  to  have  these  effects  lost  after 
continued  use 

At  the  present  time  it  is  believed  that  the 
most  effective  use  of  antihistamines  is  in 
mild  seasonal  allergies  involving  the  nasal 
passages,  such  as  mild  seasonal  hay  fever. 
It  is  not  as  helpful  in  the  perennial  type  of 
hay  fever.  Other  conditions  in  which  the 
antihistamines  may  be  found  to  be  useful 
are  the  acute  urticarias,  occasionally  itching 
dermatoses,  angioneurotic  edema,  serum 
sickness,  and  occasionally  mild  reactions 
from  antibiotics  or  sulfonamides.  It  also  has 
been  used  to  some  degree  with  varying  suc- 
cess in  headaches  known  to  be  due  to  the 
ingestion  of  protein  to  which  the  individual 
is  sensitive.  Their  use  in  controlling  the 
itching  of  chicken  pox  and  athlete’s  foot  has 
been  reported  as  well  as  their  use  in  certain 
diseases  of  the  central  nervous  system  such 
as  Parkinsonism,  although  for  this  condition 
the  derivatives  of  belladonna  are  still  the 
drugs  of  choice. 

Spasmodic  cough  in  children  without  evi- 
dence of  asthma  oftimes  is  relieved  by  the 
use  of  antihistamines.  Topical  applications 
of  certain  compounds  may  afford  relief  in 
itching  skin  conditions  such  as  atopic  derma- 
titis and  contact  dermatitis  and  occasionally 


will  be  helpful  in  pruritis  ani  and  vulvae. 
Meniere’s  syndrome  has  at  times  been  found 
to  be  partially  controlled  by  the  use  of  these 
preparations. 

Unfortunately,  there  has  been  no  antihista- 
mine prepared  that  is  without  some  side  re- 
action. And  still  more  unfortunately,  it  ap- 
pears that  those  antihistaminic  agents  which 
are  the  most  potent  in  clinical  use  appear 
to  carry  the  highest  percentage  of  side  re- 
actions. This  is  particularly  true  with  the 
compound,  Benadryl.  While  Benadryl  is 
probably  one  of  the  most  useful  antihista- 
mines, it  produces  side  reactions  in  a large 
percentage  of  the  patients.  At  the  other 
extreme,  a product  such  as  Neohetramine, 
also  a short-acting  antihistamine,  is  not  ac- 
companied by  the  high  percentage  of  side 
reactions,  but  also  does  not  control  the 
allergic  condition  for  which  it  is  being  used 
as  well  as  Benadryl. 

The  side  reactions,  or  toxic  manifestations, 
which  may  be  listed  for  the  antihistamines 
may  be  divided  into  those  involving  the 
central  nervous  system,  the  GI  tract,  the 
skin,  and  the  hematopoetic  system. 

The  side  reactions  involving  the  central 
nervous  system  are  the  most  prominent,  the 
most  common  of  which  is  the  effect  of  seda- 
tion. The  sedative  factor  may  be  used  to 
advantage  in  some  patients,  particularly 
when  the  drug  need  be  given  only  at  night. 
It  is  useful  in  children  where  the  syrup  or 
elixir  form  may  be  used  and  beneficial  effects 
obtained  from  both  the  specific  action  of  the 
antihistamine  as  well  as  its  sedative  effect. 
This  side  reaction,  however,  can  be  very 
disturbing  to  the  individual  who  requires  the 
use  of  these  drugs  during  the  daytime  and 
great  caution  should  be  used  until  each 
patient’s  tolerance  for  the  medication  is 
determined.  This  is  particularly  true  with 
people  who  drive  or  fly- 

Other  central  nervous  system  manifesta- 
tions may  be  listed  as  nervousness,  jittery- 
ness,  hyperexcitability,  insomnia,  marked 
weakness  and  lethargy,  incoordination,  and 
occasionally  coma  and  convulsive  seizures, 
these  latter  usually  resulting  in  patients 
who  have  received  an  overdosage.  Occasion- 
ally a patient  will  complain  of  tinnitus  or 
blurring  of  the  vision  following  the  use  of 
antihistamines.  Nausea  and  vomiting  are 
not  uncommon  along  with  occasional  diar- 
rhea. 

Some  patients  develop  an  acute  urticaria 
while  taking  an  antihistamine  and  it  is  not 
uncommon  to  see  urticaria  made  worse  or 
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the  manifestation  of  a skin  allergy  be  ac- 
centuated by  the  use  of  the  antihistaminics. 
Care  should  be  exercised  in  the  application 
over  a long  period  of  time  of  topical  oint- 
ments and  creams  containing  antihistamines 
as  they  can  act  as  sensitizing  agents,  oc- 
casionally with  detrimental  results. 

There  have  been  a few  reports  in  the 
literature  of  coma  and  convulsions  followed 
by  death,  but  in  practically  all  of  these  case 
reports  there  was  evidence  of  overdosage. 
This  accentuates  the  danger  of  leaving  anti- 
histaminic  agents  in  reach  of  children.  Many 
of  the  preparations  are  carried  in  a syrup 
or  elixir  form  and  are  quite  palatable  so 
that  occasionally  a child  will  consume  a large 
amount  of  the  antihistamine  with  deleteri- 
ous effects. 

Their  use  in  chronic  asthma  has  been  dis- 
appointing. In  the  acute  seasonal  asthma, 
particularly  in  childhood,  an  antihistamine 
will  at  times  be  of  temporary  value  as  it  is 
in  seasonal  hay  fever;  however,  the  bent- 
ficial  effects  of  any  one  antihistaminic  usually 
wears  off  fairly  soon.  While  shifting  to 
another  antihistamine  may  give  once  again 
some  temporary  relief,  the  usual  course  is 
for  all  to  eventually  become  worthless  in 
treating  these  conditions  over  a long  period 
of  time. 

It  is  well  agreed  upon  at  the  present  time 
that  these  agents  should  be  used  merely  as 
an  adjunct  for  temporary  relief  while  the 
individual  is  obtaining  proper  and  thorough 
treatment  for  the  underlying  cause  of  the 
allergic  disorder. 

The  use  of  antihistamines  in  the  treat- 
ment of  the  common  cold  should  be  briefly 
mentioned.  While  reports  on  their  effective- 
ness in  the  treatment  of  the  common  cold 
are  still  being  published,  the  concensus  of 
most  investigators,  who  have  done  thorough 
work  on  this  subject  with  adequate  controls, 
is  that  the  use  of  antihistamines  alone  or  in 
combination  with  the  coal  tar  derivatives 
has  no  specific  action  against  the  virus  re- 
sponsible ; nor  will  their  administration 
abort  or  shorten  the  course  of  the  common 
cold. 

The  more  recent  preparations  of  the  anti- 
histaminic agents  appear  to  have  a more  pro- 
longed action  with  lower  incidents  of  side 
reactions.  One  example  of  these  is  Perazil 
(Chlorcyclizine  Hydrochloride,  Burroughs 
Wellcome  & Company).  In  an  attempt  to 
study  the  effectiveness  of  Perazil  in  obtain- 
ing temporary  relief  in  seasonal  hay  fever 
a group  of  patients  were  studied  using 


varying  doses  of  Perazil  ranging  from  50 
mg.  to  150  mg.  in  divided  doses  daily. 

METHOD 

Thirty-five  cases  of  seasonal  hay  fever 
were  selected  during  the  Spring,  Summer, 
and  Fall  of  1950.  These  patients  had  never 
received  specific  therapy  fo-r  their  hay  fever 
in  the  form  of  hyposensitization  Some  had 
received  various  antihistamines  for  tempor- 
ary relief  at  different  times.  All  patients 
were  thoroughly  investigated  and  were 
found  to  have  pollinosis  due  to  inhalants 
characteristic  of  that  season  in  which  they 
were  seen.  The  symptoms  of  the  35  patients 
varied  from  mild  to  sereve  with  25  or  71.4 
per  cent  being  classified  as  moderately 
severe.  A routine  procedure  of  hyposensitiza- 
tion was  instigated  and  in  addition  Perazil 
was  prescribed  for  temporary  relief.  The  35 
patients  were  initially  placed  on  50  mg.  of 
Perazil  daily.  Those  patients  who  obtained 
only  slight  or  no  improvement  were  given 
increasing  amounts  of  Perazil.  No  patient 
received  more  than  150  mg.  daily. 

RESULTS 

Table  No.  1 tabulates  the  degree  of  relief 
obtained  by  the  35  patients  while  receiving 
50  mg.  of  Perazil  daily. 


Table  1 

Perazil 

50  mg. 

Daily 

Condition  No.  Patients 

% 

Side  Reactions 

% 

Complete  Relief 

1 

2.9 

0 

0 

Marked  Improvement 

5 

14.3 

0 

0 

Slight  Improvement 

13 

37.1 

1 

2.8 

No  Improvement 

16 

45.7 

1 

2.8 

Of  the  35  patients  29  or  82.8  per  cent 
received  only  slight  or  no  improvement. 
Twenty-six  of  these  29  patients  were  in- 
structed to  take  50  mg.  of  Perazil  twice 
daily,  a.m.  and  p.m.,  or  a total  of  100  mg. 
daily.  The  results  are  shown  in  Table  No.  2. 


Table  2 Perazil  nig.  100  (mg-  50  b.i.d.) 


Condition  No.  Patients  % Side  Reactions 

% 

Complete  Relief 

3 

11.6 

0 

0 

Marked  Improvement 

9 

34.5 

0 

0 

Slight  Improvement 

8 

30.8 

0 

0 

No  Improvement 

6 

23.1 

9 

7.7 

Fourteen  of  26  patients  obtained  no  relief 
or  only  slight  relief  while  on  100  mg.  daily. 
These  14  patients  were  given  150  mg.  of 
Perazil  daily  in  divided  doses  of  50  mg. 
three  times  a day.  The  results  are  shown 
in  Table  3. 
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Table  3 Perazil  mg. 

150 

(mg. 

50  t.i.d) 

Condition  No.  Patients 

% 

Side  Reactions  % 

Complete  Relief  2 

14.3 

1 

7.1 

Marked  Improvement  5 

35.7 

0 

0 

Slight  Improvement  4 

28.6 

0 

0 

No  Improvement  3 

21.4 

2 

14.2 

As  can  be  readily 

seen 

from  the 

above 

tables  the  increased  amounts  of  Perazil  were 
well  tolerated,  and  also  a higher  percentage 
of  patients  obtained  improvement  while  re- 
ceiving 100  and  150  mg.  daily. 

The  percentage  of  side  reactions  was  small 
being  only  5.6  per  cent  in  those  patients 
receiving  50  mg.  daily  and  21.3  per  cent 
while  receiving  150  mg.  daily.  The  most 
common  side  reaction  was  one  of  drowsiness 
but  in  only  one  case  was  it  necessary  to  dis- 
continue the  use  of  the  drug  because  of  the 
presence  of  this  side  reaction. 

SUMMARY  OF  CONCLUSIONS 

1.  The  Antihistamines  are  useful  adjuncts 
to  be  used  in  certain  allergic  disorders 

2.  In  these  conditions  they  have  not  proven 
to  be  useful  to  the  point  of  replacement 
of  conventional  therapy  such  as  hypo- 
sensitization. 


PATIENTS  POLLED  ON 

Over  200  physicians  were  selected  by  the  Public 
Policy  Committee  to  assist  in  a survey  made  by  the 
Oklahoma  County  Medical  Assistants  Society  in  an  effort 
to  determine  the  public ’s  attitude  toward  the  physician ’s 
assistant.  Each  physician  was  furnished  five  copies  of  a 
questionnaire  together  with  stamped  self-addressed,  enve- 
lopes for  their  return  to  the  Editor  of  THE  STETHO- 
SCOPE, a bi-monthly  publication  for  medical  assistants. 
These  questionnaires  were  given  by  the  200  physicians 
to  five  of  their  patients  who  were  asked  to  complete 
the  questionnaires  in  a forthright  and  candid  manner. 
Deadline  date  for  return  of  the  questionnaires  was  set 
for  March  15. 

According  to  Violet  Xayphe,  Editor  of  THE  STETHO- 
SCOPE, at  press  time  returns  had  already  been  received 
from  patients  all  over  the  State  of  Oklahoma  . . . Miami, 
St.  Louis,  Muskogee,  Okmulgee,  Clinton,  Enid,  Bartles- 
ville, Wavnoka,  Tahlequah,  Tulsa,  Oklahoma  City,  and 
we ’ve  even  gone  over  the  line  into  Texas  to  receive  one 
from  a ‘ ‘ visitor  ’ ’ to  our  state  who  reports  that  she 
‘ ‘ would  not  want  to  improve  over  the  way  ’ ’ her  doctor ’s 
assistants  1 ‘ are  with  all  his  patients — old  and  young. 
They  especially  are  kind  and  understanding  with  the 
children.  ’ ’ 

The  three  questions  included  on  the  questionnaire 
were. 


3.  Their  use  may  be  followed  by  good  re- 
sults in  mild  hay  fever  or  in  acute 
urticaria. 

4.  It  may  be  necessary  to  try  more  than 
one  antihistaminic  agent,  as  while  a 
patient  may  not  react  well  to  one,  a 
good  response  may  be  obtained  by  using 
another  type. 

5.  The  beneficial  effects  of  the  antihista- 
mines and  oftimes  dissipated  with  pro- 
longed administration. 

6.  Side  reactions  are  not  uncommon,  par- 
ticularly those  involving  the  central 
nervous  system,  and  patients  should  be 
carefully  observed  until  knowledge  of 
tolerance  is  obtained. 

7.  Perazil  (Chlorcyclizine  Hydrochloride) , 
in  a dose  range  of  100  to  150  mg.  daily, 
is  an  effective  antihistamine  with  a low 
incidence  of  side  reactions  and  may  be 
used  with  beneficial  results  in  seasonal 
hay  fever. 
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OPINION  OF  ASSISTANTS 

1.  What  is  the  manner  and  attitude  of  your  phy- 
sician ’s  medical  assistant  when  you  approach  her  in 
the  office  or  contact  the  physician 's  office  by  telephone 
with  an  inquiry  or  problem? 

2.  In  what  way  is  she  or  could  she  be  more  sympa- 
thetic, interested,  tolerant,  and  understanding? 

3.  What  was  your  reaction  to  a situation  that  per- 
haps was  amusing,  embarrasisng,  or  provoking? 

Mrs.  K.  B.  of  Ada  writes  that  in  her  doctor’s  office 
there  are  always  so  many  people  waiting  that  ‘ ‘ it ’s  very 
amusing  to  listen  to  their  problems,  also  aches  and 
pains  ...” 

Mrs.  J.  B.  of  Henryetta  reports  that  her  physician’s 
assistant  ‘ ‘ seems  friendly,  courteous  and  congenial. 
Sometimes  she  is  very  impersonal  and  aloof — yet  not 
too  cold  to  make  one  feel  uncomfortable.  ’ ’ And  just  as 
a preview  of  what  also  is  in  store  for  the  physician, 
Mrs.  J.  B.  writes  that  ‘ ‘ it  would  take  such  a few  sec- 
onds” for  the  doctor  himself  to  give  her  “shots”  since 
the  medical  assistant  “always  leaves  a black  and  blue 
mark  on  me  days  later.  The  doctor  doesn ’t  . . . ” 

The  information  received  from  this  ‘ ‘ Survey  of  Serv- 
ice Rendered  by  Medical  Assistants”  will  be  carefully 
reviewed  and  tabulated  and  the  criticisms  and  sugges- 
tions will  be  digested  for  a later  complete  report. 
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SOCIALISM  AND  PSYCHOPATHY 

Coyne  H.  Campbell,  M.D.,  F.A.CP.,  F.A.P.A. 
Harold  G.  Sleeper,  M.D. 

OKLAHOMA  CITY,  OKLAHOMA 


A discussion  of  such  a subject,  socialism 
and  psychopathy,  must  begin  with  the  state- 
ment of  a hypothesis  of  comparison  in  which 
concepts  of  socialism  may  be  held  side  to 
side  with  concepts  of  psychopathy.  By  social- 
ism these  statements  refer  to  current  Ameri- 
can sociopathy;  and  by  psychopathy,  they 
refer  to  the  constitutional  inadequacy  found 
in  certain  people  who  lack  a basic  sense  of 
responsibility. 

1.  In  socialsim  there  is  an  attitude  of  re- 
gard for  the  rights  of  the  individual  which 
serves  to  protect  the  individual  in  wrong 
doing  often  at  the  expense  of  the  society. 

In  psychopathy  there  is  a marked  diminu- 
tion and  sometimes  a complete  lack  of  con- 
science which  helps  to  exploit  these  “rights” 
of  the  individual. 

2.  In  socialism  there  is  the  attitude  that 
the  capitalistic  culture  discriminates  un- 
fairly against  certain  groups,  with  the  end 
result  that  these  certain  groups  feel  justi- 
fied in  disregarding  cultural  authority,  to 
achieve  their  own  ends. 

In  psychopathy  there  is  a disregard  for 
all  current  cultural  authority,  with  the  feel- 
ing that  this  cultural  authority  discrimi- 
nates against  the  psychopath. 

3.  In  socialism  there  is  the  belief  that 
crusaders  against  those  who  have  money 
will  be  rewarded  by  political  power. 

In  psychopathy  there  is  the  inherent  faith 
that  rebellious  and  aberrant  behavior  will 
be  rewarded  by  personal  success. 

4.  In  socialism  there  is  the  belief  that 
parents  and  other  people  with  biologically 
invested  authority  have  been  cruel  and  are 
incompetent  in  their  management  of  the 
developing  child,  and  therefore  “benevolent 
society”  should  supplant  and  improve  on 
family  functions. 

Psychopathy  is  characterized  by  the  at- 
titude that  any  sort  of  opposition  springs 
from  poorly  oriented  people  such  as  parents 
or  police,  and  therefore  such  opposition 
should  be  ignored  as  incompetent  and  ir- 
relevant. 

* Presented  at  the  meeting  of  the  Oklahoma  Society  for 
Neurologists  and  Psychiatrists,  December  13,  1951. 


5.  In  socialism  there  is  the  belief  that 
society,  before  socialism,  is  to  blame  for 
everything  that  creates  problems  for  the 
individual 

In  psychopathy  excuses  are  found  to  avoid 
individual  responsibility  for  immorality  by 
the  statement  that  “society  is  to  blame.” 

6.  In  socialism  the  goal  ultimately  to  be 
achieved  is  that  each  individual  will  be  more 
free  and  more  equally  participating  in  the 
material  and  spiritual  wealth  of  the  country. 

In  psychopathy  the  virtues  of  sharing  are 
extolled  at  length  if  the  psychopath  might 
gain  by  the  sharing. 

7.  In  socialism  the  evils  of  governmental 
inadequacy  and  extravagance  may  be  con- 
demned by  the  socialists  but  not  remedied. 

In  psychopathy  we  find  a social  behavior 
condemned  by  the  psychopath  himself,  if  by 
this  condemnation  he  can  lessen  or  avert 
punishment.  Although  socialism  is  possible 
in  theory,  the  biological  characteristics  of 
psychopathic  individuals  will  make  such  a 
socialism  lead  to  a loss  of  personal  freedom 
for  the  majority,  and  possibly  to  a dictator- 
ship for  our  country.  The  only  possible  check 
in  this  situation  is  for  those  not  hynotized 
by  the  glitter  of  the  ultimate  goal,  to  assert 
themselves  and  proceed  on  the  basis  of 
reality  itself. 

The  current  attitude  of  those  who  believe 
that  society  is  to  blame  for  the  aberrant 
behavior  of  so  many  of  its  members  is  a 
most  interesting  orientation. 

In  our  opinion  the  popularity  of  the  con- 
cept, “there  is  no  such  thing  as  a bad  child,” 
has  become  a challenge  to  the  survival  of 
our  democracy.  There  has  been  such  a spread 
of  this  dictum  that  an  individual’s  health 
and  social  adjustment  is  dependent  upon 
adequate  parental  love ; that  some  of  us 
have  begun  to  be  somewhat  concerned  about 
the  stability  of  those  who  advocate  this 
propaganda.  This  blame  upon  parental  au- 
thority has  been  so  prevalent  in  the  press 
that  many  parents  of  juvenile  delinquents 
and  parents  of  psychopaths  are  ready  sub- 
jects for  exploitation  by  pseudo-clinical 
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psychologists,  psychic  analysts,  sociological 
counsellors  and  possibly  in  some  instances, 
by  medically  licensed  psychoanalysts. 

Those  who  pose  as  having  the  ability  to 
cure  these  behavior  disorders  and  thereby 
become  accepted  authorities  on  the  subject, 
will  certainly  be  well  recompensed  for  their 
services,  since  the  parents  feel  the  sting  of 
guilt,  under  the  accusations  that  little  or  big 
Johnny’s  behavior  disorder  is  the  result  of 
parental  attitudes  and  behavior.  These  par- 
ents will  pay  anything  to  relieve  this  sense 
of  guilt.  In  socialism  the  “take”  of  this 
exploitation  can  be  even  greater  if  society 
in  general  can  be  convinced  that  it  is  to 
blame  for  all  of  the  juvenile  and  adult  delin- 
quency herein. 

Two  examples  taken  from  many  among 
my  private  practice*  are  as  follows : The 
first  one  is  a patient,  age  nine,  who  suffered 
with  convulsions.  A very  careful  examination 
by  neurologists  and  neurosurgeons  failed  to 
elicit  any  organic  pathology.  The  patient 
was  sent  to  a child  psychoanalyst.  The  pa- 
tient was  subjected  to  this  psychoanalytic 
technique  for  several  months  Summer  came 
along  and  the  analyst  was  to  go  to  Europe 
for  vacation.  The  analyst  told  the  family 
that  the  analysis  was  at  a most  important 
phase  and  suggested  that  the  child  be  taken 
to  Europe  with  her  to  avoid  an  interruption 
of  this  most  important  technique.  The  par- 
ents were  just  about  ready  to  accede  when 
someone  suggested  that  there  was  an  analyst 
near  their  home  who  could  continue  the 
treatment.  Thus  the  patient  came  to  me.  It 
was  my  experience  with  this  patient  that 
initiated  my  present  orientation  to  psychia- 
try. 1 have  never  seen  parents  in  greater 
distress.  Both  the  father  and  mother  were 
suffering  with  a reactive  depression  arising 
from  their  conferences  with  the  “analyst.” 
They  had  been  told  that  the  child  was  hav- 
ing convulsions  because  of  inadequate  love 
during  infancy.  Both  parents  were  well  ad- 
justed people,  successful  in  social  life,  and 
progressive  citizens  of  the  community.  They 
had  another  older  daughter  who  was  a very 
healthy  child,  but  they  got  the  blame  for  the 
patient’s  convulsions  because  they  had  not 
properly  managed  the  “sibling  rivalry.”  I 
was  a young  physician  then  and  in  an  open 
minded  attitude  I accepted  the  patient  for 
analysis.  The  contents  of  her  conversation 
with  me  had,  of  course,  already  been  in- 
fluenced by  her  former  analyst.  I actually 
considered  the  possible  validity  of  the  previ- 

*— CHC 


ous  interpretations  until  the  first  convulsion 
witnessed  in  my  office.  That  was  enough  for 
me.  I called  her  father  and  requested  that 
she  be  re-examined  by  a neurosurgeon  and 
air  encephalogram  performed.  The  father 
objected  because  an  air  encephalogram  had 
been  done  already  a year  or  so  ago.  I in- 
sisted that  it  be  repeated.  It  was  done,  with 
the  result  that  a large  brain  tumor  was 
removed  from  the  left  frontal  lobe. 

Although  convulsive  attacks  do  not  neces- 
sarily mean  that  a brain  tumor  exists,  I think 
that  it  is  most  unfortunate  that  parents  can 
be  subjected  to  such  harassing  accusations 
by  people  in  any  profession. 

The  same  applies  to  the  parents  of  patients 
suffering  with  asthma,  hay  fever,  epilepsy, 
urticaria,  rheumatic  fever,  fractures,  coron- 
ary occlusion,  peptic  ulcer,  spastic  colitis, 
constipation,  arthritis,  cancer,  high  blood 
pressure,  and  any  other  afflictions  for  which 
a specific  cause  remains  unknown  . 

We  think  that  it  is  most  presumptuous  for 
physicians  who  have  been  auto-hypnotized, 
and  conditioned  by  a technique  of  having  a 
trainor  seated  behind  a couch  to  feel  specific- 
ally qualified  to  place  the  blame  for  an  illness 
on  a parent  or  social  group. 

The  second  case  is  that  of  a man,  37  years 
of  age,  who  is  a bricklayer  suffering  with 
severe  alcoholism.  He  has  been  drinking 
excessively  for  10  years.  He  is  one  who  re- 
fuses medical  care,  and  who  becomes  phy- 
chotic  under  the  influence  of  alcohol.  I am 
reporting  the  pertinent  conversational  com- 
ponents of  my  interview  with  his  mother 
and  father: 

Mother:  “Doctor,  what  have  we  done  to 
cause  our  boy  to  be  this  way?  I am  sure  that 
it  is  our  fault.  The  books  and  newspaper 
columns  say  so,  and  I want  you  to  tell  us 
what  to  do  to  correct  the  situation.  I’m  sure 
that  it  is  our  fault,  at  least  that  is  what  our 
friends  say,  and  1 feel  so  guilty  that  I don’t 
know  what  to  do.” 

Father:  “Doc,  he’s  been  a lone  wolf  all  of 
his  life.  He  built  a cave  when  he  was  about 
eight  years  old  and  slept  in  it  night  after 
night.” 

Doctor:  “I  just  want  you  to  know  that  I 
am  not  in  the  business  of  exploitation.  It  is 
my  opinion  that  you  as  parents,  so  far  as 
environment  is  concerned,  had  nothing  what- 
soever to  do  with  your  son’s  alcoholism.” 
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Mother:  “Doctor,  ever  since  lie  was  able 
to  talk  he  would  say,  ‘I  know  mom,  you  say 
that  you  love  me,  but  I don’t  think  that  you 
do.  You  love  sister  more  than  you  do  me; 
you  don’t  love  me.’  Doctor,  that  made  me 
tense,  and  honestly  as  a result  John  has 
gotten  more  love  and  attention  from  me  and 
his  father  than  have  our  other  four  children 
combined.  Yet,  these  other  children  are  mar- 
ried, happy,  and  by  the  way,  we  are  expect- 
ing another  grandchild  next  week.” 

Father:  “We  never  once  punished  John 
physically  because  as  I said,  he  was  a ‘lone 
wolf’  from  infancy.  However,  he  was  a bril- 
liant student  in  school,  and  you  can  go  to 
his  town  today  and  find  that  even  though 
he  is  drunk  most  of  the  time,  people  will  say 
that  he  is  a wonderful  person.  This  is  in  the 
face  of  the  facts  that  he  has  divorced  his 
wife  and  has  three  children  whom  I am 
supporting.” 

Mother:  “He  threatens  to  kill  all  of  us 
when  we  deprive  him  of  whiskey,  yet  when 
his  attention  is  called  to  the  fact  that  he 
drinks  too  much,  he  says  that  he  rarely 
drinks  to  excess  at  all.” 

Doctor:  “This  is  the  same  as  when  he 
told  you  that  you  did  not  love  him  when  he 
was  a child,  even  though  you  Were  expend- 
ing more  love  upon  him  at  the  time  than  you 
were  upon  your  other  children  ” 

Mother : “I’d  like  to  tell  you  a great  deal 
more  about  him  and  his  attitudes.  I remem- 
ber when  he  was  15  years  old.  We  went  to 
church  every  Sunday.  When  he  was  15  he 
joined  the  church.  After  that  he  laid  on  the 
bed  on  his  stomach  for  three  days  without 
food  or  drink.  He  seemed  to  be  in  a daze.” 

Doctor : “It  is  obvious  that  your  son  is  a 
schizoid  personality  who  obtains  some  relief 
of  distressing  symptoms  by  ingestion  of 
alcohol.  As  of  the  present  the  schizoid  per- 
sonality is  not  understood,  but  I for  one  am 
not  convinced  that  his  infirmity  is  your 
fault.” 

The  important  point  to  be  made  here  is 
that  the  patient  was  an  individual  with  anti- 
social propensities  from  a very  early  age. 
The  history  of  the  case  does  not  indicate  that 
he  would  have  been  different  in  any  sort  of 
spontaneous  social  environment. 

It  is  always  difficult  for  the  parents  to 
accept  the  ultimatum.  As  a rule  the  middle 
aged  father,  in  tears,  refuses  to  accept  the 
reality  regarding  his  recalcitrant  child  and 
says  to  him,  ‘You  have  always  had  your 


way,  and  now  you  have  triumphed  again.’ 
The  child  has  once  more  escaped  being  forced 
to  mend  his  aberrant  behavior,  as  not  even 
the  psychaitrist  can  make  him  change. 

This  same  lack  of  effective  treatment  ap- 
plies for  the  symptoms  of  homosexuality, 
pathological  lying,  some  drug  additions, 
other  types  of  sexual  abnormalities,  ab- 
normal gambling,  kleptomania,  and  other 
juvenile  and  adult  criminal  behavior. 

The  statement  by  the  father  quoted  above 
must  be  borne  in  mind.  As  announced  to  his 
recalcitrant.  You  have  always  had  your  way 
and  now  you  have  triumphed  again.’  by 
paraphrasing  this  statement  we  have  the 
theme  of  socialistic  political  philosophy. 
“Let  us  give  them  their  way  and  we  can  be 
elected  again !”  But  there  is  another  side  to 
this  picture.  Something  happens  to  many  of 
these  human  beings  and  this  something  is 
far  removed  from  the  influence  of  environ- 
ment It  is  the  call  of  the  atavistic  reality — 
the  biological  drive  for  survival  and  personal 
happiness  at  any  price.  This  drive  may  bring 
them  into  great  conflict  with  their  fellow 
man. 

Now  just  what  does  this  have  to  do  with 
socialism  and  psychopathy? 

These  people  who  develop  antisocial  be- 
havior, according  to  our  increasingly  preva- 
lent sociological,  psychoanalytical,  and  politi- 
cal orientation,  are  being  considered  as 
“mental  cases  and  sick  folks”  and  often 
escape  responsibility  for  deliberate  crimes. 
Such  people  born  with  the  quality  of  “you 
don’t  love  me  enough,”  by  virtue  of  their 
exploitative  potentialities  often  become 
socialists  and  communists. 

Maybe  this  is  inevitable  as  a part  of 
biological  reality.  Maybe  this  is  a part  of  the 
cycle  of  human  relationships.  Maybe  it  is 
inevitable  that  there  are  going  to  be  more 
born  socialists,  psychopaths,  and  semi-com- 
munists than  there  are  competitive  individ- 
uals. If  so,  then  so  be  it.  It  has  happened 
on  the  world  before. 

It  would  seem  possible  that  a person  with 
socialistic  philosophy  is  a grown  up  child 
who  as  an  infant  had  the  attitude  toward 
his  parents,  “You  don’t  love  me,”  despite  all 
efforts  of  the  parent  to  the  contrariwise,  and 
it  would  also  seem  that  such  an  attitude  was 
endogenous. 

A democratic  culture  can  survive  up  to 
a saturation  point  of  such  people.  After  the 
saturation  point  is  reached,  a dictatorship 
is  precipitated.  The  desire  of  the  psychopaths 
to  escape  personal  responsibility  is  thereby 
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carried  to  its  conclusion  and  all  responsibil- 
ity is  concentrated  in  one  man.  The  matter 
of  internationalism  with  the  United  Nations, 
is  therefore  a sort  of  diplomatic  indulgence 
of  postponing  the  inevitable  by  exalting  the 
“rights”  of  psychopathic  nations.  When  a 
state,  states,  or  even  the  World  governments 
become  sufficiently  saturated  with  enough  of 
the  grown  up  children  who  in  infancy  said 
to  the  loving  parents,  “you  don’t  love  me,” 
then  war  of  one  kind  or  another  will  occur. 

Most  people  do  not  realize  that  competition 
is  a biological  characteristic  fundamental  to 
the  behavior  of  mankind.  This  blindness  to 
reality  serves  to  perpetuate  socialism  and 
communism. 

The  refutation  of  the  concept  of  phycho- 
pathic  personality  by  psychoanalysts  and  by 
communists,  and  the  denial  of  the  Mendelian 
Law  by  Lysanko  is  evidence  that  our  culture 
is  now  standing  upon  an  interesting  thres- 
hold,— who  knows?  Maybe  the  Dark  Ages 
are  again  upon  us. 

Maybe  this  is  an  inevitability,  but  if  so, 
you  can  be  sure  that  it  is  biologically  deter- 
mined, and  that  there  will  be  another  Gallileo 
in  the  future  to  say  that  “Truth  crushed  to 
earth  will  rise  again.” 

Now,  to  continue  with  the  subject,  social- 
ism and  psychopathy.  The  psychopath  is  a 
specimen  of  biology  who  has  an  excessive 
amount  of  disregard  for  others,  including 
his  parents.  There  is  no  standardized  meas- 
ure of  this  disregard  other  than  the  reaction 
of  those  who  do  have  regard  for  others, 
against  the  destructive  behavior  of  the 
psychopath. 

Is  it  morally  appropriate  for  physicians 
who  are  confronted  with  the  litigious  prob- 
lems of  criminals  to  say  that  psychopaths 
are  undoubtedly  variants  of  scizophrenia  or 
severe  psychoneuroses?  When  a legally  in- 
sane person  indulges  in  devastating  anti- 
social behavior,  the  County  Attorney  is 
usually  convinced  of  this  fact  (the  insanity) 
by  lay  people,  who  are  competent  witnesses. 

If  psychiatrists  have  assumed  the  role  of 
responsibility  for  morality,  so  as  to  be  able 
to  deny  that  such  an  entity  as  psychopathic 
personality  exists — so  as  to  blame  the  aber- 
rant behavior  of  juveniles  and  adults  upon 
society  — this  could  only  mean  that  such 
phyehiatrists  think  that  they  have  a formula 
for  a perfect  socity.  It  would  obviously  call 
to  mind  the  “perfect  society”  as  suggested 
previously  by  the  Nazis  and  currently  by 
the  Soviets.  Plato  wrote  the  New  Republic 
before  Christ  was  born. 


It  would  seem  that  any  who  would  so 
ignore  the  fascination  of  change  in  the  realm 
of  biological  reality  have  been  captivated  by 
the  illusion  of  biological  stasis. 

There  is  a communistic,  a psychoanalytic 
and  a socialistic  contention  that  a properly 
controlled  environment  would  have  changed 
the  outcome  of  anti-social  children.  This  con- 
tention supposedly  justifies  a deluge  of  social 
workers  to  take  care  of  family  problems. 
Once  again  we  hear  the  accusation,  “You 
don’t  love  our  children  or  society  enough,” 
you  must  share  your  possessions  to  prove 
this  love  and  affection. 

Such  is  reflected  today  as  the  greatest 
problem  of  our  American  democracy.  Social 
Security,  unemployment  compensation,  and 
old  age  pensions  are  manifestations  of  a 
social  psychopathy. 

The  American  politicians  are  now  con- 
fronted with  the  problem  “Shall  we  go  ahead 
and  bankrupt  the  country  in  order  to  be 
elected,  or  shall  we  let  our  successors  have 
the  honor?”  Mind  you,  there  is  the  question, 
— “What  else  can  we  do?” 

In  answer,  we  can  turn  from  the  psychotic 
orientation  of  Stalin  and  Lysenko.  We  can 
return  to  the  reality  of  biological  condition- 
ing. The  mutations  and  changes  of  our  bio- 
logical nature  should  be  enough  to  contain 
our  interest  as  it  has  done  in  the  past.  We 
have  had  the  experience  of  living  through 
the  thrills  of  the  steam  engine,  the  gasoline 
engine,  electricity,  electronics,  the  x-ray,  the 
airplane,  the  telephone,  the  radio,  television, 
antibiotics,  cinematic  entertainment,  luxury 
by  gadgets,  freedom  of  speech  and  the  privi- 
lege of  arguing  about  religion  and  politics. 
We  have  survived  all  of  the  changes  of 
philosophy  that  these  experiences  have  neces- 
sitated. We  must  not  succumb  to  a single 
philosophy  evolved  by  the  socialistic  psycho- 
paths of  our  time. 

It  is  most  important  even  for  the  United 
Nations  to  become  aware  of  the  fact  that  in 
the  end,  regardless  of  the  philosophy  that  is 
dominant,  the  culture  will  be  determined  by 
biological  and  ecological  reality- 

Like  Old  Man  River,  biology  will  keep 
rolling  along.  Our  problem  is  to  choose  be- 
tween sitting  on  the  bank  to  observe  and 
discover  and  acquire  some  happiness,  or  to 
try  to  divert  the  stream,  thereby  ignoring 
the  forces  that  will  push  the  stream  back, 
perhaps  to  destroy  us  in  the  flood  that  we 
have  helped  to  create. 
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THE  GOOD  COUNTRY  DOCTOR 


Karl  E.  Jones 

TULSA,  OKLAHOMA 


The  first  doctor  I remember  in  our  home 
was  Doctor  Gilley.  There  had  been  others, 
including  the  one  who  attended  my  little 
brother  Frankie  with  such  tragic  results. 
My  memory  goes  back  in  personal  recollec- 
tion about  54  years.  However,  Doctor  Gilley 
had  been  around  long  before  that.  When  I 
was  three  or  four  I suffered  from  bronchitis, 
and  Doctor  Gilley  was  called  in  often  when 
I had  a “spell.”  Until  I was  about  seven  I 
rarely  ever  got  outdoors  in  the  winter  time, 
and  folks  would  say — “Little  Karl  is  deli- 
cate, he  has  bronchitis  ” As  a consequence 
I was  rather  tenderly  nurtured  during  these 
years,  and  not  being  too  dumb  I took  ad- 
vantage of  my  delicate  condition  on  many 
occasions.  Later  I outgrew  the  ailment  and 
thereby  lost  much  of  my  amateur  standing 
because  of  regaining  my  health. 

Doctor  Gilley  was  a tall  man.  He  wore  a 
full  beard  and  a long  black  coat.  All  doctors 
wore  beards  then,  or  tried  to.  Even  when 
I was  four  Doctor  Gilley  seemed  a mature 
man,  and  that  was  in  1897.  About  1943  I 
had  to  procure  a birth  certificate  for  busi- 
ness reasons.  Of  course,  none  was  on  file 
back  in  1893,  so  I had  to  get  some  affidavits 
and  other  evidence  to  get  my  certificate 
issued.  I had  heard  that  Doctor  Gilley  was 
still  living  in  Ottawa,  Kansas,  and  was  about 
96  years  old.  On  a hunch,  I wrote  a lawyer 
in  Ottawa,  asked  him  to  check  on  the  rumor 
that  Doctor  Gilley  was  still  there,  and  if 
possible  get  the  affidavit  from  him.  I didn’t 
expect  anything  to  come  of  it,  but  right 
away  back  came  the  doctor’s  affidavit,  and 
this  story: 

Yes,  Doctor  Gilley,  still  living,  and  at  96 
years  was  loafing  around  the  office  of  his 
son  who  was  an  M.D.  He  wasn’t  practicing 
any  more.  When  the  lawyer  told  the  doctor 
of  my  request  and  gave  the  date  of  my  birth, 
Doctor  Gilley  went  to  his  safe  and  got  his 
book  for  1893,  flipped  the  pages  to  May  10, 
and  sure  enough  it  told  all  about  me  making 
a four  point  landing  on  that  date.  The  signa- 
ture on  the  affidavit  was  a little  shaky,  but 
entirely  legible.  Stern  was  the  stuff  of  which 
our  early  doctors  were  made — going  around 
making  affidavits  at  the  age  of  96  years.  I 
salute  Doctor  Gilley  and  all  the  rest  of  those 
pioneer  practitioners. 


With  seven  children  who  seemed  to  be 
natural  incubators  for  all  childhood  diseases, 
Mama  had  to  be  pretty  handy  with  medicine 
herself.  We  had  a big  doctor  book,  and  it 
didn’t  gather  dust  on  the  shelf.  Mama  was 
deathly  afraid  of  dipththeria  and  the  croup. 
She  could  hear  one  of  us  give  a croupy  bark 
in  the  night  and  boy,  how  she  went  into 
action.  Membranous  croup  was  the  fear  of 
all  parents  then,  and  Mama  never  waited  for 
the  second  gurgle.  She  dosed  us  with  Pine, 
Honey,  and  Tar  medicine,  greased  us  good 
with  lard  and  turpentine,  and  if  we  didn’t 
show  some  signs  of  improvement  quick,  got 
the  little  vapor  lamp  and  a sheet.  If  things 
were  no  better  by  morning,  she  called  in 
Doctor  Gilley.  I remember  how  the  good 
doctor  always  carried  his  medicine  with 
him.  He  usually  left  two  kinds  and  they 
were  put  in  separate  drinking  glasses.  When 
you  were  given  one  kind,  they  laid  the  spoon 
on  top  of  that  glass  to  show  which  one  you 
had  already  taken. 

Mama  always  dreaded  our  having  the 
measles.  Once  a new  doctor  came  to  town, 
and  she  heard  he  claimed  he  could  cure 
the  measles.  However,  Mama  was  cagey. 
She  called  him  in  on  some  simple  ailment 
for  one  of  us  kids,  and  then  asked  him 
about  his  meales  cure.  He  said,  “Yes, 
Mrs.  Jones,  I can  cure  the  measles.”  Boy, 
had  he  stuck  his  neck  out!  Mama  took  this 
statement  of  a cure  literally,  as  she  knew 
Philip  was  due  for  a bout  with  the  measles 
before  long.  Philip  hadn’t  met  up  with  those 
particular  germs  as  yet,  but  he  never  failed 
to  catch  everything  that  was  going  around. 
Sure  enough,  he  did  break  out  good  and 
plenty  a few  months  later,  with  as  fine  a 
looking  rash  of  measles  as  I have  ever  seem 
Mama  called  the  new  doctor.  He  didn’t  seem 
quite  as  cocky  as  he  had  been  when  she 
first  asked  about  his  cure.  He  said  his  medi- 
cine didn’t  always  work  but  he  could  sure 
help  a lot.  Mama  didn’t  like  that  statement, 
but  told  him  to  go  ahead.  He  gave  Philip 
the  nastiest  tasting  pills  we  ever  had  in  our 
home.  Philip  raised  sand,  but  we  held  him 
down  and  gave  him  his  medicine.  We  ex- 
pected the  measles  to  leave  overnight,  but 
they  didn’t.  Mama  said  later  that  Philip  had 
the  worst  case  of  measles  she  had  ever  seen. 
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She  sure  was  off  that  new  doctor,  and  we 
always  had  Doctor  Gilley  for  all  our  sickness 
after  that. 

I don’t  remember  how  much  the  good  doc- 
tor charged  my  Dad  per  call — I think  it  pos- 
sibly was  $1.50,  day  or  night — but  I do  know 
he  always  came,  and  in  a hurry  too,  if  some- 
one was  bad  sick.  He  drove  a snappy  pair  of 
little  buckskin  trotting  horses,  and  they 
could  step  right  along.  Doctor  Gilley  always 
seemed  quite  calm,  but  he  could  move  fast 
for  a big  man.  He  never  said  anything 
against  the  “home  doctoring”  people  did  in 
those  days.  Lard  and  turpentine,  applied 
warm,  was  a standard  home  remedy  for 
croup  and  colds ; a piece  of  fat  meat  tied 
over  a rusty  nail  puncture  was  the  preven- 
tive and  cure  for  tetanus  and  lockjaw.  Chew- 
ing tobacco  would  stop  bleeding,  and  tobacco 
smoke  blown  in  your  ear  was  a sure  cure 
for  earache.  Clove  oil  was  fine  for  toothache, 
and  heaven  forbid,  I forgot  to  give  full 
credit  to  the  asafetida  bag.  This  evil  smell- 
ing and  noxious  herb  was  worn  about  the 
necks  of  children  to  ward  off  all  kinds  of 
disease.  I guarantee  that  a hot  schoolroom 
on  a winter  day,  well  filled  with  perspiring 
children  wearing  asafetida  bags,  would 
knock  out  and  cripple  any  germ  that  dared 
enter,  from  chickenpox  to  yellow  fever.  Old 
Doctor  Gilley  took  all  this  in  his  stride  and 
kept  right  on  doctoring  folks  when  they 
called  him,  day  and  night 

When  I was  born  Doctor  Gilley  had  raised 
his  fee  to  $10.00,  and  Dad  didn’t  like  it  a 
bit.  Of  course  as  I grew  a little  and  looked 


more  human  Dad  couldn’t  help  but  see  what 
a pretty  baby  I was  turning  out  to  be.  I 
heard  later  that  he  made  this  remark  to 
Mama,  “Well,  Rose,  that’s  a lot  of  money 
for  Doc  Gilley  to  charge  us  for  little  Karl, 
but  the  tiny  rascal  may  be  president  some 
day,  so  I guess  it  is  worth  it.”  Mama  didn’t 
say  anything  but  just  went  on  changing  my 
diaper.  However,  I seem  to  remember  that 
she  looked  at  me  with  a real  tender  light  in 
her  eyes.  Mama  sure  took  good  care  of  her 
children. 

As  I remember  the  old  faces  in  Ottawa, 
Doctor  Gilley’s  kindly  whiskered  visage  is 
always  there.  He  was  really  a town  institu- 
tion and  people  sure  swore  by  him,  even 
though  they  didn’t  always  pay  him.  He  must 
have  had  a great  heart  in  his  bosom  to  have 
worked  so  long  and  tirelessly,  helping  us 
through  our  calamities  of  accidents  and  sick- 
nesses. He  is  one  of  that  vanishing  race  of 
great  men  who  placed  their  power  to  allevi- 
ate suffering  above  the  almighty  dollar,  and 
the  material  things  of  life.  I can  only  pay 
him  this  highest  tribute  by  saying:  He  is 
one  of  two  great  doctors  I have  known  in 
my  time;  I place  him  alongside  a hollowed 
shrine  I will  always  keep  fresh  in  my  heart. 
His  kindly  visage  is  there  beside  that  of  my 
wonderful  young  doctor  son.  My  own  dear 
boy,  who  as  he  stood  so  eargely  at  the 
threshhold  of  a brilliant  career  said  to  me, 
“DAD,  I WANT  TO  SERVE  HUMANITY.” 


Plan  to  Attend  the  Annual  Meeting 
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THERAPEUTIC  CONFERENCE 

THE  PHARMACOLOGICAL  TREATMENT  OF  COUGH 

H.  A.  Shoemaker,  Ph.D.,  Professor  of  Pharmacology 
University  of  Oklahoma  School  of  Medicine 


“Cough  is  a symptom  and  not  a disease. 
It  is  not  necessarily  a disadvantage  and 
should  not  always  be  arbitrarily  suppressed. 
This  particularly  applies  to  the  so-called 
productive  cough,  which  is  a compensatory 
process  of  nature  for  removing  secretions 
that  otherwise  would  accumulate  to  the  dis- 
advantage of  the  patient.  Cough  is  often  a 
valuable  diagnostic  sign,  either  indicating 
the  presence  of  some  pathological  process  or 
by  its  character  giving  clue  as  to  the  identity 
of  the  disease.  While  it  may  be  an  aid  in 
some  cases,  in  others  it  does  not  serve  a 
useful  purpose  and  may  markedly  interfere 
with  the  comfort  and  well  being  of  the  indi- 
vidual. It  may  be  of  such  violence  as  to  cause 
damage  by  exhausting  the  patient,  causing 
pain  and  interfering  with  rest  and  sleep. 
Very  often  it  is  more  desirable  to  modify 
the  character  of  the  cough  than  it  is  to  sup- 
press it  entirely.”1 

A continuous  secretion  of  mucous  is  neces- 
sary to  keep  the  air  passages  moist.  There 
is  as  is  usual  with  mucous  membranes,  a 
secretory  mechanism  which  is  influenced  by 
the  drugs  affecting  the  autonomic  nerves. 
The  parasympathomimetic  drugs  are  seldom 
used  in  the  treatment  of  a dry  respiratory 
tract  mucous  membrance.  Pilocarpine  is  men- 
tioned in  the  older  literature,  but  is  not 
recommended  today  because  of  its  many  un- 
desirable effects.  Atropine  may  be  used  to 
diminish  excessive  secretion,  particularly 
when  this  is  due  to  an  overactive  parasympa- 
thetic. In  the  thoracic  respiratory  passages, 
we  find  elaborate  and  ingenious  mechanisms 
for  the  removal  of  secretions  and  particles 
of  foreign  material.  First,  there  are  the 
cilia,  which  we  find  in  the  trachea  and 
bronchi,  excluding  only  a short  length  of 
the  terminal  bronchioles.  Under  normal  cir- 
cumstances the  cilia  are  able  to  deal  with  the 
mucous  which  is  secreted.  The  rate  of  move- 
ment of  a foreign  particle  by  cilia  is  about 
1 inch  per  minute,  and  they  are  effective 
under  favorable  circumstances  to  bring  ma- 
terial from  the  deepest  bronchioles  to  the 

*A  discussion  given  to  third  and  fourth  year  students  at  the 
School  of  Medicine  as  a part  of  Therapeutic  Conferences.  These 
conferences  are  held  each  Monday  at  4:00  P.M.  and  are 
attended  by  the  upper  classmen  in  the  School  of  Medicine, 
interns,  residents,  and  other  physicians.  Any  physician  is  wel- 
come to  attend  and  participate.  The  conferences  are  conducted 
under  the  sponsorship  of  the  Department  of  Pharmacology. 


throat  in  a few  minutes.  The  movement  is 
affected  by  the  viscidity  of  the  secretion  and 
in  the  case  of  foreign  substances  the  size  of 
the  particles.  Under  conditions  which  pro- 
duce irritation  of  the  tracheal  and  bronchial 
epithelium,  there  is  an  increased  ciliary 
activity,  but  since  the  secretion  under  these 
circumstances  usually  is  viscous,  the  effec- 
tiveness is  diminished.  Drugs  are  not  par- 
ticularly effective  in  regulating  the  activity 
of  the  cilia.  Some  agents  used  in  therapeutic 
mixtures  may  depress. 

A second  mechanism  for  the  removal  of 
secretion  from  the  lungs  is  the  peristaltic 
movements  of  the  muscles  of  the  smaller 
bronchi.  Gunn2  states  that,  A definite  peris- 
taltic movement  of  the  bronchial  muscle  as 
contrasted  with  the  mere  alteration  in  tone 
of  this  muscle  is  supposed  to  be  a property 
especially  present  in  the  muscle  of  the  finer 
bronchi.  Where  cough  and  cilia  fail,  this 
peristaltic  movement  takes  their  place.”  Gor- 
donoff3  doubts  that  peristaltic  movements  as 
such  play  any  role  in  the  removal  of  secre- 
tions from  the  deeper  recesses  of  the  lung. 
Any  changes  of  tone  are  closely  associated 
with  the  respiratory  movements,  and  the 
constriction  and  dilation  during  expiration 
and  inspiration  work  the  material  out  to 
where  the  cilia  can  pick  it  up  and  move  it 
to  the  throat  where  it  may  be  swallowed  or 
expelled  by  expectoration. 

A third  mechanism  for  the  removal  of 
secretions  and  foreign  matter  from  the 
respiratory  tract  is  the  coordinated  reflex 
known  as  cough.  Cough  is  an  exceptional  and 
reserve  mechanism.  Cough  is  a signal  that 
something  is  irritating  the  “cough  center” 
in  the  medulla.  The  stimulus  may  come  from 
one  of  the  branches  to  the  vagus  (menin- 
geal, Arnold’s  Branch  to  the  lobule  and  ex- 
ternal meatus  of  the  ear,  laryngeal  and 
superior  laryngeal,  cardiac,  pulmonary,  eso- 
phogeal,  pericardial  and  gastric)  or  from 
the  phrenic.  Brown4  describes  the  act  of 
coughing  as  follows:  “When  the  respiratory 
mucosa  is  irritated  by  congestion,  exudate 
or  for  some  other  reason  the  nerve  fibers 
transmit  the  impulse  to  the  respiratory  cen- 
ter and  the  rather  complex  act  of  coughing 
is  excited.  Deep  inspiration  occurs,  the  glottis 
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closes  and  forced  expiration  is  made.  When 
the  pressure  becomes  great  enough  to  open 
the  glottis,  the  sudden  change  in  pressure 
is  attended  by  the  expulsion  of  a blast  of 
air  which  characterizes  the  cough.”  If 
mucous  or  exudate  or  some  foreign  particle 
is  in  the  trachea  or  bronchiols  it  may  be 
drawn  deeper  into  the  lung  during  the  in- 
spiration. It  has  been  demonstrated  that 
particles  and  infection  can  be  carried  from 
one  part  of  the  lung  to  another.  If  a bron- 
chiol  is  plugged  by  mucous,  the  pressure 
(200  mm  Hg5)  created  during  coughing 
may  drive  the  plug  deeper,  or  since  the 
forces  of  inspiration  are  greater  than  those 
of  expiration,  air  may  be  drawn  past  the 
plug  or  forced  past  it  during  the  increase  of 
intrapulmonary  pressure,  become  entrapped 
and  produce  emphysema.  The  valve  action  of 
the  mucous  plug  may  also  prevent  air  from 
entering  the  area  and  thus  produce  atelecta- 
sis. The  expulsive  effect  of  cough  is  greatest 
near  the  larnyx,  in  the  glottis,  as  can  be  seen 
from  the  table,  adapted  from  Rohrer,6  which 
gives  the  velocity  of  air  in  different  parts 
of  the  lung. 


AIR  VELOCITY  IN  DIFFERENT  AREAS  OF  LUNG 


Relative 

Velocity 

Ordinary- 

Respiration 

M/Sec. 

Maximal 

Respiration 

M/Sec. 

Coughing 

M/Sec. 

Glottis 

3.39 

3.0  - 5.0 

21.0  - 35.0 

•50.  - 120 

Trachea 

I. 

0.9  - 1.5 

6.0  - 10.0 

15.  - 35 

Right 

Bronchus 

0.9 

0.8  - 1.3 

5.6  - 9.0 

13.  - 32 

Bronchus 
(6  mm.) 

1.64  - 1.76 

1.4  - 2.6 

10.0  - 18.8 

24.  - 62 

Bronchus 
(2  mm.) 

0.28  - 1.25 

00 

rH 

lO 

CQ 

1.7  - 13.0 

4.  - 44 

Lobar 

Bronchus 

0.35  - 0.72 

0.3  - 1.1 

2.2  - 7.0 

5.  - 25 

Intra  Lobular 
Bronchus 

0.08  - 0.166 

0.07  - 0.24 

0.5  - 1.7 

1.2  - 6. 

Bronehiol 

0.035  - 0.072 

0.03  - 0.11 

0.22  - 0.74 

0.5  - 2.5 

ACCORDING  TO  ROHRER 


When  one  considers  the  velocity  of  the  air 
through  the  glottis  for  instance,  50-120 
meters  per  second  (112-268  miles  per  hour), 
we  can  see  why  Fantus7  said  that  coughing 
may  become  part  of  a vicious  circle,  for 
violent  coughing  irritates  bronchial  tissue 
and  such  irritation  leads  to  further  cough- 
ing, which  may  continue  indefinitely  unless 
the  vicious  circle  is  checked  by  appropriate 
treatment  of  the  cough. 

A fourth  mechanism  whereby  secretions 
are  removed  from  the  respiratory  tract  is 
by  posture.  We  ordinarily  do  not  think  of 


this  factor,  but  it  is  rather  important.  It 
becomes  exceedingly  important  when  we 
have  a condition  in  the  pulmonary  tract, 
whereby  we  have  an  undue  amount  of  secre- 
tion. Postural  drainage  accounts  for  the  so- 
called  “morning  cough.”  During  the  night, 
on  account  of  the  recumbent  position,  mucous 
which  may  accumulate  in  the  more  dependent 
portions  of  the  lung  during  the  day,  drains 
to  the  point  where  it  produces  the  irritation 
necessary  to  start  the  complex  of  coughing. 
The  individual  then  coughs  until  this  mu- 
cous is  removed  and  when  this  has  been 
accomplished  the  cough  ceases  until  further 
drainage  of  mucous  sets  off  the  reflex. 

Fantus7  classifies  coughs  into  three  cate- 
gories: “Tight,”  “Loose”  and  “Insufficient.” 
Brown4  groups  coughs  into  four  distinct 
types : The  hacking,  irritative  unproductive 
cough ; the  “tight”  cough  with  scanty  or 
tenacious  sputum ; the  wheezy  squeaking 
cough,  which  may  be  either  dry  or  produc- 
tive; and  the  “loose”  cough  with  abundant 
sputum.  For  the  purpose  of  discussing  treat- 
ment I have  used  a combination  of  these 
classifications : The  dry,  irritative,  unproduc- 
tive cough,  which  most  frequently  is  a result 
of  a dryness  of  the  mucous  membranes  in 
the  throat  but  may  also  result  from  dryness 
in  the  trachea  and  bronchi ; the  “tight” 
cough  with  scanty  and  more  often  a tenaci- 
ous sputum ; and  the  “loose”  cough. 

In  the  treatment  of  the  dry  irritant 
cough,  the  first  consideration  is  the  use  of 
water  to  moisten  the  mucous  membrane.  The 
water  is  to  be  used  by  ingestion  and  by  in- 
halation. The  administration  of  an  expector- 
ant cough  medicine  will  be  of  little  or  no 
value  when  the  patient  is  suffering  from 
dehydration.  Therefore,  be  certain  that  the 
patient  has  plenty  of  water  to  drink  The 
inhalation  of  water  vapor  often  gives  prompt 
relief  in  the  dry  nonproductive  cough.  Keep- 
ing the  relative  humidity  of  the  room  high, 
about  65,  is  better  than  the  intermittent 
inhalation  of  the  vapor  from  a boiling  kettle. 
Medication  of  the  steam  is  not  important 
except  psychologically.  A teaspoonful  of 
Tincture  of  Benzoin  to  about  two  quarts  of 
water  heated  to  the  steaming  point  gives  a 
pleasing  odor  and  may  make  “medicine 
minded”  individuals  more  conscientious  in 
carrying  out  the  instructions. 

If  the  dryness  is  in  the  throat,  demulcent 
drinks,  hard  candies,  and  syrups  are  usually 
soothing  and  can  be  used  to  advantage.  Ex- 
pectorant drugs  of  the  reflex  or  nauseant 
type  also  can  be  used  to  advantage.  Those 
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most  frequently  used  are  Syrup  of  Ipecac, 
and  Antimony  and  Potassium  Tartrate.  The 
Syrup  of  Ipecac  in  doses  of  0.3  cc.  every 
three  or  four  hours  alone  or  in  combination 
with  one  of  the  other  expectorants,  is  often 
effective  in  the  acute  laryngeal,  tracheal  and 
bronchial  inflammations,  particularly  in  chil- 
dren. Syrup  of  Orange  and  Syrup  of  Tolu 
Balsam  are  good  vehicles  for  Syrup  of  Ipe- 
cac. Antimony  and  Potassium  Tartrate  is 
the  most  active  expectorant  component  of 
compound  Opium  and  Glycyrrhiza  mixture 
(Brown  mixture).  Other  expectorant  drugs 
of  the  nauseant  type  are  seldom  used  today. 
These  drugs  act  reflexly  by  their  effect  on 
the  mucosa  and  in  some  instances,  e.g.,  ipe- 
cac, there  is  also  a direct  central  action. 
Since  they  are  efficient  emetics,  they  must 
not  be  given  too  frequently  nor  in  too  large 
doses,  because  of  the  danger  of  producing 
emesis. 

In  the  “tight”  cough  with  scanty  and 
tenacious  mucous,  ammonium  chloride  is 
probably  the  drug  of  choice.  It  causes  the 
mucous  to  become  more  fluid  and  may  in- 
crease the  quantity.  It  is  said  to  produce  its 
effect  reflexly  by  irritation  of  the  gastric 
mucosa  The  effect  from  a single  dose  is  of 
short  duration  and  it  must,  therefore,  be 
given  at  rather  frequent  intervals.  A good 
dosage  schedule  is  0.3  gm  every  two  hours 
during  the  acute  or  subacute  inflammatory 
stage.  Good  vehicles  for  ammonium  chloride 
are:  Syrup  of  Citric  Acid,  Syrup  of  Cherry 
and  Elixir  of  Glycyrrhiza.  I prefer  the  Syrup 
of  Cherry,  although  nothing  actually  masks 
the  taste  of  the  ammonium  chloride.  Ammon- 
ium chloride  is  not  indicated  in  the  more 
chronic  stages  when  the  sputum  has  become 
more  abundant  and  easier  to  raise.  The 
amount  of  ammonium  chloride  in  proprietary 
preparations  is  usually  too  small  to  be  ef- 
fective. 

The  treatment  of  the  more  chronic  types 
of  cough  involves  the  use  of  the  so-called 
stimulant  expectorants.  Brown4  states  that, 
“They  tend  to  lessen  the  mucous  and  exudate 
and  the  hyperemia  caused  by  them  may  aid 
the  healing  process.”  Fantus7  states  that, 
“ ‘Stimulant’  expectorants  are  aromatic 
bodies  that  owe  their  virtue  to  elimination 
from  the  bronchial  mucous  membrane.  Given 
in  sufficient  dosage,  they  possibly  tend  to 
favor  healing  by  producing  a curative 
hyperemia.  They  must  not  be  given  early  in 
a case  of  acute  bronchitis,  as  they  may  cause 
recurrence  of  the  sense  of  soreness  in  the 
chest  and  of  the  difficulty  of  expectoration.” 


The  compounds  most  frequently  used  are 
creosote  carbonate,  guaiacol,  and  terpin 
hydrate.  Creosote  carbonate  may  be  adminis- 
tered in  ascending  doses  beginning  with  0.3 
gm.  and  increasing  gradually  to  1 gram  every 
four  hours,  suspended  in  milk.  Most  patients 
object  to  the  taste  and  some  of  the  proprie- 
tary preparations  containing  creosote  as 
such  or  calcium  creosotate  can  be  used  to 
advantage.  Cass  and  Frederik9  found  that 
the  proprietary  preparation  “Robitussin” 
containing  glyceryl  guaiacolate  was  quite 
satisfactory  from  the  taste  standpoint  and 
the  therapeutic  results  were  very  good.  The 
recommended  dose  is  4 cc.  every  three  hours 
They  found  that  it  produced  a marked  in- 
crease in  respiratory  tract  fluid  in  cases  of 
chronic  bronchitis.  Terpin  hydrate  is  an  ef- 
fective agent  but  there  is  not  enough  in  the 
official  Elixir  of  Terpin  Hydrate  to  do  much 
good.  When  Terpin  Hydrate  is  indicated  as 
in  chronic  cough  with  excessive  liquid 
sputum  it  is  best  to  give  the  drug  in  cap- 
sules, 0.12  to  0.3  gm.,  three  or  four  times  a 
day.  The  official  Elixir  of  Terpin  Hydrate  is 
an  excellent  vehicle  for  administration  of 
codeine. 

In  the  chronic  cough  with  a fairly  large 
amount  of  thick  sputum,  the  iodides  serve 
a very  useful  purpose.  They  should  not  be 
used  in  acute  conditions  for  Fantus7  states 
that,  “Iodide  is  the  most  powerful  agent 
available  for  producing  hyperemia  and  ex- 
citing secretion  of  the  respiratory  mucous 
membrane.”  It  is  a very  effective  solvent 
expectorant  due  in  part  to  the  stimulation 
of  secretion  and  in  part  to  its  well  known 
peptizing  action.  It  is  best  administered  in 
rather  small  doses  and  at  short  intervals. 
Syrup  of  hydriodic  acid  in  4 cc.  doses  every 
three  or  four  hours  is  a rather  pleasant 
form  of  medication.  Potassium  Iodide  is  the 
simplest  form.  It  may  be  prescribed  as  a sat- 
urated solution  and  administered  in  0.3  cc. 
doses  in  milk  after  meals.  It  can  also  be 
prescribed  in  Syrup  of  Tolu  Balsam  or  Syrup 
of  Pine  Tar.  It  should  not  be  prescribed  in 
any  case  of  suspected  tuberculosis  because 
of  the  danger  of  its  increasing  the  activity 
of  the  disease- 

When  the  cough  has  become  “loose” 
therapy  can  as  a rule  be  discontinued.  It  is 
only  when  the  expectoration  (respiratory 
tract  fluid)  becomes  excessive  or  has  a tend- 
ency to  persist  that  treatment  needs  to  be 
instituted.  In  a condition  which  Fantus7  calls 
the  “insufficient  cough”  the  amount  of  bron- 
chial secretion  exceeds  the  coughing  powers 
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so  that  mucous  accumulates  in  the  chest. 
Under  these  circumstances  it  may  become 
necessary  to  increase  coughing  rather  than 
stop  the  cough.  Increasing  the  depth  of  res- 
piration may  be  of  considerable  help.  Diminu- 
tion of  secretion  by  the  judicious  use  of  atro- 
pine is  often  of  considerable  value.  Aid  in 
draining  by  posture  is  exceedingly  impor- 
tant. The  use  of  liquefying  expectorants  is 
contra-indicated  and  checking  the  cough  by 
opiates  or  other  sedatives  is  disastrous. 

The  “anodyne  expectorants,”  those  that 
depress  the  cough  reflex,  must  be  used  with 
a great  deal  of  caution.  In  a bronchial  or 
pulmonary  infection  the  cough  is  one  of  the 
physiological  processes  used  to  maintain 
drainage.  The  cough  reflex  should  be  de- 
pressed only  when  the  cough  is  not  useful, 
when  it  may  damage  the  lung  or  spread  the 
infection,  or  when  the  cough  is  likely  to 
fatigue  the  patient  to  the  point  where  it  can 
no  longer  serve  a useful  purpose.  The  use  of 
codeine  and  other  depressants  of  the  “cough 
center”  in  the  treatment  of  cough  resulting 
from  the  “common  cold”  should  be  the  ex- 
ception rather  than  the  rule. 

Banyai10  states  that  codeine  (methyl-mor- 
phine) and  dihydrocodeinone  bitartrate  are 
preferable  as  cough  sedatives.  He  found  that 
dihydrocodeinone  bitartrate  “Had  a prompt 
antitussive  action  without  interfering  with 
the  expectoration  of  inflammatory  products.” 
He  recommends  the  following  oral  dosage : 
“Adults,  5 to  10  mg.  three  times  within  a 24 
hour  period ; children  two  years  of  age  or 
older,  one-half  the  adult  dose;  younger  chil- 
dren, one  quarter  the  adult  dose.”  Banyai10 
gives  a number  of  objections  to  the  use  of 
morphine  in  the  management  of  cough.  These 
objections  are: 

“1.  It  depresses  the  respiratory  center  too 
much.  Consequently,  the  respiratory 
excursions  of  the  chest  and  the  respira- 
tory volume  of  the  lung  diminish 
These  changes,  in  turn,  imply  a de- 
crease in  the  normal  expansion  and 
contraction  of  the  bronchi.  In  addition, 
the  bronchial  peristalsis  is  slowed 
down.  The  untoward  effect  of  such 
chain  of  events  on  the  normal  cleans- 
ing capacity  of  the  lower  respiratory 
tract  is  self-evident. 

“2.  Morphine  diminishes  the  muscular  tone 
of  striated  muscles,  including  the  dia- 
phragm. The  latter  is  responsible  for 
37  per  cent  to  47  per  cent  of  the  venti- 
latory function  of  the  lung  and  in  a 
large  measure  for  the  normal  cough 
mechanism.  Weakening  of  the  func- 


tional capacity  of  the  diaphragm  in- 
evitably interferes  with  the  efficacy  of 
cough. 

“3.  Morphine  exerts  an  inhibitory  action 
on  the  glands  of  the  bronchial  mucous 
membrane.  Such  interference  with  the 
physiological  function  of  the  bronchial 
mucosa  represents  another  handicap 
in  the  way  of  the  normal  evacuation 
of  bronchi.  Also,  it  is  well  to  keep  in 
mind  that  undue  dryness  of  the 
mucosal  surface  renders  it  more  ir- 
ritable, and  it  is  therefore  liable  to 
increase  the  cough. 

“4.  Morphine  causes  a spasm  of  the 
smooth  muscles  of  the  bronchi  and 
bronchioles.  This,  in  turn,  implies  dis- 
turbed bronchial  peristalsis  (bronchial 
dyskinesia).  The  electrobroncho- 
graphic  studies  of  Lousada  illustrate 
that  the  oscillations  of  the  normal  pat- 
tern disappear  after  the  administra- 
tion of  morphine.” 

In  recent  years  antitussive  preparations 
containing  antihistaminics  have  appeared  on 
the  market.  I cannot  see  that  there  is  an 
advantage  in  their  use  from  a pharmacologi- 
cal standpoint  except  in  the  occasional  aller- 
gic manifestation.  They  for  the  most  part 
cause  a drying  of  secretions  rather  than  an 
increase  in  the  amount  of  respiratory  tract 
fluid.  Their  use  in  ordinary  cough  is  contra- 
indicated because  they  decrease  rather  than 
improve  drainage. 

The  proprietary  preparations  used  in  the 
treatment  of  cough  must  be  selected  with 
care  Many  of  them  are  “shot-gun”  formulae 
and  are  designed  for  all  types  of  cough 
rather  than  the  specific  type  that  the  patient 
may  have.  In  many  we  find  therapeutic  in- 
compatibilities but  the  most  serious  objec- 
tion is  the  fact  that  the  dosage  of  the  indi- 
vidual drug  needed  or  desired  is  often  only 
a fraction  of  what  it  should  be  to  give  the 
best  results. 
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Sites  for  injection  of  local  anesthesia  in  obstetrics.  Sites  1 to  4 
should  be  similarly  injected  on  the  contralateral  side.  Site  5 
is  for  episiotomy.  Adapted  from  Johnson.  O.  J.:  Nerve  Block 
in  Painless  Childbirth,  J.A.M.A.  745:401  (Feb.  10)  1951. 

Pudendal  Block  in  Obstetrics 
Simplified  with  ALIDASE 

Using  a local  anesthetic  with  hyaluronidase,  Heins1  reports:  “Complete  perineal 
anesthesia  is  practically  instantaneous.  . . . The  technique  of  pudendal  block  is  greatly 
simplified.  The  operator  does  not  have  to  inject  the  nerve  per  se,  but  infiltration  in 
the  vicinity  of  the  nerve  will  accomplish  an  effective  block.” 

Baum2  states:  “The  use  of  hyaluronidase  is  found  to  be  a safe  and  simple  method 
for  increasing  the  efficiency  of  pudendal  block  in  obstetrics  and  for  overcoming  many 
of  the  objections  to  this  type  of  obstetrical  anesthetic.” 


ALIDASE 


® 

— highly  purified,  well  tolerated  brand  of  hyaluronidase  — 


definitely  shortens  the  period  between  completion  of  the  block  and  establishment  of 
operating  analgesia.  Swelling,  induration  and  discomfort  are  almost  negligible  with 


Alidase. 


1Heins,  H.  C.:  Pudendal  Block  with  Hyaluronidase,  J.  South  Carolina  M.  A. 
46:309  (Oct.)  1950. 

2Baum,  F.  E.:  The  Use  of  Hyaluronidase  in  Pudendal  Block,  Am.  J.  Obst.  & 
Gynec.  60:1356  (Dec.)  1950. 
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President’s  Page 


Some  time  ago  we  received  an  inquiry  as  to  why  so  many  of  the  graduates  of  our  medi- 
cal school  seem  to  feel  that  they  are  not  qualified  doctors  until  they  have  passed  some 
specialty  Board  or  other.  Also  why  so  many  of  them  feel  that  they  are  entitled  to  com- 
pensation of  ten  to  twelve  thousand  dollars  from  the  time  they  start  in  practice.  The  in- 
quirer wondered  whether  the  school  of  Medicine  had  forgotten  that  its  function  as  a tax 
supported  institutions  was  to  train  practitioners  of  medicine  to  care  for  the  health  of 
the  people  of  Oklahoma.  Dean  Everett  was  asked : “What  is  the  School  of  Medicine  doing 
to  orient  its  students  in  the  direction  of  general  practice  for  the  general  population?” 

In  answer  to  this  query  Dean  Everett  makes  the  observation  that  some  of  the  influence 
toward  specialization  and  the  belief  that  elaborate  facilities  are  needed  for  practice  have 
their  origin  following  graduation  from  the  School  of  Medicine.  In  other  words,  from  the 
character  of  the  training  obtained  during  internships  and  residencies.  Many  of  the  stu- 
dents state  at  the  time  of  graduation  that  it  is  their  desire  to  go  into  general  practice. 
As  to  specific  things  done  by  the  School  of  Medicine  in  this  regard  we  quote  the  following 
paragraph  from  Dean  Everett’s  letter. 

“Our  school  has  followed  the  directive  of  the  Council  on  Medical  Education  to  con- 
centrate the  clinical  training  of  students  into  the  four  general  fields  of  medicine:  medi- 
cine, surgery,  pediatrics  and  obstetrics-gynecology.  The  specialties  are  given  subsidiary 
positions  on  the  training  program.  In  addition  to  this  basic  program,  the  School  has  the 
following  special  features:  a general  medical  outpatient  clinic,  a joint  conference  of  the 
basic  sciences,  a joint  therapeutic  conference,  a tumor  clinic  and  a number  of  other  joint 
teaching  sessions  between  the  departments.  These  devices  emphasize  the  general  aspects  of 
disease  rather  than  the  specialized  features.  T his  type  of  teaching  does  a good  deal  to  encour- 
age the  student’s  interest  in  general  knowledge.  There  are  also  short  courses  in  medical 
ethics  and  medical  economics.  In  the  hospitals,  there  are  general  pediatric  and  medical 
surveys  of  patients  together  with  letters  to  the  referring  physicians,  which  take  cognizance 
of  the  referring  diagnosis.  As  you  know,  the  School  has  also  gone  beyond  these  formal 
curricular  changes  and  has  introduced  the  preceptorship  to  provide  direct  observation  in 
regard  to  general  practice.  We  also  sponsor  a general  practice  internship.” 

Dean  Everett  feels  that  the  University  of  Oklahoma  School  of  Medicine  has  gone  fur- 
ther along  these  lines  than  most  other  medical  schools.  We  agree  and  we  wish  to  thank  him 
on  this  page  for  giving  such  a specific  answer  to  a general  and  perhaps  critical  inquiry. 

In  case  the  reader  is  interested  in  the  ideal  function  of  a preceptor  and  the  potential 
value  of  a preceptorship  we  call  your  attention  to  an  article  which  will  appear  in  the  June 
issue  of  the  Journal  by  a “preceptor”  in  every  good  sense  of  the  word. 


President 
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Water  retention  (excessive  gain  in  weight  — 
pitting  edema)  is  quite  common  in  pregnancy. 
Sodium,  particularly  if  used  excessively, 
accelerates  this  process.  Vice  versa,  sodium 
restriction  can  prevent  water  retention. 

Neocurtasal,  completely  sodium  free  salt, 
palatably  seasons  low  sodium  diets. 

Neocurtasal  looks-,  tastes,  and  is  used 
like  ordinary  table  salt. 

neocurtasal 

Also  Neocurtasal  Iodized  containing 
O.Ol  °]o  potassium  iodide. 

Sedmm/Frn  Setmnmg  Qg&nh 

Both  available  in  convenient  2 oz.  shakers  and  8 oz.  bottles. 


INC. 


New  York  18,  N.  Y.  Windsor,  Ont. 


Neocurtasal,  trademark  reg.  U.S.  & Canada 
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TELEVISION,  PANEL  DISCUSSIONS  TO  BE  FEATURED 
AT  ANNUAL  MEETING 


Slated  for  the  Zebra  Room  of  the  Municipal  Audi- 
torium, Oklahoma  City,  May  19,  20,  21,  the  59th  Annual 
Meeting  of  the  Oklahoma  State  Medical  Association 
promises  to  be  one  of  the  outstanding  scientific  meet- 
ings of  this  area.  O.S.M.A.  members  are  urged  to  make 
their  hotel  reservations  as  soon  as  possible  and  a hotel 
reservation  blank  is  included  on  this  page  for  the  con- 
venience of  those  planning  to  attend. 

Eleven  guest  speakers  from  throughout  the  United 
States  and  Canada  have  agreed  to  participate  in  the 
program.  Speakers  and  their  specialties  are  as  follows: 

Howard  Ulfelder,  M.D.,  Boston,  gynecology;  Charles 

L.  Martin,  M.D.,  Dallas,  radiology;  Lawrence  Fallis, 

M. D.,  Detroit,  general  surgery;  W.  E.  Herrell,  M.D., 
Rochester,  internal  medicine;  J.  Edward  Berk,  M.D., 
Philadelphia,  gastroenterology;  John  R.  Haserick,  M.D., 
Cleveland,  dermatology;  Harland  Crank,  M.D.,  Houston, 
psychiatry;  J.  M.  Robinson,  M.D.,  Houston,  laryngology ; 
Bruce  Chown,  M.D.,  Winnepeg,  Canada,  pediatrics; 
Ormond  S.  Culp,  M.l).,  Rochester,  urology;  Walter  A. 
Fanslet,  M.D.,  Minneapolis,  proctology. 

For  the  first  time,  all  scientific  sessions  and  exhibits 
at  the  annual  meeting  will  be  on  one  floor.  Twenty 
scientific  exhibits  will  be  on  display  and  there  will  be 
approximately  (58  commercial  exhibitors. 

House  of  Delegates  of  the  Association  will  hold  its 
first  session  Sunday  afternoon.  May  18  at  2:00  o’clock 
in  the  Hall  of  Mirrors  at  the  Auditorium.  A meeting 
of  the  Council  is  scheduled  for  Sunday  morning. 

Each  morning  from  9:00  until  10:00  procedures  in 
the  various  fields  of  medicine  will  be  televised  from 
University  Hospital. 

Following  a precedent  set  in  the  past,  roundtable 
luncheons  will  be  held  each  day  with  guest  speakers 
participating.  Each  afternoon  at  4:00  a panel  discus- 
sion will  be  held. 


The  Past  Presidents’  breakfast  will  be  held  Monday 
morning,  May  19. 

The  Annual  Dinner  Dance  will  be  an  event  of  Tues- 
day evening,  May  20. 

Arrangements  will  be  made  for  all  visiting  physicians 
who  would  like  to  play  golf  to  do  so. 

A complete  program  for  wives  of  physicians  attending 
is  being  planned  by  the  Auxiliary  and  will  be  an- 
nounced in  the  May  issue. 


WATCH  FOR  MAY  JOURNAL 

O.S.M.A.  members  planning  to  attend  the  Annual 
Meeting  in  Oklahoma  City  May  19-20-21  are  urged 
to  read  the  May  issue  of  the  Journal  carefully. 

The  May  issue  will  be  devoted  entirely  to  the 
annual  meeting  and  there  will  be  no  scientifics  or 
other  reading  matter  published  other  than  that  per- 
taining to  the  Annual  Meeting. 

Complete  scientific  and  social  program  will  appear 
in  that  issue  as  well  as  the  Auxiliary  program. 
Biographical  information  on  guest  speakers,  list  of 
delegates  and  alternates,  scientific  and  commercial 
exhibitors,  councilor  and  committee  reports,  and  the 
audit  report  will  also  be  published  in  the  May 
Journal. 


AMALGAMATIONS 

The  following  have  made  application  for  amalgama- 
tion of  county  societies.  All  requirements  have  been  met 
and  the  petitions  are  in  order  for  presentation  of  the 
Council  and  House  of  Delegates: 

Cherokee-Adair 

Cleveland-McClain 


HOTELS  COMMITTEE 

OKLAHOMA  STATE  MEDICAL  ASSOCIATION 
1227  Classen 

Oklahoma  City  3,  Oklahoma 

Please  reserve  the  following  accomodations  for  my  use: 

I I Single  Room  EH  Double  Bedroom,  2 Persons  EH  Suite 


EH  Twin  Bedroom,  2 Person 

EH  Other,  Specify:  

— 

ARRIVAL: 

(day) 

, May , 1952 

(date) 

( time) 

DEPARTING: 

(day) 

, May , 1952 

(date) 

(time) 

— 

Choice  of  Hotels:  (Biltmore,  Black,  Huckins,  Roberts,  Skirvin,  Skirvin  Tower 

1 2 

CONFIRM  RESERVATION  TO: 

Name  

City  and  State 


DO  NOT  WRITE 
HOTELS 
DIRECTLY 


Address 
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FOR  THE  PEPTIC  ULCER  PATIENT 
“DOUBLE-GEL  ACTION”  AMPHOJEL 


relieves  pain  promptly 


promotes  rapid  healing 


no  kidney  damage 


never  causes  alkalosis 


no  acid  rebound 


pleasant  to  take 


Supplied:  Liquid,  bottles  of  12  fl.  oz.  Also 
available:  Tablets  of  5 grains  and  10  grains 


stops  gastric  corrosion 


provides  a soothing  protec- 
tive coating  over  the  ulcer 


imposes  no  added  burden 
on  kidney  function 


buffers  gastric  contents 
moderately;  permits  normal 
neutralization  of  alkaline 
secretions  of  upper  intestine 


even  in  excessive  doses. 

Does  not  cause  unphysio- 
logic  alkalinity  and  conse- 
quentacidsecretory  response 


smooth,  creamy,  pleasing 
taste  and  texture 


After  15  years  of  clinical  use,  still  a leading  pre- 
scription product  for  peptic  ulcer — 


AMPHOJEL 

ALUMINUM  HYDROXIDE  GEL  • ALUMINA  GEL  WYETH 


Incorporated,  Philadelphia  2,  Pa. 
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HOSPITALS  APPROVED  BY  A.  C.  S. 

Thirty-seven  Oklahoma  hospitals  appear  on  the  annual 
list  of  hospitals  approved  by  the  American  College  of 
Surgeons.  All  but  four  of  the  37  received  full  approval 
and  the  four  received  “provisional  approval'1  indicat- 
ing that  for  lack  of  time  or  other  acceptable  reasons 
they  have  not  been  able  to  put  all  details  of  require- 
ments into  effect. 

With  its  34th  annual  list,  the  College  ends  its  re- 
sponsibility as  a single  accrediting  agency.  The  program 
on  June  30  will  be  transferred  to  the  Joint  Commission 
on  Hospital  Accreditation,  composed  of  representatives 
from  the  College,  the  American  College  of  Physicians, 
the  American  Medical  Association,  American  Hospital 
Association  and  the  Canadian  Medical  Association. 

State  hospitals  approved  are: 

Valley  View  hospital,  Ada;  Hardy  sanitarium,  Ard- 
more; Blackwell  general  hospital,  Blackwell,  (pro- 
visional approval);  Chickasha  hospital;  Claremore  In- 
dian hospital;  Clinton  Indian  hospital;  Western  Okla- 
homa state  hospital  and  Western  Oklahoma  tuberculosis 
sanitorium,  Clinton;  Cushing  municipal  hospital,  (pro- 
visional approval). 

Federal  reformatory  hospital.  El  Reno,  Enid  general 
hospital  and  St.  Mary's  hospital  and  annex,  Enid;  West- 
ern State  hospital,  Fort  Supply;  Benedictine  Heights, 
Guthrie;  Kiowa  Indian  hospital,  Lawton;  St.  Mary’s, 
McAlester;  Muskogee  general  and  Oklahoma  Baptist, 
Muskogee. 

Norman  municipal  and  Ellison  infirmary,  Norman; 
Bone  and  Joint  hospital.  Mercy  hospital,  St.  Anthony  hos- 
pital, Wesley  hospital  and  the  University  of  Oklahoma 
hospitals — University  and  Crippled  Children’s,  Okla- 
homa City;  Pawnee-Ponca  Indian  hospital,  Pawnee; 
Ponca  City  hospital;  A.C.H.  hospital,  Shawnee  Indian 
sanitarium  and  Shawnee  City  hospital,  Shawnee  (pro- 
visional approval);  Stillwater  municipal  hospital;  Wil- 
liam W.  Hastings  hospital.  Tahlequah;  Talihina  medical 
center;  Hillcrest  Memorial  and  St.  John’s,  Tulsa. 

McLOUD  PHYSICIAN 

R.  C.  Kayler,  M.D.,  practicing  physician  at  McLoud 
for  more  than  50  years,  recently  received  the  O.S.M.A. 
gold  50  year  pin.  Presentation  was  made  by  L.  C.  Mc- 
Henry, M.D.,  President  of  the  Oklahoma  State  Medical 
Association. 

Doctor  Kayler  was  born  in  Naparville,  111.,  April  20, 
1874.  He  graduated  from  Rush  Medical  College,  Chicago, 
in  1900  and  came  immediately  to  McLoud. 


SON  OF  OKLAHOMANS' 

IS  OUTSTANDING  PHYSICIAN 

An  outstanding  University  of  Oklahoma  graduate 
is  now  associated  with  the  Strong  Memorial  Hospital, 
Rochester,  New  York.  Dr.  J.  Raymond  Hinshaw  received 
his  B.A.  from  the  University  of  Oklahoma  in  1943  and 
his  M.D.,  University  of  Oklahoma  School  of  Medicine  in 
194(5  and  a Pli.I).  from  Oxford,  1951.  He  received  the 
Oklahoma  Hall  of  Fame  Scholarship  awarded  in  194(5  as 
outstanding  member  of  his  medical  class,  was  awarded 
the  Rhodes  Scholarship  from  Oklahoma  in  December 
of  the  same  year  and  completed  three  years  of  study 
at  Oxford  University,  Oxford,  England.  He  is  the  son 
of  Dr.  and  Mrs.  J.  R.  Hinshaw,  Norman. 

He  was  ranking  junior  Phi  Beta  Kappa  at  the  Uni- 
versity of  Oklahoma  and  held  a straight  A average  for 
1(5  years  of  school  work.  He  served  as  editor  of  the 
Sooner  Medic  and  was  president  of  his  class  in  both 
his  junior  and  senior  years  of  medical  school.  In  addi- 
tion to  his  position  as  staff  surgeon  at  Strong  Memorial 
Hospital,  he  is  under  contract  with  the  navy  doing 
atomic  medical  research.  He  has  had  a number  of  articles 
accepted  for  publication  both  here  and  in  England. 

FOURTH  ARMY  REPORTS  ON 
PRIORITY  ONE  PHYSICIANS 

Fourth  Army  has  notified  the  Oklahoma  Vountarv 
Advisory  Committee  to  Selective  Service  the  present 
status  of  Priority  One  physicians  who  have  not  been 
ordered  to  active  duty. 

There  are  a total  of  17  Priority  One  physicians  who 
have  not  as  yet  been  called  to  duty  or  have  applied  for  a 
commission  in  the  military  forces.  A breakdown  of 
these  17  physicians  is  as  follows:  commissioned  and 
available,  13,  of  these  13,  two  have  been  deferred  as 
essential  to  their  community  and  three  for  p>ersonal 
family  hardship.  Four  have  indicated  that  they  do  not 
desire  a commission  and  are  now  subject  to  induction 
through  the  Selective  Service  system. 

RECEIVES  50  YEAR  PIN 

He  estimates  that  he  has  delivered  some  2,000  babies 
in  his  community  since  1900.  His  records,  however, 
have  been  destroyed  by  fire  twice — 1918  and  1939. 

Doctor  and  Mrs.  Kayler  have  two  daughters,  Mrs. 
James  C.  Rutherford,  Washington,  D.  C.,  and  Mrs.  J.  C. 
Hayes,  Fort  Worth,  Texas.  They  have  four  grand- 
children. 


Left,  Wm.  GaUaher.  M.D.,  also  a 50  Year  Club  Member  and  B.  C.  Kayler,  M.D.  show  off  their  50  Year  Pins.  Bight, 
L.  C.  McHenry,  M.D.,  O.S.M.A.  President,  and  Mrs.  Kayler  admire  Doctor  Kayler’s  pin. 
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To  prevent  or 
relieve 

GASTRIC  RETENTION 
ABDOMINAL  DISTENTION 
URINARY  RETENTION... 


By  reproducing  the  effects  of  parasympathetic 
stimulation,  Urecholine®  administered  orally 
or  subcutaneously,  prevents  or  relieves  the 
distressing  symptoms  of  postoperative  abdom- 
inal distention  or  gastric  retention  in  a large 
percentage  of  patients.  It  also  has  proved  ex- 


tremely useful  in  the  prevention  and/or  relief 
of  postoperative  urinary  retention  and  in  the 
treatment  of  chronic  or  functional  retention. 
Complete  symptomatic  relief  has  been  pro- 
duced in  selected  cases  of  megacolon. 

Literature  available  on  request. 


URECHOLINE*  CHLORIDE 

(Bethanechol  Chloride  Merck) 

(Brand  of  Urethane  of  /3-Methylcholine  Chloride) 


COUNCIL 


ACCEPTED 


MERCK  & CO.,  Inc. 

Manufacturing  Chemists 

RAHWAY,  NEW  JERSEY 
In  Canada  : MERCK  & CO.  Li  m i t e d — M o n t re  a I 
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ANNOUNCEMENTS 


COLGATE  HOSPITAL  OPENED; 

NO  FEDERAL  FUNDS  USED 

One  of  the  newest  hospitals  to  be  constructed  in  the 
stale  is  the  Mary  Hurley  Hospital  in  Coalgate.  Fully 
furnished  and  completely  equipped,  the  hospital  is  all 
paid  for  and  was  not  financed  even  in  part,  by  Federal 
funds. 

Named  in  memory  of  Mary  Hurley,  the  mother  of 
Gen.  Patrick  Hurley,  the  hospital  has  39  rooms,  com- 
plete with  surgical,  x-ray,  obstetrical  and  all  other  de- 
partments and  divisions  which  go  to  make  a complete 
hospital. 

Plans  were  begun  in  the  summer  of  1947  and  the 
money  was  raised  by  box  suppers,  cake  walks,  shows, 
steer  auctions,  etc.,  in  addition  to  substantial  contri- 
butions by  churches,  civic  groups,  individuals  living  in 
Coalgate,  and  former  residents  including  a $5,250.00 
contribution  from  Pat  Hurley,  whose  mother  is  buried 
near  Coalgate. 

Members  of  the  hospital 's  executive  committee,  who 
were  also  among  the  first  leaders  in  the  hospital  drive, 
are:  R.  M.  Lacy,  Kenneth  Sharp,  Avard  Hudson,  Carl 
Whiteley,  Carl  Portman,  Bill  Gaddo  and  Mrs.  Lillian 
Briggs.  Melvin  Watkins  is  administrator. 

A.M.A.  EDUCATION  FOUNDATION 
ATTENDED  BY  OKLAHOMANS 

L.  Chester  McHenry,  M.D.,  President  of  the  Oklahoma 
State  Medical  Association,  and  John  F.  Burton,  M.D., 
represented  the  O.  S.  M.  A.  at  a meeting  in  Chicago 
February  17  of  the  American  Medical  Association  Edu- 
cation Foundation. 

Purpose  of  the  meeting  was  to  explain  to  representa- 
tives of  state  medical  associations  the  plans  and  pro- 
gram of  the  Foundation  for  1952. 

Announced  at  the  meeting  were  the  dates  of  April  15 
through  June  30  for  the  campaign  for  contributions. 

Physicians  who  contribute  to  the  Foundation  can 
designate  the  school  to  which  their  contribution  can  be 
be  made  and  such  designated  contributions  will  be  over 
and  above  any  other  equal  contribution  of  Foundation 
funds  to  the  accredited  medical  schools. 

ATTEND  RURAL  HEALTH 
CONFERENCE  IN  DENVER 

The  seventh  annual  Rural  Health  Conference  was 
held  in  Denver  February  28  and  29  and  March  1.  Repre- 
sentatives from  the  O.  S.  M.  A.  attending  were  C.  M. 
Bielstein,  M.D.,  chairman  of  the  Committee  on  Public 
Health,  and  John  K.  Hart,  associate  executive  secretary. 

Also  attending  from  Oklahoma  were  John  Shackel- 
ford, M.D.,  of  the  State  Health  Department,  and  Ferdie 
Deering,  editor  of  the  Oklahoma  Farmer-Stockman,  and 
past  president  of  the  American  Agricultural  Editors 
Association.  Mr.  Deering  appeared  on  the  program 
Saturday,  March  1,  presenting  a discussion  on  the  man- 
ner in  which  the  agricultural  press  of  the  nation  could 
cooperate  in  promotion  of  rural  health  programs. 

The  conference,  which  was  well  attended,  had  repre- 
sentatives from  medical  and  farm  groups  throughout 
the  nation. 

Featured  speaker  at  the  Saturday  luncheon  was  Allen 
D.  Cline,  president  of  the  American  Farm  Bureau,  who 
presented  a searching  analysis  of  the  present  national 
economic  situation. 


OKLAHOMA  STATE  MEDICAL  ASSOCIATION, 
Oklahoma  City,  Oklahoma.  Municipal  Auditorium,  May 
19-21,  1952. 

AMERICAN  COLLEGE  OF  PHYSICIANS,  Cleve- 
land, Ohio,  April  21-25,  1952. 

AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS, 
Congress  Hotel,  Chicago,  111.,  June  5 through  8,  1952. 

SINTH  ANNUAL  SYMPOSIUM  ON  FUNDAMEN- 
TAL CANCER  RESEARCH,  of  the  University  of  Texas 
M.  I).  Anderson  Hospital  for  Cancer  Research,  Texas 
Medical  Center,  Houston,  April  25  and  26.  All  meetings 
will  be  held  at  the  Shamrock.  Further  information  may 
lie  obtained  from  William  O.  Russell.  M.D.,  2310  Bald- 
win Street,  Houston  6,  Texas. 

AMERICAN  COLLEGE  OF  ALLERGISTS,  eighth 
annual  meeting  will  be  held  at  the  William  Penn  Hotel, 
Pittsburgh,  Pa.,  April  7,  8,  9,  1952.  For  more  informa- 
tion write  the  College,  LaSalle  Medical  Building,  Min- 
neapolis 2,  Minnesota.  A graduate  instructional  course 
in  allergy  will  be  held  in  Pittsburgh  April  4,  5,  and  6. 

KANSAS  CITY  SOUTHWEST  CLINICAL  SOCIETY" 
offers  merit  awards  to  all  physicians  serving  a resi- 
dency and  /or  internship  in  medicine  in  approved  hos- 
pitals. Papers  submitted  must  be  original  work  com- 
piled during  his  service.  Contest  also  is  open  to  phy- 
sicians graduaitng  not  longer  ago  than  1945.  Awards 
are:  first,  $300.00;  second,  $200.00;  and  third,  $100.00. 
Application  for  participation  must  be  made  in  writing 
to  the  Executive  office,  630  Shukert  Building,  Kansas 
City  6,  Mo.,  on  or  before  May  15,  1952. 

REVIEW  OF  GENERAL  MEDICINE 

O.S.M.A.  members  are  reminded  of  the  remaining 
postgraduate  courses,  ‘ ‘ A Review  of  General  Medicine,  ’ ’ 
to  be  held  throughout  the  state  during  April  and  May. 
Courses  began  in  16  centers  March  13. 

Sponsored  by  the  Association ’s  Educational  Commit- 
tee, in  cooperation  with  the  University  of  Oklahoma 
School  of  Medicine,  the  regional  courses  are  offered 
through  a series  of  three  evening  sessions. 

The  remaining  schedule  is  as  follows: 
ALTUS-GUYMON-OKEiAHOMA  CITY'-TULSA- 
WOODWARD 

April  3 — Emergency  Orthopedic  Measures  (presented 
at  Guymon  for  Guymon- Wood  ward  center) 
Management  of  Obstetrical  Problems 

April  24 — Medicine  and  Therapeutics  (presented  at 
Woodward  for  Guymon -Woodward  center) 
Diagnosis  and  Treatment  of  Common  Skin 
Diseases 

ARDMORE-DUNCAN-DURANT-MeALESTER- 

MUSKOGEE-SHAWNEE 

April  10 — Emergency  Orthopedic  Measures 

Management  of  Obstetrical  Problems 

May  8 — Medicine  and  Therapeutics 

Diagnosis  and  Treatment  of  Common  Skin 
Disorders 

BARTLESYILLE-ENID-M1AMI-OKMULGEE- 
STILL  WATER 

April  17 — Emergency  Orthopedic  Measures 

Management  of  Obstetrical  Problems 

May  15  — Medicine  and  Therapeutics 

Diagnosis  and  Treatment  of  Common  Skin 
Disorders 
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Are  You  Familiar  With  the  Background 
and  Training  of  Medical  Technologists 

Registered  with  the  American  Society  of  Clinical  Pathology? 

In  1928  the  American  Society  of  Clinical  Pathologists  established  a Registry  to  set  up  and  pass  upon 
the  qualifications  of  laboratory  technicians.  Approved  schools  for  training  these  workers  were  promoted. 
The  'egistry  immediately  received  the  recognition  of  the  American  Medical  Association,  the  American 
College  of  Surgeons,  the  American  Hospital  Association,  the  Catholic  Hospital  Association  and  other 
well-known  organizations  interested  in  the  better  care  of  patients  and  improving  medical  practice.  The 
council  on  Medical  Education  and  Hospitals  of  the  American  Medical  Association  was  authorized  to 
formulate  standards  and  approve  those  schools  which  meet  the  necessary  requirements.  After  passing 
a satisfactory  examination  given  by  a special  committee  of  the  American  Society  of  Clinical  Pathlogists, 
applicants  were  designated  as  Medical  Technologists.  (M.T.)  This  title  implies  a degree  of  competence 
provided  for  by  the  Registry,  and  recognized  in  nationally  known  medical  and  hospital  spheres. 

The  qualified  Technologists  of  the  registry  who  meet  ethical  standards  of  achievement  and  con- 
duct are  admitted  to  membership  in  the  American  Society  of  Medical  Technologists,  organized  in 
Chicago  on  June  13,  1933.  The  membership  now  has  more  than  4,600  A.S.C.P.  registered  Medical  Tech- 
nologists. 

The  membership  in  the  American  Society  of  Medical  Technologists  is  limited  to: 

1.  Those  who  hold  a certificate  from,  and  are  in  good  standing  with  the  Board  of  Registry  of  Medical 
Technologists  of  the  American  Society  of  Clinical  Pathologists,  or 

2.  Those  who  possess  a degree  at  least  at  a Master's  level  from  an  accredited  college  in  any  of  the 
six  major  fields  of  Medical  Technology  and  have  one  year's  experience  in  a clinical  laboratory 
approved  by  any  member  of  the  American  Society  of  Clinical  Pathologists. 

The  purposes  of  the  Society  are  as  follows: 

1.  To  promote  higher  standards  in  clinical  laboratory  technique. 

2 To  elevate  the  status  of  those  specializing  in  medical  laboratory  technique. 

3.  To  create  mutual  understanding  and  cooperation  between  the  medical  technologist  and  the  phy- 
sician, and  all  others  who  are  employed  in  the  interest  of  individual  and  public  health. 

4.  To  issue  charters  to  subordinate  societies  or  chapters  of  this  society. 

5.  To  promote  the  mutual  aid  and  benefit  of  its  members. 

This  organization,  based  upon  the  background  of  training  required  has  assured  the  medical  pro- 
fession the  highest  possible  competence  in  the  performance  of  all  types  of  medical  laboratory  work. 
The  pathologists  are  doubly  appreciative  of  this  and  have  always  given  council  and  active  support  to 
all  activities  of  the  A.S.C.P.  registry  and  the  American  Society  of  Medical  Technologists.  The  cotinu- 
ar.ce  of  the  present  high  standards  and  their  further  improvement  should  be  assisted  and  fostered  by  all 
members  of  the  medical  profession  in  our  common  interest  of  improving  the  care  of  the  sick  patient. 

Reprinted  from 

Texas  State  Journal  of  Medicine — April,  1951. 
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Therapy  for  Vascular 
Headache  to  Reverse  the 
Physiologic  Disturbance 

Headache,  a problem  encountered  in  all  kinds  of  medical 
practice,  may  occur  in  association  with  any  of  a variety  of  dis- 
orders, some  organic,  other  purely  functional. 

Among  the  several  types,  functional  headaches  present  the 
greatest  problem  because  of  their  obscure  etiology  and  re- 
current nature. 

Among  these  are: 

Migraine  (both  classical  and  variant  forms) 
Tension  headache 
Psychogenic  headache 
Histaminic  cephalgia 

Wolff  and  his  co-workers  established  that- the  pain  of  these 
headches  is  due  to  disturbance  of  the  tonus  of  cranial  blood 
vessels  — hence  the  term  vascular  headaches. 

The  craniovascular  changes  associated  with  the  several 
phases  of  the  typical  migraine  attack  are: 

Vasoconstriction  — to  which  the  visual  prodro- 
mata  are  attributable.  It  is  possible  to  abort  the 
attack  during  this  phase  in  all  but  a few  cases. 

(See  treatment  below.) 

Vasodilatation  — as  the  vessels  lose  their  tone, 
exaggerated  pulsations  set  in,  resulting  in  the 
throbbing  pain  which  characterizes  vascular 
headache.  Treatment  for  the  attack  is  still  effec- 
tive during  this  phase.  (See  below.) 

Vessel  Edema  — if  the  vasodilation  continues 
for  too  long,  vessel  walls  become  edematous; 
this  changes  the  character  of  the  pain  to  a steady, 
intense  aching.  The  attack  can  now  no  longer  be 
checked,  even  with  maximum  dosage  of  specific 
drugs.  Moreover,  sustained  headache  often  in- 
duces reflex  neck  muscle  tension,  a source  of 
residual  pain. 

Therapy:  1.  Reduce  the  frequency  of  attacks  — psycho- 
therapy and  regulation  of  living  habits  to  avoid  fatigue  and 
nervous  tension. 

2.  Relieve  the  acute  attack  — of  the  numerous 
drugs  which  have  been  tried,  ergotamine  and  its  derivative 
preparations  have  proved  most  effective.  The  newest  product 
is  oral  tablets  of  Cafergot®,  N.  N.  R.  (ergotamine  with  caffe- 
ine 'Sandoz').  When  dosage  is  adjusted  to  the  needs  of  the 
individual,  Cafergot  will  give  good  relief  in  85%  of  cases.  It 
enables  a greater  number  of  patients  to  benefit  from  early  ad- 
ministration since  the  oral  route  simplifies  treatment  as  com- 
pared to  parenteral  therapy. 

The  dosage  procedure  is: 

1.  Take  2 tablets  at  first  sign  of  the  attack. 

2.  If  attack  continues,  take  one  additional 
tablet  every  Vi  hour  until  attack  is 
terminated  (max.  6 tabs,  per  attack). 

Many  migraine  patients  delay  taking  medication  until  the 
attack  is  at  its  height.  Explicit  dosage  instructions  may  be 
forgotten  unless  the  patient  comes  to  realize  their  importance. 
Therefore,  to  encourage  adherence  to  correct  procedure,  we 
have  prepared  pads  outlining  detailed  dosage  instructions. 
Supplies  of  these  INSTRUCTION  SLIPS  will  gladly  be  sent 
upon  request. 

GENERAL  REFERENCES:  Dejong,  R.:  Chicago  M.  Soc. 

Bull  54:  106,  1951.  Friedman,  A.:  Modern  Headache 
Therapy,  St.  Louis,  C.  V.  Mosby  Co.,  1951.  Wolff,  H.: 
Headache  and  Other  Head  Pain,  N.  Y.,  Oxford  Uoiv. 

Press,  1948. 

Sandoz  ^Pharmaceuticals 

DIVISION  OF  SANDOZ  CHEMICAL  WORKS,  INC. 

68  CHARLTON  STREET.  NEW  YORK  14,  N.  Y. 


BOOK  REVIEWS 

THE]  SPECIALTIES  IN  GENERAL  PRACTICE.  Rus- 
sell L.  Cecil,  M.D.,  Editor.  W.  B.  Saunders  Company, 

Philadelphia,  1951.  818  pages. 

A good  general  practitioner  should,  in  his  general 
capacity  as  family  physician  and  medical  advisor,  be 
able  to  treat  the  majority  of  the  cases  he  sees.  How- 
ever, a good  general  practitioner  should  also  realize  his 
limitations,  and  recognize  the  need  for  consultation 
with  qualified  specialists  when  the  medical  situation  ex- 
ceeds the  capacities  of  his  own  training  or  experience. 

This  book  should  be  of  great  value  to  all  physicians 
in  general  practice.  Many  treatments  which  might  ordi- 
narily be  referred  to  specialists  are  so  clearly  explained 
that  they  may  be  quickly  adopted  by  the  general  man. 
Probably  even  more  important  is  the  possibility  of  this 
book  helping  one  to  make  a sensible  tentative  diagnosis 
so  that  some  of  the  more  difficult  and  puzzling  cases 
may  be  referred,  without  delay,  to  the  proper  specialist. 

The  first  three  chapters  deal  with  minor  surgery  and 
orthopedic  surgery.  Diagnosis  and  treatment  which 
should  fall  within  the  realm  of  the  general  practitioner 
are  discussed.  Also,  cases  which  should  be  sent  to  ex- 
perts are  listed.  The  general  practitioner  is  also  told 
how  to  handle  cases  after  they  are  referred  back  from 
the  orthopedist. 

In  the  chapter  on  urology  there  are  many  useful 
hints  in  diagnosis  and  treatment. 

A very  important  chapter  is  the  one  on  diseases  of 
the  anus,  rectum  and  colon.  The  general  practitioner  is 
shown  the  importance  of  routine  proctological  examina- 
tions in  any  diseased  condition  of  the  lower  intestinal 
tract.  Common  ailments  like  constipation  are  discussed 
in  detail.  Many  surgical  technics  are  shown  clearly,  so 
that  one  should  be  able  to  adopt  them  easily. 

In  the  chapter  on  pediatrics,  feeding  of  infants  is 
thoroughly  discussed,  as  well  as  the  more  serious  dis- 
orders such  as  epidemic  diarrhea  and  caeliac  syndrome. 

Chapters  covering  the  eye,  ear,  nose  and  throat 
specialties,  dermatology  and  syphilology,  and  psychiatry 
discuss  competently  and  in  easily  understandable  lan- 
guage these  important  fields  of  practice. 

The  field  of  internal  medicine  is  very  obviously 
omitted,  for  the  good  reason  that  Doctor  Cecil  has 
another  excellent  volume  covering  this  phase  of  practice. 

It  is  this  reviewer’s  opinion  that  this  book  should  be 
on  the  desk,  not  on  the  shelf,  of  every  physician  en- 
gaged in  general  practice. — Warren  B.  Poole,  M.D. 

HIPPOCRATES  ON  INTERCOUSE  AND  PREG- 
NANCY. An  English  translation  of  On  Semen  and 

On  the  Development  of  the  Child  bv  Tage  U.  H. 

Ellinger,  S.C.D.,  M.A.  with  an  introduction  by  Alan 

I'.  Guttmacher,  M.D.  Henry  Schuman,  Inc.,  New  York. 

1952.  Price  $2.50. 

Though  humanity  stands  abashed  by  scientific  progress, 
including  the  untouchable  atomic  energy,  it  is  comfort- 
ing to  reflect  that  human  nature  has  not  changed.  Aris- 
ing out  of  the  confusion,  the  hustle  and  bustle  of  the 
world’s  mechanical  marathon  this  scholarly  translation 
of  Hippocratic  thinking  about  some  of  the  fundamental 
facts  of  life  is  refreshing. 

Whether  these  remarkable  books  ‘ ‘ On  Semen,  ” “ On 
Intercourse  and  Pregnancy,”  and  “On  the  Development 
of  the  Child”  are  truly  Hippocratic  or  from  the  oppos- 
ing Cnidian  school,  they  reveal  the  fact  that  added 
knowledge  leaves  human  nature  unaltered.  This  attrac- 


April,  1952 


Journal  of  the  Oklahoma  State  Medical  Association 


155 


tive  little  volume  bringing  under  the  stamp  of  Henry 
Schuman  an  intimate  look  at  Greek  life  in  the  Fifth 
Century  B.C.,  is  well  worth  the  reading. 

The  pocket  format,  easy  type  and  attractive  design 
would  delight  Hippocrates  and  his  contemporaries,  if  it 
were  to  appear  in  their  book  shelves,  no  matter  where 
they  are  today.— Lewis  J.  Moorman,  M.D. 

AN  ATLAS  OF  NORMAL  RADIOGRAPHIC  ANAT- 
OMY. Isadore  Mesehau,  M.D.,  \\~.  B.  Saunders  Com- 
pany, Philadelphia-London,  1951,  509  pages,  1,044 
illustrations  on  362  figures. 

In  this  book  the  author  has  successfully  accomplished 
his  fourfold  objective  in  furnishing  a workable  atlas  to 
bring  into  being:  1.  an  understanding  of  basic  anatomy 
as  applicable  to  radiography;  2.  positioning  of  the 
patient  for  proper  filming;  3.  a concept  of  the  film  so 
obtained;  4.  a reliable  ready  reference  book  for  the 
technician  as  well  as  the  physician. 

The  contents  are  divided  into  chapters  commencing 
with  fundamental  concepts  for  radiographic  anatomy, 
then  considering  chapter  by  chapter  the  various  anatomi- 
cal systems  and  finally  a very  useful  index  for  the  sub- 
ject matter  presented.  The  most  outstanding  contribu- 
tion in  my  opinion  is  the  plan  of  presenting  a line 
drawing  of  each  radiograph  in  detail  on  the  same  page 
or  on  the  page  opposite  to  the  reproduction  with  cap- 
tions naming  the  important  anatomical  parts.  On  most 
every  pair  of  facing  pages  will  be  found  a drawing  to 
show  the  proper  positioning  for  a study,  the  radiograph 
thereby  obtained,  a line  drawing  of  the  anatomy  seen 
and  points  of  practical  interest. 

The  only  criticism  unfavorable  to  the  book,  which 
will  rightfully  find  its  way  into  many  practitioners’ 
offices  and  hospitals,  relates  to  the  omission  of  a chap- 
ter on  protection  from  irradiation  in  reference  to  the 
patient  and  the  radiographer.  It  is  hoped  that  future 
editions  of  this  valuable  book  will  contain  such  a chap- 
ter outlining  simple  rules  and  protective  measures  to 
be  followed  at  any  radiographic  installation. — Bert  E. 
Mulvey,  M.D. 

THE  ROCKEFELLER  FOUNDATION  DIRECTORY 
OF  FELLOWSHIP  AWARDS,  for  the  years  1917- 
1950,  Rockefeller  Foundation,  New  York,  286  pages. 
The  main  body  of  this  Directory  consists  of  two  sec- 
tions. The  first  is  a straight  alphabetical  listing  of 
5,026  individuals  who  have  held  fellowships  directly 
granted  by  the  Foundation.  Each  entry  contains  bio- 
graphical information  which  includes  the  present  posi- 
tion of  the  fellow  and  his  latest  address.  The  second 
section  is  a geographical  listing  according  to  the  coun- 
try of  his  latest  residence  and  indicating  the  field  of 
interest.  Information  is  given  on  a total  of  6,342  fellow- 
ship awards. 

In  the  introduction,  Mr.  Chester  I.  Barnard,  president 
of  the  Foundation,  mentions  that  approximately  19 
million  dollars  have  been  expended  for  fellowships 
awarded  and  administered  by  the  Foundation.  More 
than  one-half  of  the  fellowships  have  been  awarded  by 
either  the  International  Health  Division  or  the  Medical 
Sciences  Division.  It  has  been  the  policy  to  select  indi- 
viduals sponsored  by  their  own  institutions  who  wish 
to  take  advanced  study  in  foreign  centers. 

A brief  perusal  of  the  present  employment  of  the 
past  fellows  would  surely  give  the  reader  the  impres- 
sion that  the  Foundation  has  wisely  selected  candidates 
to  accomplish  its  purpse  of  training  leaders  in  the  fields 
of  research,  teaching  and  public  service.  The  reader 
would  doubtless  conclude  that  this  expensive  but  highly 
successful  program  should  be  continued. — R.  P.  How- 
ard, M.D. 


A BIG  TIME-SAVER 
FOR  EVERY  DOCTOR 


Th  is  handy  booklet  for  new 
mothers  was  "built  to  doctors' 
orders'.  It  contains  blank  forms 
for  filling  in  your  instructions 
and  formulas. 

It  provides  a permanent  case-his- 
tory record.  A memo  will  bring 
you  a sample.. .or  as  many  as  you 
want  for  your  daily  practice  . . . 
without  obligation. 

Many  doctors  are  prescribing 
"Daricraft  Homogenized  Evapo- 
rated Milk".  It  is  always  uniform, 
safe,  sterilized,  easy  to  digest,  and 
high  in  food  value  and  minerals. 
Daricraft  contains  400  U.  S.  P. 
units  of  Vitamin  D per  pint. 


Producers  Creamery  Co_  Springfield.  Mo. 
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OKLAHOMA  DIVISION  OF  THE 
AMERICAN  CANCER  SOCIETY 
REPORTS 

The  February  issue  of  the 
Journal  of  the  American  Medical 
Association  (page  398)  carried  re- 
views of  two  new  professional  films 
sponsored  by  the  American  Cancer 
Society  and  the  National  Cancer 
Institute.  These  were: 

UTERINE  CANCER:  THE 
PROBLEM  OF  EARLY  DIAG- 
NOSIS: 16  mm.,  color,  sound, 

showing  time  21  minutes. 

THE  EXFOLIATIVE  CYTOLOGIC  METHOD  IN 
THE  DIAGNOSIS  OF  GASTRIC  CANCER:  16  mm., 
color,  sound,  showing  time  22  minutes.  Prepared  by 
Cornell  University  College  and  New  York  Hospital  under 
the  supervision  of  George  N.  "Papanicolaou,  M.D.,  and 
William  A.  Cooper,  M.D. 

The  Oklahoma  Division  of  the  American  Cancer  So- 
ciety has  prints  of  both  films  available  and  will  be 
glad  to  ship  them  prepaid  to  any  medical  society  or 
group  interested  in  viewing  them.  In  addition  to  these 
new  films,  the  Oklahoma  Division  has  available  prints  of 
four  other  films  produced  earlier.  These  are  also  avail- 
able to  any  professional  meeting. 

CANCER:  THE  PROBLEM  OF  EARLY  DIAG- 

NOSIS 

BREAST  CANCER:  THE  PROBLEM  OF  EARLY 
DIAGNOSIS 

WHAT  IS  CANCER!  (Film  for  nurses) 

GASTROINTESTINAL  CANCER:  THE  PROBLEM 
OF  EARLY  DIAGNOSIS 


NARCOTIC  LAW,  CORONER  SYSTEM, 
PRESCRIPTIONS  DISCUSSED  AT 
PUBLIC  POLICY  MEETING 

Members  of  the  Public  Policy  Committee  of  the  Asso- 
ciation met  Sunday,  March  2 in  the  Executive  Office. 
The  Committee  considered  the  bills  which  have  been 
prepared  by  the  State  Legislative  Council  for  submis- 
sion to  the  1953  session  of  the  Oklahoma  Legislature 
with  regard  to  amending  the  present  state  statutes  gov- 
erning the  use  of  narcotics. 

The  committee  likewise  re-endorsed  its  support  of  the 
proposed  Medical  Examiner’s  Bill  which  would  take  the 
place  of  the  present  coroner  system. 

The  contemplated  changes  with  regard  to  the  writing 
of  prescriptions  and  their  refilling  that  will  become 
effective  on  April  26  due  to  the  amendments  to  the 
Federal  Food  and  Drug  Act  were  discussed  and  the 
committee  approved  the  proposal  that  joint  meetings  be 
held  in  all  counties,  where  such  meetings  would  be 
deemed  practical,  with  the  local  pharmacists. 

Public  Policy  Committee  members  attending  the  meet- 
ing were  John  E.  McDonald,  M.D.,  Tulsa,  chairman; 
and  Wayne  E.  Starkey,  M.D.,  Altus;  E.  E.  Talley,  M.D., 
Enid;  Louis  H.  Ritzhaupt,  M.D.,  Guthrie;  C.  A.  Hicks, 
M.D.,  Holdenville;  John  W.  Records,  M.D.,  Oklahoma 
City;  E.  H.  Shuller,  M.D.,  McAlester;  and  the  Presi- 
dent of  the  Association,  L.  Chester  McHenry,  M.D., 
Oklahoma  City. 


At  the  Annual  Meeting  of  the  Board  of  Directors  of 
the  Oklahoma  Division,  Gregory  E.  Stanbro,  M.D.,  was 
reelected  Chairman  of  the  Board;  M.  L.  Wardell,  Ph.D., 
David  Ross  Boyd,  Professor  of  History  at  the  University 
of  Oklahoma  was  reelected  President;  and  W.  Howard 
Patten  of  Norman,  Treasurer.  Joseph  W.  Kelso,  M.D., 
is  chairman  of  the  Executive  Committee,  and  William  E. 
Eastland,  M.D.,  is  Chairman  of  the  Committee  on  Pro- 
fessional Service  to  Cancer  Patients. 


Pictured  seated  at  the  head  table  at  the  annual  dinner  of  the  Oklahoma  Division  of  the  American  Cancer  Society, 
held  recently  in  Oklahoma  City,  are  left  to  right:  Grady  F.  Mathews,  M.D.,  State  Commissioner  of  Public  Health 
and  Member  of  Board  of  Directors ; William  E.  Eastland,  M.D.,  Chairman  of  Committee  on  Professional  Service  to 
Cancer  Patients;  Mrs.  William  E.  Eastland;  Mrs.  Gregory  E.  Stanbro;  Gregory  E.  Stanbro,  M.D.,  Chairman  of  the 
Board;  Mrs.  Joseph  W.  Kelso;  Mefford  R.  Runyon,  Executive  Vice  President  of  the  American  Cancer  Society;  Joseph 
W.  Kelso,  M.D. , Chairman  of  the  Executive  Committee,  who  presided  at  the  dinner;  Mrs.  Edith  B.  Ritchie,  Field 
Representative  of  the  American  Cancer  Society;  M.  L.  Wardell,  Ph.D.,  President ; Mrs.  M.  L.  Wardell;  Charles  P. 
Bondurant,  M.D.,  member  of  the  Board  of  Directors;  Mrs.  Charles  P.  Bondurant ; Mrs.  E.  Lee  Osbirn,  State  Com- 
manaer,  and  member  of  the  Board  of  Directors  of  the  American  Cancer  Society;  Mrs.  Oscar  L.  Fontaine;  Rev.  Oscar 
L.  Fontaine,  Greer  County  Campaign  Chairman. 
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Convince  her  that  the  climacteric  is  not  the  be-all  and  end-all  of  her  life 


and  you  solve,  perhaps,  her  most  serious  problem.  Then,  prescribe  Sulestrex. 
As  effective  estrogen  therapy  as  science  has  yet  created,  Sulestrex  will  con- 
veniently, esthetically  and  rapidly  end  the  physical  symptoms.  Odorless  and 
tasteless  in  small  compressed  tablets,  Sulestrex  will  never  cloud  her  breath 


1.  Perloff,  Wm.  H., 

(1951)  Treatment  of 
the  Menopause.  II. 

Amer.  J.  Obst.  & Gynec., 
61:670,  March.  2.  Reich, 

W.  J.,  et  al.  (1951),  A Recent 
Advance  in  Estrogenic  Ther- 
apy. I.  American  J.  Obst.  & 
Gynec.,  62:427,  August. 


or  perspiration. 

Following  a study  of  58  standardized  menopausal  patients,  in  which  all  at- 
tained complete  symptomatic  relief,  Perloff1  termed  Sulestrex  a "potent  and 
effective  oral  estrogen  with  an  extremely  low  incidence  of  nausea.”  Another 
recent  report  on  a controlled  study  by  Reich  and  associates2  states  that  "all 
patients  noted  a marked  sense  of  well-being,  and  commented  on  their  ability  to 
resume  normal  activity  with  amazing  vigor.” 

Now  available  in  three  potencies  for  your  prescribing  convenience — 0.75-, 
1.5-  and  3-mg.  grooved  tablets — Sulestrex  is  stocked  by  pharmacies  every- 
where. Try  this  esthetic  therapy  soon  or  write  for  complete  n n . . 

information.  Abbott  Laboratories,  North  Chicago,  Illinois. 

Sulestrex 

TRADE  MARK 

(PIPERAZINE  ESTRONE  SULFATE,  ABBOTT) 
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MEDICAL  SCHOOL  NOTES 


Message  from  Dr.  Mark  R.  Everett,  Dean,  The  University  of  Oklahoma  School  of  Medicine 


MEDICAL  SCHOOL  ESSENTIALS 

Because  many  physicians  are  interested  in  the  require- 
ments for  an  accredited  medical  school,  I have  prepared 
a brief  review  of  the  revised  “Essentials  of  an  Accept- 
able Medical  School,  ’ ’ as  published  by  the  American 
Medical  Association  in  December,  1951.  It  has  been 
necessary  to  omit  many  details  of  the  official  publication 
as  it  appears  in  reprint  form. 

A basic  principle  of  the  requirements  is  stated  as 
follows:  “The  number  of  students  to  whom  an  adequate 
medical  education  can  be  given  by  a college  is  related 
approximately  to  the  laboratory  and  hospital  facilities 
available  and  to  the  size  and  qualifications  of  the  teach- 
ing staff.”  These  facilities  and  the  trained  personnel 
are  necessarily  costly.  Since  clinical  facilities  are  an 
absolute  necessity,  sound  financing  of  university  hospitals 
is  as  important  as  providing  an  adequate  annual  budget 
for  the  medical  school  proper.  This  fact  makes  schools 
of  medicine  unique  as  compared  with  other  institutions 
of  higher  education  from  the  budgetary  standpoint. 
Care  of  the  indigent  ill  is  an  integral  part  of  most 
university  hospitals,  and  therefore  cannot  be  divorced 
from  considerations  regarding  proper  financial  support 
of  medical  schools. 

Abstracted  below  are  the  major  points  included  in 
each  of  the  sections  listed  by  the  A.M.A.  in  its  outline 
on  ‘ ‘ Essentials  of  an  Acceptable  Medical  School.  ’ ’ These 
essentials  have  been  carefully  worked  out  by  the  Council 
on  Medical  Education  and  Hospitals  and  provided  ade- 
quate safeguards  to  the  maintenance  of  the  present  level 
of  the  medical  profession.  In  general,  The  University 
of  Oklahoma  School  of  Medicine  fulfills  these  essentials 
to  a high  extent,  although  there  are  many  areas  where 
improvements  can  be  made. 

ORGANIZATION — Medical  schools  should  lie  incor- 
porated, nonprofit  institutions,  with  a board  of  trustees 
composed  of  public  spirited  men  or  women  having  no 
financial  interest  in  the  operation  of  the  school  or  asso- 
ciated hospitals. 

ADMINISTRATION — There  should  be  careful  super- 
vision of  the  entire  school  by  a dean,  or  other  executive 
officer,  fitted  by  experience  for  this  responsibility.  He 
should  possess  sufficient  authority  to  direct  the  opera- 
tions of  the  institution  successfully.  The  school  should 
maintain  a good  system  of  records  on  its  students,  should 
issue  a bulletin  at  regular  intervals  outlining  require- 
ments for  entrance,  the  courses  given  by  each  depart- 
ment, and  the  qualifications  of  its  faculty.  Admission 
of  students  must  be  in  the  hands  of  a responsible  com- 
mittee or  examiners,  whose  records  shall  always  be  open 
for  inspection. 

FACULTY— There  should  be  a competent  teaching 
staff.  Nominations  for  appointment  should  originate  in 
the  faculty  under  the  leadership  of  the  dean.  Appoint- 
ments should  be  based  on  thorough  training  and  demon- 
strated interest  and  ability  to  teach.  It  is  usually  desir- 
able, too,  that  faculty  members  have  interest  and  ability 
in  research. 

For  the  basic  sciences  it  is  desirable  to  have  an  ade- 
quate number  of  full-time  faculty  members  who  are 
able  to  devote  their  entire  time  to  teaching  and  research 
in  order  to  keep  abreast  of  the  rapid  progress  of  medi- 
cal science.  A sound  instructional  program  requires  the 
services  of  four  to  five  full-time  teachers  for  each  100 
students  in  a course,  depending  upon  the  subject.  Salaries 
for  the  full-time  faculty  should  be  adequate  for  reason- 


able support  without  the  necessity  of  diverting  time  and 
energy  to  other  occupations. 

In  the  major  clinical  areas  of  medicine,  surgery, 
pediatrics,  obstetrics,  and  psychiatry  there  should  be  a 
nucleus  of  full-time  instructors  having  responsibility  for 
planning  the  department 's  educational  program  which 
is  conducted  to  a considerable  extent  by  a clinical 
faculty  consisting  in  most  schools  of  part-time,  volunteer 
teachers. 

PLANT — The  school  should  own,  or  have  use  of,  mod- 
ern fireproof  buildings  sufficiently  large  to  provide  lec- 
ture rooms,  class  laboratories,  small  laboratories  for 
staff  members,  administrative  offices,  and  a medical 
library.  Equipment  should  be  adequate  for  student  use 
as  well  as  for  research. 

LIBRARY — There  should  be  a well  developed  medical 
library  readily  available  to  students  and  faculty.  The 
library  should  include  the  more  modern  reference  books, 
commonly  used  indexes,  and  should  receive  regularly  the 
leading  medical  periodicals. 

TEACHING  MATERIALS  AND  SPECIMENS  — 
There  should  be  a supply  of  dissecting  material  sufficient 
to  allow  each  two  students  to  dissect  at  least  a lateral 
half  of  a human  cadaver.  For  laboratory  use  and  for 
research  there  should  be  a supply  of  animals  properly 
housed  and  cared  for.  Collections  of  anatomic,  embry- 
ologic  and  pathologic  specimens  should  be  developed, 
displayed,  and  indexed. 

CLINICAL  FACILITIES— The  school  should  own  or 
control  a general  hospital  in  which  the  attending  staff 
is  appointed  by  the  school.  Arrangements  can  be  made 
with  independent  hospitals  to  supplement  the  facilities 
for  undergraduate  teaching  provided  instruction  in 
these  hospitals  is  conducted  by  faculty  members.  Enough 
patients  should  be  available  to  each  student  to  permit 
him  to  study  the  common  surgical  and  medical  cases, 
plus  a representative  number  of  patients  in  each  of  the 
specialties.  Bedside  instruction  should  be  developed  for 
small  groups  of  students  and  cases  assigned  each  indi- 
vidual student  under  a well  supervised  clinical  clerk 
system.  The  student  should  observe  and  record  progress 
of  his  patients  under  strict  supervision  of  a faculty 
member  with  assistance  from  the  resident  staff.  The 
number  of  hospital  beds  necessary  for  the  program  is 
that  which  provides  for  each  student  on  a hospital  clerk- 
ship three  to  five  news  cases  of  teaching  value  per 
week  for  thorough  study.  Outpatient  facilities  should  be 
available  and  under  the  control  of  the  school  to  provide 
students  serving  outpatient  clerkships  with  two  new 
cases  daily. 

RESOURCES — A school  of  medicine  cannot  develop 
an  adequate  program  if  it  relies  solely  on  income  from 
student  fees.  It  is  therefore  essential  that  a school  have 
a substantial  income  in  addition  to  these  fees. 

REQUIREMENTS  FOR  ADMISSION  — Premedical 
courses  should  provide  the  opportunity  for  general  edu- 
cation plus  theoretical  and  laboratory  courses  in  physics, 
biology  and  chemistry.  A minimum  of  three  years 
training  in  an  approved  college  is  required  for  admis- 
sion to  medical  school,  although  it  is  recommended  that 
most  students  complete  four  years.  The  quality  of 
work  performed  in  premedieal  courses  must  be  evaluated 
for  admission,  as  well  as  the  character,  motivation  and 
health  of  the  applying  student.  (NOTE.  Governing 
boards  of  medical  schools  frequently  set  additional  re- 
quirements for  admission  concerning  state  residency,  etc.) 
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CURRICULUM — The  entire  course  should  be  designed 
as  an  integrated  program  of  instruction  with  the  objec- 
tive of  providing  a sound  foundation  in  the  funda- 
mentals of  medicine  upon  which  the  student  can  build 
in  the  future  in  general  or  specific  practice,  or  in 
scientific  investigation  and  teaching.  The  student  should 
mature  sufficiently  through  his  medical  course  to  be 
able  to  assume  the  responsibilities  of  his  profession,  and 
should  have  acquired  such  habits  of  mind  and  thought 
that  he  will  continue  to  educate  himself  throughout  his 
life. 

It  is  necessary  for  a school  to  continually  evaluate 
its  teaching  program  and  to  introduce  modifications  and 
new  methods  and  materials.  The  curriculum  should  ex- 
tend over  a four  year  period  and  include  instruction  in 
approximately  20  different  branches  of  the  basic  and 
clinical  medic-al  sciences.  In  the  clinical  years  there  is 
no  substitute  for  the  ‘ ‘ case  method  ’ ’ of  instruction, 
and  the  student  should  be  made  to  develop  a feeling  of 
real  responsibility  to  patients. 

ADMISSION  TO  THE  APPROVED  LIST— A medi- 
cal school  desiring  approval  must  provide  the  Council 
on  Medical  Education  and  Hospitals  of  the  A.M.A.  with 


basic  information  about  the  school.  The  Council  will 
then  survey  the  school  to  determine  whether  it  complies 
with  the  standards  set  forth  in  these  essentials.  Approval 
of  a school  is  granted  by  the  Council  subject  to  annual 
review.  Approval  may  be  withdrawn  at  any  time  that  a 
medical  school  ceases  to  comply  with  one  or  more  of 
the  requirements  set  forth  in  these  essntials. 

POSTGRADUATE  COURSES 

A two-dav  postgraduate  course  in  INTERNAL  MEDI- 
CINE AND  CARDIOVASCULAR  DISEASES  will  be 
held  at  St.  John’s  Hospital,  Tulsa,  Oklahoma,  April 
10  and  11,  1952.  This  course  will  be  sponsored  by  the 
Office  of  Postgraduate  Instruction,  University  of  Okla- 
homa School  of  Medicine,  the  Tulsa  Heart  Association 
and  the  Tulsa  Internists  Association.  Tuition  will  be 
$10.00. 

A two-day  course  in  X-RAY  DIAGNOSIS  will  be  held 
at  the  School  of  Medicine,  Friday  and  Saturday,  May 
2 and  3,  1952.  This  will  be  a review  of  problems  in 
x-ray  interpretation,  during  which  many  interesting  and 
problem  x-ray  films  will  be  presented  and  discussed. 
There  will  be  both  lectures  and  discussions  of  clinical 
material.  Tuition  is  $10.00. 


OBITUARY 

I.  H.  PLUNKETT,  M.D. 
1874-1952 


J.  H.  Plunkett,  M.D.,  well  known  eastern  Oklahoma 
physician,  died  in  his  office  in  Wagoner  Feb.  4,  1952. 

Doctor  Plunkett,  who  had  been  out  late  the  night 
before  on  a maternity  call,  complained  of  being  tired 
after  making  another  call  the  following  day  and  lay 
down  to  rest.  He  died  while  his  nurse  was  summoning 
another  physician. 

Doctor  Plunkett  was  born  April  12,  1874  in  Logan 
county,  Arkansas.  He  graduated  from  the  Vanderbilt 
University  School  of  Medicine  in  1912  and  began  the 


practice  of  medicine  at  Porum  where  he  remained  until 
1922  when  he  moved  to  Wagoner. 

He  was  active  in  the  Methodist  church  and  all  civic 
affairs  of  the  community.  Doctor  Plunkett  was  a mem- 
ber of  the  Masonic  Lodge,  Lions  club  and  Chamber 
of  Commerce. 

Survivors  include  the  widow  of  the  home,  two  sons, 
a daughter,  a sister,  five  brothers  and  three  grand- 
children. Three  children  died  in  infancy. 
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CURRENT  ACTIVITIES  AT  THE  OKLAHOMA 
MEDICAL  RESEARCH  FOUNDATION 

Edward  C.  Reifenstein,  Jr,.,  M.D. 
director 


This  is  the  sixth  iu  a 
series  of  monthly  articles 
concerning  the  activities  of 
the  Oklahoma  Medical  Re- 
search Foundation.  In  this 
article  will  be  discussed 
the  activities  in  the  field  of 
clinical  research  in  cancer, 
now  under  way  at  the  Oklahoma  Medical  Research  Insti- 
tute and  Hospital.  This  program  is  under  the  direction 
of  Dr.  Leonard  P.  Eliel,  Head  of  the  Section  on  Clinical 
Oncology. 

In  addition  to  the  funds  that  have  been  supplied  by 
the  Oklahoma  Medical  Research  Foundation,  grants  which 
have  been  made  by  several  other  organizations  are  being 
utilized  in  this  program.  These  include  a grant-in-aid 
from  the  National  Cancer  Institute,  an  institutional 
grant  from  the  national  organization  of  the  American 
Cancer  Society,  grants  from  the  Oklahoma  chapter  of 
the  American  Cancer  Society,  grants  from  the  Damon 
Runyon  Memorial  Fund,  and  certain  designated  funds 
which  have  been  established  at  the  Foundation  for  the 
purpose  of  furthering  research  in  the  field  of  cancer. 

The  Section  has  undertaken  a long-range  program 
which  is  designed  to  clarify  the  mechanisms  by  which 
hormones,  chemotherapeutic  agents,  and  x-radiation 
markedly  affect  the  growth  of  certain  normal  and  neo- 
plastic tissues  in  man.  In  this  way  it  is  hoped  that  a 
more  rational  therapeutic  approach  to  cancer  can  be 
formulated,  and  that  more  can  lie  learned  about  the 
nature  of  neoplastic  processes  and  their  effects  on  the 
organism  as  a whole.  The  problem  will  be  attacked  at 
two  integrated  levels:  1)  a comprehensive  study  of  the 
metabolic  alterations  induced  in  the  cancer  patient  as  a 
whole  by  various  therapeutic  agents,  and  2)  a study  of 
the  actual  changes  in  tissue  composition  which  occur  in 
these  patients. 

Study  of  the  patient  as  a whole  will  require  hospitali- 
zation in  the  Research  Hospital  adjoining  the  Research 
Institute,  where,  under  carefully  controlled  conditions, 
accurate  measurements  of  the  patient ’s  intake  and  out- 
put can  be  made.  The  diet  and  excreta  will  be  analyzed 
for  nitrogen  and  electrolytes.  On  the  basis  of  these 
results  a balance  ledger  will  be  drawn  up  which  will 
show  the  net  changes  in  the  body  constituents  measured. 
One  will  then  be  able  to  make  certain  tentative  conclu- 
sions about  growth  or  destruction  of  body  tissues  result- 
ing from  any  given  treatment.  The  conduct  of  such  a 
metabolic  study  requires  painstaking  care  and  attention 
to  details,  but  the  amount  of  information  obtained  is 
tremendous.  Plans  for  opening  the  Research  Hospital 
wing  at  the  earliest  possible  date  are  crystallizing. 

The  measurement  of  actual  changes  in  tissue  composi- 
tion will  be  carried  out  on  biopsy  specimens  obtained 
from  patients  on  balance  studies.  The  laboratory  of  the 
Clinical  Oncology  Section  is  busily  engaged  in  develop- 
ing methods  for  analyzing  both  common  and  rare  tissue 
elements.  These  methods  require  that  very  small  amounts 
of  material  be  measured  with  a high  degree  of  accuracy. 
The  research  assistants  developing  and  testing  these 
methods,  Mis.  Bernice  Katz  Raskin  and  Miss  Josephine 
Hawrylko,  are  highly  qualified,  by  virtue  of  previous 
experience,  to  carry  out  this  type  of  work. 


Accurate  measurements  of  changes  in  tumor  growth 
rate  will  also  be  required.  Except  where  tumors  are 
easily  visible  and  palpable,  this  may  be  a very  difficult 
problem.  One  solution  to  the  problem  has  already  come 
out  of  previous  research  conducted  by  Doctor  Eliel.  Pa- 
tients with  lymphoid  tumors  were  placed  on  constant 
diets  of  known  composition  and  the  intake  and  output 
of  nitrogen,  phosphorus,  calcium,  potassium,  sodium  and 
chloride  were  measured.  It  was  found  that  these  patients 
excreted  excessive  amounts  of  phosphorus  in  the  urine 
when  their  tumors  were  made  to  shrink  by  the  adminis- 
tration of  pituitary  adrenocorticotropic  hormone 
(ACTH)  or  cortisone.  Analysis  of  these  patients'  tumors 
revealed  that  they  contained  about  three  times  as  much 
phosphorus  as  did  normal  tissues.  It  was  reasoned,  there- 
fore, that  destruction  of  the  tumors  resulted  in  the 
excessive  phosphorus  excretion.  Conversely,  in  patients 
with  rapidly  growing  lymphoid  tumors,  the  amount  of 
phosphorus  excreted  in  the  urine  was  much  less  than 
would  be  expected,  due  to  the  large  requirement  of 
growing  lymphoid  tumors  for  phosphorus.  Thus,  it  was 
possible  on  the  basis  of  balance  studies  and  tissue  analy- 
ses to  arrive  at  a mathematical  formula  expressing  the 
rate  of  growth  or  destruction  of  a tumor.  One  of  the 
goals  of  the  Clinical  Oncology  Section  is  to  make  a sur- 
vey of  tumors,  other  than  lymphoid  types,  in  a search 
for  other  striking  abnormalities  in  composition  which 
would  enable  one  in  the  same  way  to  measure  rates  of 
growth  or  destruction.  In  order  to  broaden  the  scope 
of  this  search,  the  analyses  are  being  extended  to  cellu- 
lar constituents  about  which  very  little  is  known,  such 
as  magnesium,  sulfur  and  calcium.  It  is  also  planned  to 
analyze  tumor  and  normal  tissues  for  trace  elements, 
using  spectroscopic  technics. 

If  an  element  were  found  in  certain  tumors  in  much 
greater  concentration  than  in  normal  tissues,  one  would 
also  be  offered  the  opportunity  of  simultaneously  using 
the  radioactive  isotope  of  this  element  as  a means  of 
specifically  irradiating  the  tumor  and  as  a measuring 
stick  for  the  rate  of  tumor  growth  or  destruction. 

A more  dynamic  and  perhaps  more  significant  aspect 
of  the  problem  will  be  a study  of  the  actual  changes  in 
tissue  composition  which  occur  as  a result  of  adminis- 
tering various  agents.  Doctor  Eliel  has  already  shown 
that  both  normal  tissue  and  lymphoid  tumors  suffer 
profound  falls  in  potassium  content  in  patients  who 
have  received  ACTH  or  cortisone.  Marked  falls  in  muscle 
phosphorus  content  have  likewise  been  observed.  The 
role  which  these  changes  in  tissue  composition  have  in 
the  production  of  tumor  shrinkage  will  be  studied  with 
a view  to  identifying  the  cellular  processes  or  enzyme 
systems  that  have  been  changed  as  a result  of  the 
deficits.  The  analyses  will  be  extended  to  the  less  com- 
mon elements  as  well. 

Valuable  information  on  the  metabolic  effects  of 
x-radiation  and  radioactive  isotopes  will  come  out  of 
the  studies  in  which  these  agents  are  used  to  treat 
tumors.  Not  only  will  the  over  all  metabolic  changes  be 
measured,  but  also  the  changes  which  occur  in  normal 
and  cancer  tissues.  The  widespread  use  of  radioactive 
materials  which  can  be  anticipated  in  both  military  and 
industrial  operations  will  make  data  of  this  nature  ex- 
tremely important,  since  very  little  is  known  at  present. 
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Radioactive  isotopes  in  tracer  amounts  will  also  be 
used  in  a good  many  of  tlie  studies  to  measure  the 
body  content  and  rate  of  synthesis  and  destruction  of 
various  constituents,  as  affected  by  the  agents  used. 
For  this  purpose,  the  radioactivity  laboratory  in  the 
Institute  is  admirably  suited.  It  has  facilities  for  pre- 
paring for  injection  the  ‘ ‘ hot  ’ ’ isotopes  as  they  arrive 
from  the  reactor  at  Oak  Ridge,  Tennessee,  and  for 
counting  the  isotopic  activity  in  various  body  tissues 
and  excretory  products  of  patients  who  have  received 
the  isotopes.  Two  highly  qualified  men  will  participate 
in  the  radiation  aspects  of  the  investigations.  Dr.  Cleve 
Beller,  Research  Associate  at  the  Institute  and  Assistant 
Professor  of  Medicine  at  the  University  of  Oklahoma 
School  of  Medicine,  will  act  as  Coordinator  of  Radiation 
Studies  and  will  supervise  the  handling,  administration, 
and  measurements  of  radioactive  isotopes.  Radiation 
therapy  will  be  'supervised  by  Dr.  Peter  E.  Russo,  Re- 
search Associate  and  Radiology  Consultant  at  the  Insti- 
tute, and  Associate  Professor  of  Radiology  at  the  Uni- 
versity of  Oklahoma  School  of  Medicine. 

In  addition  to  the  work  described  above,  which  is  in 
the  field  of  clinical  investigation  of  the  problem  of 
cancer,  animal  and  chemical  studies  in  the  field  of 


cancer  are  also  under  way,  directed  by  Dr.  Charles  D. 
Kochakian,  of  the  Oklahoma  Medical  Research  Institute. 
Doctor  Kochakian  is  studying  the  effect  of  agents  which 
influence  growth  of  tumors  in  animals,  and  in  particu- 
lar he  is  investigating  the  effect  of  such  agents  upon 
various  enzyme  systems.  This  work  will  be  integrated 
closely  with  that  of  Doctor  Eliel  as  the  program 
evolves.  In  addition,  certain  agents  which  are  being 
synthesized  by  Dr.  Max  X.  Huffman,  of  the  Oklahoma 
Medical  Research  Institute,  will  also  be  utilized  in  the 
animal  studies  of  Doctor  Kochakian  and  in  the  clinical 
studies  of  Doctor  Eliel. 

Thus,  the  problem  of  cancer,  one  of  the  greatest 
killers  that  faces  medical  science  today,  is  being  at- 
tacked on  a broad  front  at  the  Oklahoma  Medical  Re- 
search Institute.  The  annual  drive  for  funds  for  the 
American  Cancer  Soeity  will  take  place  in  April. 
Money  from  this  drive  will  be  utilized  to  support  cancer 
research  as  well  as  other  activities  of  the  Society,  and 
some  of  it  will  be  utilized  at  the  Oklahoma  Medical 
Research  Foundation.  The  fact  that  an  active  program 
of  cancer  research  is  being  conducted  at  the  Oklahoma 
Medical  Research  Institute  and  Hospital  should  serve  as 
a stimulus  to  the  citizens  of  Oklahoma  to  give  gener- 
ously to  • ‘ Conquer  Cancer.  ’ ’ 


STUDENT  A.  M.  A.’S 
FIRST  NATIONAL  CONVENTION 

by  Lawrence  McHenry 


The  first  national  convention  of  the  House  of  Dele- 
gates of  the  Student  American  Medical  Association 
convened  at  9:30  the  morning  of  the  27th  of  December, 
1951,  in  the  Boulevard  Room  of  the  Sheraton  Hotel  in 
Chicago.  Thirty-eight  medical  schools  sent  delegates  to 
the  first  convention.  The  Delegate  from  Oklahoma  was 
John  M.  Moore,  and  the  Alternate  Delegate,  Lawrence 
McHenry. 

The  first  session  opened  with  a keynote  address  by 
the  Assistant  Secretary  of  the  A.  M.  A.,  Dr.  Ernest  B. 
Howard,  who  congratulated  the  Student  A.  M.  A.  on 
its  rapid  development.  The  order  of  business  was  roll 
call,  appointment  of  committees,  and  the  reports  of  the 
officers.  Included  in  the  officers  ’ reports  were  the  reports 
of  the  two  sudent  representatives  to  the  Atlantic  City 
and  Los  Angeles  meetings  of  the  American  Medical 
Association.  Their  reports  consisted  of  a brief  resume 
of  the  two  meetings,  and  a note  of  thanks  to  the 
A.  M.  A.  for  its  assistance  in  the  birth  of  the  Student 
A.  M.  A.  After  the  various  reports,  the  President, 
Warren  Mullen  of  Michigan,  called  for  resolutions  and 
memorials  which  were  submitted  and  referred  to  the 
appropriate  committees. 

The  delegates  were  the  guests  of  the  Blue  Shield 
Medical  Care  Plan  at  a luncheon  that  afternoon.  Frank 
E.  Smith,  the  Director  of  B.S.M.C.R.  told  the  guests 
“Fast  Facts  About  Blue  Shield.”  Dr.  Paul  R.  Hawley, 
Director  of  the  American  College  of  Surgeons,  spoke  on 
‘ ‘ The  Doctor ’s  Stake  in  Blue  Shield.  ’ ’ The  afternoon 
session  consisted  of  the  various  committee  reports  and 
adjournment  to  the  joint  meetings  of  the  old  and  new 
committees.  That  evening  Abbott  Laboratories  of  North 
Chicago  were  the  hosts  of  the  delegates  to  a buffet  and 
dance. 

The  next  morning  the  Convention  reassembled  to  con- 
sider unfinished  business  and  adopt  new  resolutions. 
The  principal  resolutions  adopted  by  the  House  of  Dele- 
gates were: 


1.  That,  following  a statistical  survey  of  internships, 
S.A.M.A.  initiate  activity  with  the  American  Hospital 
Association  and  the  American  Medical  Association  to 
improve  and  equalize  the  compensation  received  by  in- 
terns. 

2.  That  S.A.M.A.  strive  to  reduce  the  cost  to  S.A.M.A. 
members  of  as  many  medical  journals  as  possible. 

3.  That  S.A.M.A.  establish  a Committee  of  Interna- 
tional Relations  to  study  the  possibilities  of  joining  an 
international  federation  of  medical  student  associations 
and  further  the  exchange  of  medical  students  and  the 
distribution  of  information  of  interest  to  medical  stu- 
dents. 

4.  That  the  S.A.M.A.  participate  to  the  fullest  extent 
in  the  Civil  Defense  medical  plans  and  operations. 

5.  That  S.A.M.A.  ’s  standing  committee  on  medical 
education  study  the  major  medical  education  topics 
during  the  coming  year.  The  first  topic  will  be  the 
“ Undevgraduate  Medical  Curriculum". 

6.  That  S.A.M.A.  express  its  sincere  appreciation  for 
the  program  of  the  American  Medical  Education  Foun- 
dation. 

After  the  adoption  of  resolutions,  Dr.  Philip  Tliorek, 
internationally  known  thoracic  surgeon,  gave  an  excel- 
lent, as  well  as  entertaining,  presentation  on  “The  Acute 
Abdomen  ’ 

Following  the  noon  luncheon,  Dr.  Harold  C.  Leuth, 
Consultant  to  the  Federal  Civil  Defense  Administration, 
spoke  on  ‘ ‘ The  Medical  Student  and  Civil  Defense  ’ ’. 
The  final  session  of  the  National  Convention  was  cli- 
maxed by  the  election  of  officers.  The  new  president  of 
the  Student  A.  M.  A.  is  David  Buchanan  of  the  Uni- 
versity of  Illinois. 

Although  the  Student  A.  M.  A.  is  still  in  its  infancy, 
it  is  the  opinion  of  the  Delegates  from  Oklahoma  that 
the  first  national  convention  was  very  successful  and 
that  there  are  great  poentialities  for  further  develop- 
ment of  the  new  organization. 
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HAVE  YOU  HEARD? 


A.  II.  Sugg,  M.D.,  Ada,  was  principal  speaker  at  the 
Pontotoc  County  Schoolmasters  club’s  February  meet- 
ing. 

Muriel  Hyroop,  M.D.,  Fort  Supply,  spoke  to  the  Elk 
City  Kiwanis  club  recently. 

IF.  F.  Bolilman,  M.D.,  Watonga,  recently  spent  a 
month ’s  vacation  in  Florida. 

O.  L.  Parsons,  M.D.,  Lawton,  has  been  named  to  the 
executive  board  of  the  American  Academy  of  Obstetrics 
and  Gynecology. 

Capt.  Jack  B.  McGolrick,  Clinton,  has  been  made 
officer  in  charge  of  the  medical  aid  station  at  the  25th 
division  headquarters  somewhere  in  Korea. 

K.  TV.  Navin,  M.D.,  Shawnee,  gave  suggestions  for 
health  projects  which  might  be  carried  on  during  the 
year  when  he  addressed  the  county  council  of  home 
demonstration  clubs  in  Shawnee  recently. 


B.  TV.  Letvis,  M.D.,  Sulphur,  recently  held  open  house 
at  his  new  clinic  there. 

IT.  E.  Barnes,  M.D.,  forme’rly  of  Oklahoma  City,  is 
now  practicing  in  Choctaw. 

B.  Z.  Taylor,  M.D.,  Blair,  and  Mrs.  Taylor  recently 
visited  in  several  southern  states. 

L.  J.  Starry,  M.D.,  Oklahoma  City,  has  been  re-elected 
president  and  chief  of  staff  of  St.  Anthony’s  hospital, 
Oklahoma  City. 

J.  J.  Smith,  M.D.,  Shattuck,  recently  attended  post- 
graduate courses  at  the  Cook  County  Graduate  School  of 
Medicine,  Chicago. 

James  F.  Hold  recently  returned  to  the  states  after 
serving  two  months  at  the  279th  General  Hospital  at 
Osaka,  Japan.  He  is  now  stationed  at  Camp  Polk  and 
his  address  is:  James  F.  Hold,  Maj.  M.  C.  0-481298, 
U.  S.  Army  Hospital,  Camp  Polk,  Leesville,  Louisiana. 


WEST  TEXAS  MATERNITY  HOSPITAL 


For  Unfortunate  Young  Women 


Secluded,  Homelike  Surroundings.  Excellent  Medical 
Care.  Arrangements  made  for  Adoption  through 
Licensed  Agency.  Reasonable  Rates. 

Patients  Received  Any  Time  During  Pregnancy 
2306  Hemphill  Fort  Worth,  Texas  Phone  Wilson  9258 


TROWBRIDGE  TRAINING  SCHOOL 

ESTABLISHED  1917 

For  unusual  children.  Medical  and  psychiatric 
supervision.  Experienced  teachers.  Individual 
special  training.  Home  atmosphere.  Enrollment 
limited.  Approved  and  registered  by  the  Coun- 
cil of  Medical  Education  and  Hospitals  of  the 
A.M.A.  Pamphlet. 

E.  H.  TROWBRIDGE,  SR.,  M.D. 

1905  Bryant  Bldg.  Kansas  City  6,  Mo. 


THE  NEUROLOGICAL 
HOSPITAL 

2625  West  Paseo 
Kansas  City,  Missouri 


A voluntary  hospital  providing  the  care 
and  treatment  of  nervous  and  mental 
patients,  and  associate  conditions. 


CROLEUM  SUSPENSOID 

Topical  Applicant  Vehicle 


TRADE  MARK  U.  S.  PAT.  OFF. 

. . . non-drying  colloidal  emulsion  . . . flows  readily  . . . frequently 
used  as  a base  for  topical  prescription  of  Sulfur/  Calomel,  Sul- 
fathiozole.  Copper  Sulfate,  others  . . . facilitates  penetration  of 
medicants  ...  an  excellent  non-irritating  dermal  emolient  used 
without  adding  medication. 

SAMPLES  ON  REQUEST 


Chester-Kent,  Inc. 

100  S.  WABASHA,  ST.  PAUL  1,  MINN. 


CLASSIFIED  ADS 

FOR  SALE:  Small  Hospital  in  live  town  3,500  popu- 
lation. Owner  wishes  to  retire — two  other  physicians. 
Write  Key  H,  care  of  the  Journal. 

WANTED:  Internist  to  join  clinic  in  a town  of 
20,000  population.  Good  prospect.  Salary  or  partner- 
ship. Write  Key  B,  care  of  the  Journal. 


THE  JOURNAL 

of  the 

OKLAHOMA  STATE  MEDICAL  ASSOCIATION 

EDITORIALS 

THE  59TH  ANNUAL  MEETING  OF  THE 
OKLAHOMA  STATE  MEDICAL  ASSOCIATION 

A glance  at  the  tentative  program  suggests  that  this  will  be  one  of  the  best  meetings 
the  State  Association  has  ever  had  and  judging  from  all  indications  it  will  be  the  best 
attended. 

The  well  chosen  guest  speakers  coming  from  various  sections  of  the  country  represent 
a wide  range  of  medical  and  surgical  interests  and  they  can  be  counted  upon  for  clearcut 
practical  presentations.  The  local  participants  have  been  carefully  selected  and  they  are 
capable  of  presenting  equally  valuable  material. 

Of  special  interest  is  the  well  developed  plan  for  television  demonstrations  on  Medi- 
cine, Surgery  and  Pathology  respectively  presented  at  9:00  to  10:00  A.M.  Monday,  Tuesday 
and  Wednesday.  Noteworthy  is  the  fact  that  the  pathology  found  at  the  operating  table  on 
Tuesday  will  be  demonstrated  on  the  Wednesday  TV  hour.  Ail  meetings,  including  the  TV 
programs,  will  be  in  the  Zebra  Room,  Municipal  Auditorium.  The  round  table  luncheons  will 
be  at  the  YWCA,  only  two  blocks  from  the  auditorium. 

Every  physician  in  the  State  should  take  advantage  of  this  opportunity  for  a three 
days’  intensive  postgraduate  course  in  medicine  and  surgery  without  immediate  cost  to  the 
individual.  If  a portion  of  the  cost  must  be  paid  from  the  annual  dues,  then  it  is  all  the  more 
important  for  each  member  to  attend. 

The  physician  who  fails  to  support  organized  medicine  through  membership  in  the 
County,  and  State  Associations  will  miss  the  abiding  satisfaction  of  the  full  professional 
life;  the  physician  who  pays  and  fails  to  participate  is  equally  wanting  in  professional 
rewards.  Neither  can  he  hope  to  have  an  easy  conscience  as  long  as  he  makes  no  constructive 
contribution  to  organized  medicine  and  receives  none  of  the  benefits  which  should  help  him 
in  the  discharge  of  his  obligations  to  the  community  and  to  those  who  place  their  health 
and  their  lives  in  his  hands. 

His  eyes  can  never  be  anointed  with  the  divine  clay  of  medical  science  if  he  persistently 
avoids  its  sources.  While  it  is  difficult  to  find  time  to  attend  medical  meetings,  there  has 
never  been  a period  in  the  history  of  medicine  when  attendance  was  so  important.  The  rapid 
progress  in  the  science  of  medicine,  particularly  in  the  field  of  therapy,  including  surgery, 
makes  refresher  courses  for  the  conscientious  physician,  imperative. 

The  members  of  the  State  Association  who  do  not  attend  this  carefully  designed,  well 
arranged  meeting  should  have  a mighty  good  excuse  or  prepare  for  an  uneasy  conscience. 


THE  HOUSE  OF  DELEGATES  NEEDS 
YOUR  SCRUTINIZING  PRESENCE 

On  Sunday,  May  18,  the  House  of  Dele- 
gates meets  in  the  Hall  of  Mirrors,  Munici- 
pal Auditorium  at  1 :00  P.M.  A gallery  is 
being  provided  for  those  who  are  not  dele- 
gates. All  members  are  urged  to  attend  in 
order  that  they  may  be  better  informed  with 
reference  to  problems,  purposes,  ideals  and 
objectives  of  the  State  Association. 

REMEMBER  THE  RULING 

At  the  1950  State  Medical  Association 
meeting  the  House  voted  to  open  our  Annual 
Meetings  to  the  colored  physicians  practicing 
in  Oklahoma. 

Because  of  circumstances  over  which  the 
State  Association  had  no  control,  it  seemed 


inadvisable  to  invite  them  to  attend  the  1951 
meeting. 

This  year  the  meetings  are  being  held  in 
the  Auditorium  and  invitations  are  being 
sent  to  all  colored  physicians  registered  in 
the  State.  There  are  approximately  50  negro 
physicians  in  the  State  and  good  attendance 
is  expected. 

The  officers  of  County  Medical  Societies 
were  informed  early  in  the  year  with  the 
thought  that  they  might  wish  to  comment 
or  to  offer  approval  or  disapproval.  So  far, 
only  two  have  responded. 

Since  this  plan  has  been  two  years  in  the 
making,  there  can  be  no  reason  for  surprise. 
Members  should  put  the  dissemination  of 
medical  knowledge  for  the  benefit  of  human- 
ity far  above  the  color  line  and  accept  the 
decision  of  the  House  of  Delegates  as  evi- 
dence of  medical  progress. 
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President's  Pag i 


During  this  past  year  it  has  been  a great  privilege  and  a real  pleasure  to  travel  about 
as  the  President  of  the  Oklahoma  State  Medical  Association  and  attend  numerous  medical 
and  nonmedical  meetings.  It  has  been  inspiring  to  meet  those  doctors  and  business  men  and 
housewives  and  ministers  and  teachers  who  have  organized  meetings  as  testimonials  to  some 
of  our  senior  physicians  who  have  cared  for  the  people  of  their  communities  a half  cen- 
tury and  more.  It  is  difficult  to  understand  how  our  nation  can  have  traveled  so  far  along 
the  road  toward  socialized  bankruptcy  when  there  are  so  many  sincere,  God  fearing,  self 
respecting  citizens  making  up  our  communities  and  towns  and  cities.  These  folk  believe  in 
working  for  a living.  They  are  reverent.  They  are  good  neighbors.  They  take  care  of  their 
own  unfortunate  neighbors.  They  educate  their  own  children  and  some  other  people’s  chil- 
dren. They  build  their  own  hospitals  when  convinced  of  their  need.  Among  these  folk  are  many 
good  doctors  who  have  these  same  characteristics.  These  communities  are  the  heart  and  soul 
of  America. 

I cannot  write  this  last  “Page”  without  expressing  my  deep  gratitude  and  appreciation 
to  those  who  have  helped  in  solving  the  problems  and  carrying  on  the  activities  of  the  Asso- 
ciation this  past  year.  The  Council  has  spent  long  hours  away  from  home.  The  members 
of  the  various  Committees  have  worked  diligently.  To  Dick  Graham  and  John  Hart  I wish 
to  say  that  the  affairs  of  the  Association  would  fall  to  a very  low  ebb  without  their  labors. 

To  all  of  you  I can  only  say  “Thank  you !”  for  the  honor  and  privilege  of  having  served 
as  your  President. 


Sincerely, 


President 
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OKLAHOMA  STATE  MEDICAL  ASSOCIATION 

Officers  and  Councilors 


L.  C.  McHenry,  M.D. 
Oklahoma  City 
President 


59th  Annual  Meeting 


Zebra  Room 
Municipal  Auditorium 

Oklahoma  City,  Oklahoma 


Lewis  J.  Moorman,  M.D. 
Oklahoma  City 
Secretary -Treasxirer 


A.  R.  Sugg,  M.D. 
Ada 

President-Elect 


May  19  - 20  - 21,  1952 

House  of  Delegates,  May  18,  1:00  P.M. 
Hall  of  Mirrors,  Municipal  Auditoirum 

Council  Meeting,  May  18,  10:00  A.M. 
Room  207,  Municipal  Auditoirum 


COUNCIL 


1.  F.  S.  Etter,  M.D.,  Bartlesville  (C)  1953 
J.  E.  Highland,  M.D.,  Miami  (V-C)  1953 

(Craig,  Delaware,  Mayes,  Nowata,  Ottawa,  Rogers, 
Washington) 

2.  Clifford  M.  Bassett,  M.D.,  Cushing  (C)  1954 
E.  C.  Mohler,  M.D.,  Ponca  City  (V-C)  1954 
(Kay,  Noble,  Osage,  Pawnee,  Payne) 

3.  Bruce  Hinson,  M.D.,  Enid  (C)  1952 

C.  M.  Hodgson,  M.D.,  Kingfisher  (V-C)  1952 
(Garfield,  Grant,  Kingfisher,  Logan) 

4.  O.  C.  Newman,  M.D.,  Shattuck  (C)  1953 
L.  R.  Kirby,  M.D.,  Cherokee  (V-C)  1953 
(Alfalfa,  Beaver,  Cimarron,  Ellis,  Harper,  Major, 
Texas,  Woodward) 

5.  A.  L.  Johnson,  M.D.,  El  Reno  (C)  1954 
Ross  Deputy,  M.I).,  Clinton  (V-C)  1954 
(Beckham,  Blaine,  Canadian,  Custer,  Dewey,  Roger 
Mills) 

6.  R.  Q.  Goodwin,  M.D.,  Oklahoma  City  (C)  1952 

W.  W.  Rucks,  Jr.,  M.D.,  Oklahoma  City  (V-C)  1952 
(Oklahoma) 

7.  Ned  Burleson,  M.D.,  Prague  (C)  1953 

W.  T.  Mayfield,  M.D.,  Norman  (V-C)  1953 
(Cleveland,  Creek,  Lincoln,  Okfuskee,  Pottawatomie, 
Seminole) 


8.  John  McDonald,  M.D.,  Tulsa  (C)  1954 
W.  A.  Showman,  M.D.,  Tulsa  (V-C)  1954 
(Tulsa) 

9.  Shade  Neely,  M.D.,  Muskogee  (C)  1952 

F.  R.  First',  Jr.,  M.D.,  Checotah  (V-C)  1952 
(Adair,  Cherokee,  McIntosh,  Muskogee,  Okmulgee, 
Sequoyah,  Wagoner) 

10.  E.  H.  Shuller,  M.D.,  McAlester  (C)  1953 
Paul  Kernek,  M.D.,  Holdenville  (V-C)  1953 
(Haskell,  Hughes,  Latimer,  LeFlore,  Pittsburgh) 

11.  A.  T.  Baker,  M.D.,  Durant  (C)  1954 
T.  E.  Rhea,  M.D.,  Idabel  (V-C)  1954 
(Atoka,  Bryan,  Choctaw,  Coal,  McCurtain, 
Pushmataha) 

12.  J.  H.  Veazey,  M.D.,  Ardmore  (C)  1952 
W.  T.  Gill,  M.D.,  Ada  (V-C)  1952 

(Carter,  Garvin,  Johnston,  Love,  Marshall,  McClain, 
Murray,  Pontotoc) 

13.  H.  M.  McClure,  M.D.,  Chiekasha  (C)  1953 
J.  B.  Miles,  M.D.,  Anadarko  (V-C)  1953 
(Caddo,  Comanche,  Cotton,  Grady,  Jefferson, 
Stephens) 

14.  L.  G.  Livingston,  M.D.,  Cordell  (C)  1954 
J.  B.  Hollis,  M.D.,  Mangum  (V-C)  1954 
(Greer,  Harmon,  Jackson,  Kiowa,  Tillman, 

Washita) 

_ py  rtf  * 
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CONVENTION 

HEADQUARTERS 

\ 


Municipal  Auditorium 
Oklahoma  City 


The  beautiful  and  Spacious  Municipal  Auditorium,  Oklahoma 
City,  will  be  headquarters  for  the  59th  Annual  Meeting  of  the 
Oklahoma  State  Medical  Association. 

MAY  19-20-21,  1952 

All  scientific  sessions  will  be  held  in  the  Zebra  Room.  Complete 
program,  biographies  of  guest  speakers  and  general  information 
follows  on  the  succeeding  pages. 


May,  1952 


Journal  of  the  Oklahoma  State  Medical  Association 


167 


Distinguished  Guest  Speakers 


J.  EDWARD  BERK,  M.D. 

Philadelphia,  Pennsylvania 

Received  B.A.  degree  from  the  University  of  Pennsylvania  in  1932 
and  M.D.  in  1936  from  Jefferson  Medical  College.  Assistant  Professor 
of  Medicine,  Temple  University  School  of  Medicine,  1946 ; Research 
Associate,  Fels  Research  Institute  of  Temple  University  School  of  Medi- 
cine, 1946;  Associate  Attending  Physician,  Jewish  Hospital,  1939;  and 
Gastroenterologst,  Sidney  Hillman  Medical  Center,  1951.  Interned  Wal- 
ter Reed  General  Hospital,  Washington,  D.C.,  1936-37.  Received  M.S.  and 
D.  Sc.  for  graduate  work  and  research  in  internal  medicine.  Resident  in 
medicine,  Jewish  Hospital,  Philadelphia,  1938-39 ; full  time  clinical  As- 
sistant, Graduate  Hospital  of  the  University  of  Pennsylvania,  1939-40; 

Ross  V.  Patterson  Fellow,  Jefferson  Medical  College,  1940-41;  Chief  of 
the  gastrointestinal  section,  Tilton  General  Hospital  and  Rhoads  General  Hospital  September, 
1941-December,  1945.  Certified  by  the  Board  of  Internal  Medicine,  1943;  and  the  sub-specialty 
Board  of  Gastroenterology,  1943.  Member,  American  College  of  Physicians,  American  Gas- 
troenterological Association,  American  Gastroscopic  Society,  American  Federal  for  Clinical 
Research,  College  of  Physicians  of  Philadelphia,  American  Association  for  the  Advance- 
ment of  Science,  Sigma  Xi,  and  Alpha  Omega  Alpha. 

Sponsor — N.  Sanford  Matthews,  M.D.,  Oklahoma  City. 


BRUCE  CHOWN,  M.D. 

Winnipeg,  Canada 

Professor  Pediatrics,  University  of  Manitoba  and  Chief  of  Pedia- 
trics, Children’s  Hospital.  Received  B.A.  from  McGill  University,  1914; 
officer  of  artillery  1915-1919;  M.D.  University  of  Manitoba  1922;  grad- 
uate work  in  pediatrics  1922-25  at  Babies  Hospital,  New  York,  Nursery 
and  Child’s  Hospital,  New  York,  and  Harriet  Lane  House,  Johns  Hop- 
kins. On  the  staff  of  the  Department  of  Pediatrics,  University  of 
Manitoba  and  Children’s  Hospital,  Winnipeg,  1925  to  date. 

Sponsor — George  H.  Garrison,  M.D.,  Oklahoma  City. 


HENRY  HARLAN  CRANK,  M.D. 

Houston,  Texas 

Certified  by  the  American  Boarl  of  Psychiatry  and  Neurology  in 
Psychiatry,  1946.  Graduated  University  of  Texas,  1931 ; and  received 
M.D.,  University  of  Texas  Medical  Branch,  1936.  Associate  Professor 
of  Clinical  Psychiatry,  Baylor  University  School  of  Medicine,  Houston ; 

Consultant  in  Psychiatry,  Veterans  Administration  Hospital,  Houston; 

Consultant  to  Family  Service  Bureau,  Houston;  Consultant  to  Jewish 
Family  Service  Bureau,  Houston;  Courtesy  staff,  Hermann  Hospital, 

Houston.  Member  American  Psychiatric  Association,  American  Psycho- 
analytic Association,  Topeka  Institute  of  Psychoanalysis  (member  and 
instructor),  Houston  Academy  of  Medicine,  Houston  Psychiatric  Society, 

Theta  Kappa  Psi,  county,  state  and  A.M.A.  Commander,  United  States 
Naval  Reserve  Medical  Corps,  1942-1946.  Medical  surgical  and  psychiatric  experience  with 
native  Okinawans  during  combat  and  garrison  phases  of  Okinawa  operations. 

Sponsor — Charles  E.  Leonard,  M.D.,  Oklahoma  City. 
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ORMOND  S.  CULP,  M.D. 

Rochester,  Minnesota 

Associate  Professor  of  Urology,  Mayo  Foundation,  University  of 
Minnesota.  Received  A.B.  1931,  Ohio  Wesleyan  University;  M.D.,  1935, 
Johns  Hopkins  University;  interne,  Johns  Hopkins  Hospital,  1935-36; 
Instructor  in  Pathology,  McGill  University,  1936-37 ; Resident  Physician, 
St.  Mary’s  Hospital,  Pierre,  South  Dakota,  1937-38;  Assistant  Resident 
in  Urology,  Johns  Hopkins  Hospital  1938-40;  Resident  in  Urology, 
Ancker  Hospital,  St.  Paul,  Minnesota,  1940-41 ; Johns  Hopkins  Hospital, 

1941- 42;  Instructor  in  Urology,  Johns  Hopkins  University,  1938-42; 
Associate  Surgeon-in-Charge,  Henry  Ford  Hospital,  Detroit,  Michigan, 

1942- 50  (excluding  military  service)  ; Active  duty  U.  S.  Medical  Corps, 
1942-46;  Urological  Consultant,  Veterans  Administration,  1946-52; 

Consultant  in  Urology,  Mayo  Clinic  since  1950.  F.A.C.S. ; Diplomate,  American  Board  of 
Urology;  member,  North  Central  Section  of  the  American  Urological  Association,  American 
Urological  Association,  American  Association  of  Genity-Urinary  Surgeons,  International 
Society  of  Urology,  Central  Surgical  Association,  Clinical  Society  of  Genito-Urinary  Sur- 
geons, and  Urologic  Forum  for  Clinical  Investigation. 

Sponsor — Harry  C.  Ford,  M.D.,  Miami. 


LAURENCE  SIDNEY  FALLIS,  M.D. 

Detroit,  Michigan 

Received  M.D.  Queen’s  University,  1919;  M.R.C.S.,  St.  Bartholo- 
mew’s Hospital  Medical  School,  London,  England,  1922 ; F.R.C.S.  Uni- 
versity of  Edinburgh,  Royal  College  of  Surgeon^,  1924 ; formerly 
Assistant  Surgeon,  Associate  Surgeon,  Surgeon-in-Charge  and  now 
Surgeon-in-Chief,  Department  of  Surgery,  Henry  Ford  Hospital, 
Detroit. 

Sponsor — N.  Price  Eley,  M.D.,  Oklahoma  City. 


WALTER  A.  FANSLER,  M.D. 

Minneapolis,  Minnesota 

Received  B.A.  from  University  of  Missouri  in  1911;  M.A.  1912  and 
received  M.D.  from  Johns  Hopkins  University  in  1914.  Served  as 
Instructor  in  Pathology  at  Marquette  University  1914-1915;  Clinical 
Professor  of  Surgery  at  the  University  of  Minnesota  for  34  years; 
Consulting  Surgeon  at  the  Minneapolis  General  Hospital  and  a member 
of  the  active  staff  of  that  hospital  and  of  Abbott,  Northwestern,  Mt. 
Sinai  and  St.  Mary’s,  Minneapolis.  Consulting  Proctologist  at  Glenn 
Lake  Sanatorium,  Minneapolis.  F.A.C.S.  and  Fellow  of  the  American 
Protologic  Society;  member  of  the  American  Board  of  Proctology, 
Minneapolis  Academy  of  Medicine  and  Minnesota  Academy  of  Medicine. 
Served  as  President  of  the  American  Proctologic  Society  and  as  Chair- 
man for  the  Gastroenterology  and  Proctology  Section  of  the  American  Medical  Association. 
Sponsors — John  G.  Matt,*  M.D.,  Tulsa,  and  Raymond  L.  Murdoch,  M.D.,  Oklahoma  City. 
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JOHN  R.  HASERICK,  M.D. 

Cleveland,  Ohio. 

B.A.  Macalester  College,  St.  Paul,  1937 : B.S.  with  distinction, 

University  of  Minnesota,  1938;  M.D.  University  of  Minnesota,  1941; 

M.S.  in  Dermatology  and  Syphilology,  University  of  Minnesota,  1948 ; 

Certified  by  American  Board  of  Dermatology  and  Syphilology,  1948; 

Member  American  Academy  of  Dermatology  and  Syphilogy;  American 
Society  for  Investigative  Dermatology;  American  College  of  Physicians, 

Committee  on  Dermatology  of  National  Research  Council  Division  of 
Medical  Science.  From  1947  to  1948  Instructor  in  Dermatology,  Uni- 
versity of  Minnesota ; Chief  of  Service,  Department  of  Dermatology, 

U.  S.  Veterans  Hospital,  Minneapolis,  Minnesota.  Since  1948  member 
of  staff,  Department  of  Dermatology,  Clevelend  Clinic;  Associate  Pro- 
fessor of  Dermatology,  Frank  E.  Bunts  Educational  Institute,  Cleveland  Clinic  Foundation. 
Sponsor — William  G.  McCreight,  M.D.,  Oklahoma  City. 


WALLACE  E.  HERRELL,  M.D. 

Rochester,  Minnesota 

Author  of  Penicillin  and  Other  Antibiotic  Agents  (W.  B.  Saunders 
Company,  1945).  Received  M.D.  University  of  Virginia  1933;  M.S.  in 
Medicine,  University  of  Minnesota,  1937 ; Instructor  in  Biology,  Uni- 
versity of  Virginia  in  1928-29;  Research  Assistant  in  biochemistry 
1929-30;  Instructor  in  Anatomy,  1931-32.  Interned  at  Virginia  Mason 
Hospital,  Seattle,  1933.  Entered  Mayo  Foundation  as  a Fellow  1934.  Now 
Associate  Professor  of  Medicine,  Mayo  Foundation.  Formerly  first  assist- 
ant in  medicine,  consultant  in  medicine,  and  instructor  in  medicine.  Has 
served  as  head  of  a section  on  medicine  of  the  Mayo  Clinic  since  1946. 

Member  of  the  American  College  of  Physicians,  Southern  Minnesota 
Medical  Society.  Alumni  Association  of  the  Mayo  Foundation,  Central 
Society  for  Clinical  Research,  American  Federation  for  Clinical  Research,  American  Society 
for  Clinical  Investigation,  American  Therapeutic  Society,  American  Association  for  the  Ad- 
vancement of  Science  and  Minnesota  Society  of  Internal  Medicine,  Pi  Chi,  Alpha  Omega 
Alpha,  Sigma  Xi  and  an  honorary  member  of  the  Omaha  Mid-West  Clinical  Society.  In 
1938  he  was  the  winner  of  the  first  award  for  the  Foundation  Prize  Essay  of  the  American 
Association  of  Obstetricians,  Gynecologists,  and  Abdominal  Surgeons.  Awarded  the  Roches- 
ter Distinguished  Service  Award  of  the  U.  S.  Junior  Chamber  of  Commerce,  1943. 

Sponsor — Hugh  A.  Stout,  M.D.,  Oklahoma  City. 


CHARLES  L.  MARTIN,  M.D. 

Dallas,  Texas. 

Professor  of  Radiology,  Southwestern  branch  of  the  University  of 
Texas  Medical  School  in  Dallas.  Received  E.  E.  University  of  Texas, 

1941 ; M.D.  Harvard  Medical  School  1919.  Radiological  Consultant  to 
Baylor,  Parkland,  Gaston  and  Veterans  Hospitals  in  Dallas;  President- 

Elect  of  the  American  Roentgen  Ray  Society;  Past  President  of  the 
American  Radium  Society;  Chairman,  Board  of  Directors  of  the  Dallas 
County  Medical  Society. 

Sponsor — Peter  E.  Russo,  M.D.,  Oklahoma  City. 
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J.  M.  ROBINSON,  M.D. 

Houston,  Texas 

Professor  and  Chairman  of  the  Department  of  Otolaryngology  of 
the  University  of  Texas  School  of  Medicine,  Galveston ; Otolaryngologist- 
in-Chief  to  the  John  Sealy  and  Allied  Hospitals,  Galveston ; Associate 
Professor  of  Clinical  Otolaryngology,  Baylor  University  School  of  Medi- 
cine, Houston,  F.A.C.S.,  member  of  the  American  Academy  of  Ophthal- 
mology and  Otolaryngology,  American  Laryngological,  Rhinologicai 
and  Otological  Society;  American  Society  of  Ophthalmologic  and  Oto- 
laryngologic Allergy.  Chairman  of  the  Department  of  Otolaryngology, 
St.  Luke’s  Hospital,  Consultant  to  the  Hermann  Hospital  and  the  Hous- 
ton Tuberculosis  Hospital.  Visiting  staff  of  Memorial  Hospital,  St. 
Joseph’s  Hospital  and  Methodist  Hospital. 

Sponsor — Lee  K.  Emenhiser,  M.D.,  Oklahoma  City. 

HOWARD  ULFELDER,  M.D. 

Boston  Massachusetts 


Graduated  Harvard,  1932;  M.D.,  Harvard,  1936.  Clinical  Associate 
in  Gynecology,  Harvard  Medical  School ; Assistant  Surgeon  at  the 
Massachusetts  General  Hospital  and  Junior  Physician  in  Gynecology, 
Pondville  Hospital.  F.A.C.S.,  member,  Society  of  University  Surgeons 
and  several  regional  societies. 

Sponsor— Joseph  W.  Kelso,  M.D.,  Oklahoma  City. 


ANNUAL  MEETING  COMMITTEES 

A rrangements  Committee : 

Henry  H.  Turner,  M.D.,  Oklahoma  City,  Chairman;  Allen  G.  Gibbs,  M.D.,  Oklahoma 
City;  John  D.  Ingle,  M.D.,  Oklahoma  City;  and  W.  W.  Sanger,  M.D.,  Oklahoma  City. 

Roundtable  Luncheon  Chairman: 

Dick  Huff,  M.D.,  Oklahoma  City 
Registration  Chairmen : 

John  H.  Lamb,  M.D.,  and  C.  R.  Rountreer,  M.D.,  Oklahoma  City 

E ntertainment  C ha irman : 

Everett  B.  Neff,  M.D.,  Oklahoma  City 

H bus  ing  C tiairma  n : 

Moorman  P.  Prosser,  M.D.,  Oklahoma  City 
Golf  Chairman: 

James  C.  Amspacher,  M.D.,  Oklahoma  City 
Scientific  Work  Committee: 

C.  M.  O’Leary,  M.D.,  Oklahoma  City,  Chairman;  M.  M.  Appleton,  M.D.,  Oklahoma  City; 
Byron  W.  Aycock,  M.D.,  Lawton;  J.  R.  Colvert,  M.D.,  Oklahoma  City,  sub-chairman; 
Byron  J.  Cordonnier,  M.D.,  Enid;  John  G.  Matt,  M.D.,  Tulsa;  John  B.  Morey,  M.D.,  Ada; 
and  John  Records,  M.D.,  Oklahoma  City. 

Commercial  Exhibits  Committee : 

Vernon  D.  Cushing,  M.D.,  Oklahoma  City,  chairman;  Elmer  Ridgeway,  M.D.,  Oklahoma 
City;  and  Charles  Hugh  Wilson,  M.D.,  Oklahoma  City. 
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SUNDAY,  MAY  18,  1952 

BUSINESS  SESSIONS 
MUNICIPAL  AUDITORIUM 


10:00  A.M.  Council  Meeting 

Room  207,  Municipal  Auditorium 

12:00  Noon  Registration  of  Delegates 

Hall  of  Mirrors,  Mezzanine,  Municipal  Auditorium 

12:00  Noon  Registration  of  those  other  than  Delegates 
Municipal  Auditorium 

1:00  P.M.  House  of  Delegates 

Hall  of  Mirrors,  Municipal  Auditorium 

7:30  P.M.  Second  Session  of  the  House  of  Delegates 
Hall  of  Mirrors,  Municipal  Auditorium 


UNIVERSITY  OF  OKLAHOMA  SCHOOL  OF  MEDICINE  ALUMNI  ASSOCIATION 

O.  U.  MEDICAL  SCHOOL  AUDITORIUM 

Charles  G.  Stuard,  M.D.,  President,  Presiding 

5:00  P.M.  Welcome — Mark  R.  Everett,  Ph.D.,  Dean 

Honoring  of  Professor  Emeritus: 

John  M.  Alford,  M.D.,  Medicine 
by  E.  S.  Lain,  M.D. 

Oklahoma  Medical  Research  Foundation  Report 
Ted  R.  Warkentin,  President,  Lawton 

Graduating  seniors  given  the  Hippocratic  Oath  Sponsio  Academica 
by  Charles  G.  Stuart,  M.D.,  Tulsa 

Election  of  Officers 

Open  House — Oklahoma  Medical  Research  Foundation — adjacent  to 
Medical  School 

This  program  is  for  all  doctors  and  wives  attending  the  Oklahoma  State  Medical  Association  Annual 
Meeting  and  will  last  approximately  one  hour.  Official  10  year  class  reunions  will  meet  here  also  at 
this  time  for  special  meeting.  Classes  holding  reunions  and  the  chairmen  are: 

1942 — Allen  E.  Greer,  M.  D.,  Oklahoma  City  (class  of  1942  will  meet  at  Beverly’s  Hide-A-Way  at  7:00 
P.M.  for  Social  Hour  and  Dinner) 

1932 — V.  M.  Rutherford,  M.D.,  Midwest  City  (dinner  and  entertainment  has  been  planned  for  the  class 
of  1932  at  the  Skirvin  Hotel  at  8:00  P.  M.) 

1922 — N.  Price  Eley,  M.D.,  Oklahoma  City 

1912 — Pauline  E.  Barker,  M.D.,  Guthrie 
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9:00 


10:00 


10:40 


11:20  - 


12:15  - 


Monday,  May  19,  19 52 

MORNING  SESSION 

ZEBRA  ROOM,  MUNICIPAL  AUDITORIUM 

J.  B.  MOREY,  M.D.,  ADA,  Chairman 


10:00 — TELEVISION  — General  Medicine 

1.  A.  Myasthenia  Gravis.  Case  Presentation  with  Therapeutic  Test 
B.  Glycogen  Disease 

R.  Q.  Goodwin,  M.D.,  Oklahoma  City 

2.  Diagnosis  and  Treatment  of  Common  Skin  Diseases 
Onis  G.  Hazel,  M.D.,  Oklahoma  City 

3.  Chronic  Liver  Diseases 

Minard  F.  Jacobs,  M.D.,  Oklahoma  City 

10:40  GYNECOLOGY 

Carcinoma  of  the  Cervix 

Howard  Ulfelder,  M.D.,  Boston,  Mass. 

11:20  RADIOLOGY 

Carcinoma  of  the  Cervix 

Charles  L.  Martin,  M.D.,  Dallas,  Texas 

12:00  UROLOGY 

Variations  of  the  Cherney  Incision  for  Improved  Exposure  of  the  Lower 

Abdomen  and  Urinary  Tract 

Ormond  S.  Culp,  M.D.,  Rochester,  Minnesota. 

1 :45  ROUNDTABLE  LUNCHEON 

P.  K.  Graening,  M.D.,  Oklahoma  City,  Chairman 


PAST  PRESIDENTS7  BREAKFAST 


The  Annual  Past  Presidents’  Breakfast  will  be  held  Monday  Morning, 


May  19,  in  the  East  Room,  Mezzanine,  Skirvin  Hotel,  at  8:00  A.  M. 
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2:00  - 


2:45  - 


3:05  - 


3:25  - 


3:45  - 


4:00 


Monday,  May  19,  1952 

AFTERNOON  SESSION 
ZEBRA  ROOM,  MUNICIPAL  AUDITORIUM 
BYRON  J.  CORDONNIER,  M.D.,  ENID,  Chairman 

2:40  GENERAL  SURGERY 

Billroth  I.  Gastrectomy 

Laurence  S.  Fallis,  M.D.,  Detroit,  Michigan 

3:05  ORTHOPEDICS 

Emergency  Care  of  Fracture  Patients 
Marvin  B.  Hays,  M.D.,  Oklahoma  City 

3:25  SURGERY 

The  Use  of  Local  Anesthesia  with  Alidase  for  Certain  Major  Surgical  Procedures 
Arthur  L.  Buell,  M.D.,  Okmulgee 

3:45  SURGERY 

Fluids  and  Electrolytes  in  the  Surgical  Patient 
William  N.  Aldredge,  M.D.,  Bartlesville 

4:00  GYNECOLOGY 

Carcinoma  of  the  Cervical  Stump  (Prophylaxis  and  a Plea  for  Early  Diagnosis) 
Gerald  Rogers,  M.D.,  Oklahoma  City 

PANEL  DISCUSSION 

Lower  Abdominal  Pain 

Laurence  S.  Fallis,  M.D.,  Detroit,  Mich.,  Moderator 

Howard  Ulfelder,  M.D.,  Boston,  Mass.;  James  R.  Colvert,  M.D.,  Oklahoma 
City;  Meredith  M.  Appleton,  M.D.,  Oklahoma  City;  and  Moorman  P.  Prosser, 
M.D.,  Oklahoma  City,  participants. 


MONDAY  NIGHT 

The  Arrangements  Committee  has  planned  no  activity  for  Monday  evening 
in  the  belief  that  those  in  attendance  would  prefer  to  have  one  evening  open  for 
their  own  individual  planning. 
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9:00 


10:00 


10:40 


11:20  - 


12:15  - 


Tuesday , May  20,  1952 

MORNING  SESSION 

ZEBRA  ROOM,  MUNICIPAL  AUDITORIUM 
L.  CHESTER  McHENRY,  M.D.,  OKLAHOMA  CITY,  Chairman 

10:00  TELEVISION — Surgery 

Appendectomy 

Harrell  C.  Dodson,  M.D.,  Oklahoma  City 
Thyroidectomy 

Forrest  M.  Lingenfelter,  M.D.,  Oklahoma  City 
Cholecystectomy 

Leo  J.  Starry,  M.D.,  Oklahoma  City 

10:40  INTERNAL  MEDICINE 

Current  Trends  in  Antibiotic  Therapy 
Wallace  E.  Herrell,  M.D.,  Rochester,  Minnesota 

11:20  GASTROENTEROLOGY 

Management  of  Acute  Pancreatitis 

J.  Edward  Berk,  M.D.,  Philadelphia,  Pennsylvania 

12:00  PROCTOLOGY 

Operative  Procedures  for  Carcinoma  of  the  Rectum  and  Rectosigmoid 
Walter  A.  Fansler,  M.D.,  Minneapolis,  Minnesota 

1 :45  ROUNDTABLE  LUNCHEON 

John  H.  Clymer,  M.D.,  Oklahoma  City,  Chairman 


AMERICAN  DIABETES  ASSOCIATION 

All  physicians  interested  in  forming  an  Oklahoma  Chapter  of  the  American 
Diabetes  Association  are  invited  to  attend  a breakfast  at  the  Biltmore  Hotel, 
Room  207,  at  8:00  A.  M.,  Tuesday,  May  20. 
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2:00  - 


2:40  - 


3:20  - 


3:40- 


4:00 


Tuesday,  May  20,  1952 

AFTERNOON  SESSION 

ZEBRA  ROOM,  MUNICIPAL  AUDITORIUM 
ALFRED  R.  SUGG,  M.D.,  ADA,  Chairman 

2:40  DERMATOLOGY 

Atypical  Systemic  Lupus  Erythematosus 
John  R.  Haserick,  M.D.,  Cleveland,  Ohio 

3:20  RADIOLOGY 

Carcinoma  of  Face,  Neck  and  Mouth 
Charles  L.  Martin,  M.D.,  Dallas,  Texas 

3:40  GENERAL  MEDICINE 

Practical  Considerations  in  the  Physiology  of  Pain 

Stuart  Wolf,  M.D.,  Oklahoma  City,  Oklahoma  (by  invitation) 

4:00  GENERAL  MEDICINE 

Canicola  Fever 

Leon  C.  Freed,  M.D.,  Perkins 

PANEL  DISCUSSION 

Use  and  Abuse  of  Newer  Antibiotics 

Wallace  E.  Herrell,  M.D.,  Rochester,  Minnesota,  Moderator 

J.  Edward  Berk,  M.D.,  Philadelphia;  Walter  A.  Fansler,  M.D.,  Minneapolis; 
and  John  R.  Flaserick,  M.D.,  Cleveland,  participants. 


PRESIDENTS  ANNUAL  DINNER  DANCE 

Featuring  Henry  King’s  Orchestra 
Social  Hour,  6:00  P.  M.  Dinner,  7:00  P.  M. 

Jade  and  Crystal  Rooms  Persian  Room 

Skirvin  Hotel  Skirvin  Tower 
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Wednesday , May  21,  1952 

MORNING  SESSION 

ZEBRA  ROOM,  MUNICIPAL  AUDITORIUM 
CLINTON  GALLAHER,  M.D.,  SHAWNEE,  Chairman 


9:00  - 10:00  TELEVISION— Pathology 

Pathologic  Demonstrations  of  Surgical  Specimens 
James  P.  Dewar,  M.D.,  Oklahoma  City 

10:00  - 10:40  PSYCHIATRY 

The  Psychological  Preparation  of  Patients  for  Various  Medical,  Surgical  and 
Psychiatric  Procedures 

H.  Harland  Crank,  M.D.,  Houston,  Texas 


10:40  - 1 1 :20  OTOLARYNGOLOGY 

Otitis  Media  with  Effusion 

J.  M.  Robinson,  M.D.,  Houston,  Texas 

11:20  ■ 12:00  PEDIATRICS 

Clinical  and  Pathological  Observations  on  Erythroblastosis 
Bruce  Chown,  M.D.,  Winnipeg,  Canada 

12:15-  1:45  ROUNDTABLE  LUNCHEON 

John  G.  Matt,  M.D.,  Tulsa,  Chairman 


VISIT  THE  COMMERCIAL  EXHIBITS 

The  Commercial  Exhibitors  are  making  a most  important  and  worthwhile  contribution 
to  the  success  of  our  59th  Annual  Meeting.  The  time  you  spend  in  visiting  the  Commercial 
Exhibits  is  time  well  spent.  They  can  provide  your  with  information  in  regard  to  the  many 
products  useful  to  you  in  your  practice  A complete  list  of  Exhibitors  can  be  found  on 
page  183. 
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2:00  - 


2:20  - 


2:40  - 


3:00  - 


3:20- 


3:40  - 


4:00 


Wednesday,  May  21,  19 52 

AFTERNOON  SESSION 

ZEBRA  ROOM,  MUNICIPAL  AUDITORIUM 

BYRON  W.  AYCOCK,  M.D.,  LAWTON,  Chairman 


2:20  RADIOLOGY 

Benign  Greater  Curvature  Gastric  Ulcers 

David  C.  Lowry,  M.D.,  and  John  R.  Danstrom,  M.D.,  Oklahoma  City 

2:40  PSYCHIATRY 

Helping  Your  Patient  Accept  Psychiatric  Referral 
Harold  J.  Binder,  M.D.,  Oklahoma  City 

3:00  PEDIATRICS 

Rabies 

Charles  W.  Freeman,  M.D.,  Oklahoma  City 

3:20  PEDIATRICS 

Some  Current  Thinking  on  Infantile  Colic 
Leonard  L.  Kishner,  M.D.,  Tulsa 

3:40  OBSTETRICS 

A Method  of  Management  for  the  Infertile  Couple 
W.  Carl  Lindstrom,  M.D.,  Tulsa 

4:00  UROLOGY 

Recent  Developments  in  Urology 
Maxwell  A.  Johnson,  M.D.,  Tulsa 

OKLAHOMA  MEDICAL  RESEARCH  FOUNDATION  — RESEARCH 
ACTIVITIES 

Introduction 

Edward  C.  Reifenstein,Jr.,  M.D.,  Director 

Steroidal  Compounds  in  the  Treatment  of  Rheumatoid  Arthritis 
Max  Huffman,  Ph.D. 

Metabolic  Effects  of  Steroid  Hormones 
Charles  D.  Kochakian,  Ph.D. 

Hypogonadism  in  the  Male 
R.  Palmer  Howard,  M.D. 

Hormones  in  the  Treatment  of  Neoplastic  Disease 
Leonard  P.  Eliel,  M.D. 

Hemodynamic  and  Pneumodynamic  Changes  Following  Therapy  In  Chronic 
Cardio  Pulmonary  Disease 
Robert  H.  Furman,  M.D. 

Metabolic  Bone  Disease 
Edward  C.  Reifenstein,  Jr.,  M.D. 
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SCIENTIFIC  EXHIBITS 

Zebra  Room,  Municipal  Auditorium 


The  following  scientific  exhibits  will  be  on  display 
in  the  Zebra  Room  of  the  Municipal  Auditorium,  Monday 
through  Wednesday,  May  19-20-21.  Displays  may  be 
seen  from  9:00  A.M.  to  5:00  P.M. 

1.  Gilbert  L.  Hyroop,  M.D. 

Oklahoma  City 

Surgery  of  the  Hand  and  Plastic  and  Reconstructive 
Surgery. 

Exhibit  will  deal  chiefly  with  hand  surgery  prob- 
lems. Photographs  and  Roentgenograms  of  cases  be- 
fore and  after  hand  surgery  and  some  photographs 
of  actual  surgical  procedures  will  be  shown. 

2.  Oklahoma  State  Department  of  Health 
Oklahoma  City 

Fluoridation  of  Public  Water  Supplies. 

3.  James  W.  Kelley,  M.D. 

Tulsa,  Oklahoma 

Correction  of  Congenital  and  Development  Anomalies 
Presentation  of  different  types  of  congenital  and 
developmental  anomalies,  pre-operative  and  post- 
operative photographs  and  brief  legend  as  to  method 
of  correction. 

4.  Milford  S.  Ungerman,  M.D.  and  Leo  Lowbeer,  M.D. 
Tulsa 

Palliative  Treatment  of  Tic  Douloureux,  Pathology 
of  Tic  Douloureux. 

A statistical  survey  of  the  use  of  Small  Pox 
Vaccine  in  the  Palliative  Treatment  of  Tic  Doulou- 
eux  in  125  unseleeted  cases.  Original  research  by 
Doctors  Ungerman  and  Lowbeer.  Also  pathological 
sections  showing  the  probable  pathology  of  Tic 
Douloureux. 

5.  Department  of  Anesthesiology 
University  of  Oklahoma  School  of  Medicine 
Oklahoma  City 

Techniques  of  Oxygen  Therapy. 

The  physiological  basis  for  Oxygen  Therapy,  its 
indications,  the  apparatus  required  for  various  tech- 
niques of  administration,  and  the  various  advant- 
ages and  disadvantages  of  each.  We  will  attempt  to 
demonstrate  this  by  means  of  posters,  photographs, 
and  actual  samples  of  the  various  types  of  equip- 
ment— masks,  tents,  and  catheters. 

G.  Robert  A.  Hayne,  M.D.  and  Averill  Stowell,  M.D. 
Tulsa 

X-Ray  Diagnosis  of  Brain  Atrophy. 

Forty  x-rays  and  GO  lantern  slides  are  shown 
demonstrating  the  types  of  cerebral  atrophy,  cere- 
bellar and  cortical  atrophy  with  standard  measure- 
ments. 

7.  Department  of  Physical  Medicine  and  Rehabili- 
tion,  V.A.  Hospital  and  Veterans  Administration 
Regional  Office 
Oklahoma  City 

Demonstration  will  consist  of  prosthetic  appliances 
on  amputee  patients.  This  includes  above-the-knee 
and  below-tlie-knee  demonstrations;  demonstrations 
of  bilateral  leg  amputation  stumps  with  the  different 
types  of  artificial  appliances;  and  arm  amputees 
with  several  types  of  prostheses.  Exhibit  will  consist 
of  photographs,  drawings  and  prosthetic  appliances. 


8.  Oklahoma  Division,  American  Cancer  Society 
Oklahoma  City 

Cancer  Film  Facts. 

Posters  will  be  shown  depicting  films  available  for 
professional  and  lay  audiences. 

9.  Henry  H.  Turner,  M.D.,  F.  M.  Lingenfelter,  M.D. 
and  Robert  B.  Howard,  M.D. 

Oklahoma  City 

Radioactive  Iodine  in  the  Diagnosis  and  Treatment 
of  Thyroid  Disorders. 

Demonstration  of  equipment  and  technique.  Pre- 
sentation of  charts  and  graphs  showing  effects  of 
1131  on  various  thyroid  disorders. 

10.  Robert  L.  Anderson,  M.D. 

Tulsa 

Surgical  Treatment  of  Congenital  Heart  Disease. 

Ten  minute  movie  of  the  surgical  procedure,  ex- 
planatory charts,  etc. 

11.  Oklahoma  Associacion  of  Pathologists  and  Okla- 
homa Society  of  Medical  Technologists 
Medical  Technology. 

This  exhibit  pertains  primarily  to  the  background 
of  medical  technology,  including  pamphlets,  etc.  on 
educational  requirements  and  training.  It  will  con- 
tain information  on  the  purposes  and  aims  of  medical 
technologists  in  organized  efforts  to  maintain  the 
standards  approved  by  the  Council  on  Medical  Edu- 
cation and  Hospitals  of  the  American  Medical  Asso- 
ciation. The  purpose  of  the  exhibit  is  to  supply 
specific  and  correct  information  to  members  of  the 
medical  profession  not  directly  associated  with 
clinical  laboratory  work  as  pathologists. 

12.  Oklahoma  State  Department  of  Mental  Health 
Oklahoma  City 

Mental  Health. 

Exhibit  will  reflect  some  work  done  in  the  State 
Hospitals  in  the  department  of  mental  health. 

13.  Oklahoma  State  Heart  Association  Professional 
Education  Committee 

Oklahoma  City 
Cardiovascular  Diseases 

Display  of  literature  available  to  physicians  and 
their  patients  through  the  Oklahoma  State  Heart 
Association. 

14.  George  II.  Kimball,  M.D. 

Oklahoma  City 

Plastic  Surgery. 

Exhibit  will  consist  of  photographs  and  colored 
slides  on  plastic  surgery. 

15.  William  K.  Ishmael,  M.D.,  J.  N.  Owens,  Jr.,  M.D., 
J.  R.  Stacy,  M.D.,  Opal  Betty  Waters,  R.N.  and 
Arthur  A.  Hellbaum,  M.D. 

Oklahoma  City 
Diseases  of  Bones. 

Group  viewboxes  will  be  arranged  with  translucent 
2>anes  over  which  are  placed  x-rays  and  translucent 
type  descriptions  of  the  various  diseases  of  bones. 
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16.  Veterans  Administration  Hospital  Medical  and 
Surgical  Staff 

Oklahoma  City 

Commisurotomy  (Surgical  Correction  of  Mitral 
Stenosis) 

Diagnosis  of  Mitral  Stenosis;  Indictions  for  Com- 
misurotomy;  Cardiac  Catherization  of  the  Heart  to 
Determine  Pressure  and  Oxygen  Saturation  Content 
of  Blood;  Technique  of  Operation  at  which  Left 
Auricle  is  Entered;  Postoperative  Studies. 

17.  P.  E.  Russo,  M.D.,  J.  M.  Parker,  M.D.,  and  D.  L. 
Oesterreicher,  M.D. 

Oklahoma  City 

Investigation  of  Cause  of  Lymphedema  of  the  Upper 
Extremity  after  Radical  Mastectomy. 

Films — venograms  are  made  before  and  after 
surgery  in  eases  of  cancer  of  the  breast.  Certain 


changes  have  been  noted  of  the  axillary  vein  which 
we  believe  may  be  responsible  for  lymphedema  that 
develops  in  some  of  these  patients. 

18.  National  Foundation  for  Infantile  Paralysis 
New  York 

Muscle  Re-Education 

Our  exhibit  consists  of  two  panels  of  pictures 
without  captions  showing  various  stages  of  physical 
therapy  from  heat  treatment  to  walking  exercises. 

19.  J.  Samuel  Binkley,  M.D. 

Cancer  of  Lip,  Tongue  and  Larynx 
Oklahoma  City 

Clinical  classification  of  cancer  of  the  lip,  togue 
and  larynx  by  stage  of  the  disease  with  five  year 
survival  curves  following  treatment  presented  by 
illustrated  charts. 


TECHNOLOGISTS,  PATHOLOGISTS 
TO  MEET  MAY  3 AND  4,  1952 

The  Oklahoma  Society  of  Medical  Technologists,  and  the  Oklahoma  Association  of 
Clinical  Pathologists  will  meet  jointly  in  annual  convention  at  the  Biltmore  Hotel,  Okla- 
homa City,  May  3 and  4,  1952. 

Principal  speaker  for  the  1952  convention  will  be  F.  William  Sunderman,  M.D.,  Director 
of  the  Division  of  Metabolic  Research  of  the  Jefferson  Medical  College,  Philadelphia,  Penn- 
sylvania. His  subject  for  Saturday  afternoon,  May  3,  will  be  “The  Measurements  of  Serum 
Total  Base  and  its  Clinical  Significance.”  Sunday,  May  4,  his  subject  will  be  “Clinical  Hema- 
globinometry.” 

Other  speakers  on  the  program  will  include  a representative  of  the  Oklahoma  Heart 
Association,  and  Robert  H.  Furman,  M.D.,  from  the  Oklahoma  Medical  Research  Founda- 
tion, whose  subject  will  be  “Ultra-centrifuge  Method  of  Lipoid  Determination  in  Relation 
to  Arteriosclerosis.”  Miss  Ann  Adwon,  chief  technologist,  Mercy  Hospital,  Oklahoma  City, 
will  present  a paper  on  “MacNeal’s  Stain  for  Blood  Smears.”  Paul  Snelson  will  discuss  the 
Hill-Burton  Hospital  program  in  relation  to  the  field  of  medical  technology.  Arrangements 
for  other  papers  have  not  yet  been  completed. 

Banquet  entertainment  will  include  a talk  by  Dr.  Nathaniel  L.  Rodgers,  Vance  Air 
Force  Base,  Enid,  Oklahoma,  whose  subject  will  be  announced  later.  Vocal  music  will  be 
rendered  by  Dr.  William  E.  Hubbard  and  Shakesperian  characterizations  will  be  presented 
by  Dr.  Ralph  W.  Hubbard,  both  of  Hubbard  Hospital,  Oklahoma  City.  The  banquet  will  be 
at  7:30  P.M.  on  Saturday,  May  3,  1952.  Registration  will  begin  at  12:30  P.M. 

The  Oklahoma  Society  of  Medical  Technologists  is  organized  under  the  sponsorship  of 
the  Oklahoma  Association  of  Clinical  Pathologists,  having  three  pathologists  who  serve  as 
members  of  its  Technogists,  which  is  sponsored  by  the  American  Society  of  Clinical  Path- 
ologists. Its  members  are  certified  by  the  American  Registry  of  Medical  Techonogists,  which 
was  established  by,  and  is  under  the  sponsorship  of  the  American  Society  of  Clinical  Path- 
ologists. Pre-registration  training  of  Medical  Technologists  must  be  in  schools  accredited 
by  the  American  Medical  Association  and  the  American  Society  of  Clinical  Pathologists. 

Members  of  the  Oklahoma  Medical  Association  who  wish  to  attend  these  sessions  will 
find  a hearty  welcome  awaiting  them. 
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SOCIAL  EVENTS 

PRESIDENT'S  ANNUAL  DINNER  DANCE 
Tuesday,  May  20,  1952 
Persian  Room,  Skirvin  Tower  Hotel 

PROGRAM 

0:00  P.M.  Social  Hour,  Jade  and  Crystal  Rooms,  Skirvin  Hotel 

7:00  P.M.  Dinner,  Persian  Room,  Skirvin  Tower 
Introduction  of  guests  and  officers 

Inaugural  ceremonies  for  A.  R.  Sugg,  M.D.,  Ada,  President 
“Sugar  Pills  and  Quinine,”  an  ddress  by  Edward  F.  Abels, 
Editor,  The  Lawrence  Outlook,  Lawrence,  Kansas 

9:00  P.M.  Dancing,  Persian  Room,  Skirvin  Tower.  Until  1:00  A.M. 

dancing  to  the  music  of 
HENRY  KING  and  his  orchestra 

One  of  America ’s  top  name  bands,  and  popular  Decca  recording  artist,  Henry 
King  and  his  orchestra  will  offer  four  hours  of  dancing  and  entertainment  to  visiting 
physicians  and  their  wives.  Now  playing  at  Houston’s  Shamrock  Hotel,  he  is  best 
known  for  his  famous  hits  “Sibonev, ” “Peanut  Vender,”  “Say  Si  Si,”  “Cachita, ” 

“Jungle  Drums,”  “Havana  is  Calling  Me,”  and  “Tabu.” 

Henry  King 

advance  sale  of  tickets  to  the  Dinner  Dance  . . . 

Tickets  to  the  President’s  Annual  Dinner  Dance  are  limited  to  the  capacity  of  the  Persian 
Room.  The  price  will  he  $7.50  per  person.  This  price  includes  the  social  hour,  dinner,  inaugural 
program,  and  the  Henry  King  dance.  Members  may  purchase  tickets  in  advance  by  sending 
their  check,  payable  to  the  Oklahoma  State  Medical  Association  to  the  Oklahoma  State  Medical 
Association , 1227  Classen,  Oklahoma  City  3,  Oklahoma , Tickets  will  be  available  at  the 
Registration  Desk  as  long  as  they  last. 
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Edwin  F.  Abels 


GOLF 

Those  desiring  to  play  gold  may  insquire  at  the  Registration  Desk  and  arrangements  will  be 
made  for  them  to  play  golf. 


PAST  PRESIDENTS'  BREAKFAST 

A breakfast  honoring  all  Past  Presidents  of  the  Oklahoma  State  Medical  Association  will 
be  held  Monday  Morning,  May  19,  in  the  East  Room,  Mezzanine,  Skirvin  Hotel,  at  8:00  A.  M. 
An  annual  affair,  all  Past  Presidents  are  urged  to  attend. 
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GENERAL  INFORMATION 


HOTEL  ACCOMODATIONS 

Adequate  housing  facilities  have  been  arranged  for  convention  visitors  at  six  of  Oklahoma  City’s  modern  and 
attractive  hotels.  For  hotel  accomodations  please  send  the  reservation  card  in  this  issue  at  the  earliest  date  possible 
to  the  Hotels  Committee,  Oklahoma  State  Medical  Association,  1227  Classen,  Oklahoma  City  3,  Oklahoma.  Please  do 
not  write  hotels  direct.  State  date  of  arrival,  date  of  departure,  the  approximate  time  of  arrival,  type  of  accomoda- 
tion desired  (single,  double,  twin  bedroom,  suite,  etc.),  and  other  pertinent  information.  In  addition  to  first  choice, 
please  state  second  and  third  choice  of  hotels.  As  scientific  sessions  will  be  held  in  the  Auditorium,  there  will  be  no 
headquarters  hotel,  but  all  hotels  are  within  easy  walking  distance  of  the  Municipal  Auditorium. 


REGISTRATION 

Registration  will  open  Monday,  May  19,  in  the  Zebra  Room  of  the  Municipal  Auditorium  at  8:30  A.  M.  Dele- 
gates may  register  both  for  the  House  of  Delegates  and  the  General  Meeting,  in  advance  on  Sunday,  May  18  on  the 
Mezzanine  of  the  Municipal  Auditorium,  beginning  at  12:00  Noon.  Those  in  attendance,  other  than  Delegates,  may 
register  in  advance,  Municipal  Auditorium,  beginning  at  Noon  Sunday,  May  18.  Members  must  present  their  1952 
membership  card  in  the  Oklahoma  State  Medical  Association.  No  dues  for  1952  will  be  accepted  at  the  registration 
desk  except  from  county  society  secretaries.  Visiting  physicians  from  other  states,  members  of  the  armed  forces, 
interns,  residents,  etc.  will  be  accorded  guest  privileges. 


PAST  PRESIDENTS'  BREAKFAST 

A breakfast  honoring  all  Past  Presidents  of  the  Oklahoma  State  Medical  Association  will  be  held  Monday  Morn- 
ing, May  19,  in  the  East  Room,  Mezzanine,  Skirvin  Hotel,  at  8:00  A.  M.  An  annual  affair,  all  Past  Presidents  are 
urged  to  attend. 


ALUMNI  ASSOCIATION 

At  5:00  P.  M.  Sunday,  May  18,  members  of  the  University  of  Oklahoma  School  of  Medicine  Alumni  Association 
will  meet  in  the  O.  U.  Medical  School  Auditorium.  All  physicians  and  their  wives  attending  the  Annual  Meeting  are 
invited  to  attend.  Following  the  program  at  the  Medic-al  School,  the  classes  of  1942,  1932,  1922,  and  1912  will  hold 
their  10  year  reunions. 


RELATED  MEDICAL  MEETINGS 

Many  specialty  organizations  and  other  related  groups  plan  scientific  and  business  meeting  immediately  before 
and  during  the  course  of  the  59th  Annual  Meeting.  The  first  of  May  the  Medical  Technologists  organization  will  hold 
its  state  convention  in  Oklahoma  City  and  the  program  appears  elsewhere  in  this  issue.  The  Medical  Assistants  Society 
will  meet  May  17  and  18  at  the  Biltmore  and  the  Oklahoma  Rheumatism  Society  is  holding  its  annual  session  at  the 
Biltmoie  May  18.  Programs  of  both  organizations  appear  in  this  issue.  The  Alumni  Association  of  the  University 
of  Oklahoma  School  of  Medicine  will  meet  Sunday,  May  18,  at  5:00  P.  M.  at  the  Medical  School  with  10  year  class 
reunions  scheduled  for  that  evening. 


MEMBERSHIP  INVITED  TO  HOUSE  OF  DELEGATES 

All  physicians  interested  in  forming  an  Oklahoma  Chapter  of  the  American  Diabetes  Association  are  invited  to 
attend  a breakfast  at  the  Biltmore  Hotel,  Room  207,  at  8:00  A.  M.,  Tuesday,  May  20. 

Members  of  the  Association  who  are  not  Delegates  or  Alternates  are  especially  invited  and  urged  to  attend  the 
session  of  the  House  as  spectators.  The  House  of  Delegates  will  convene  at  1:00  P.  M.,  Sunday,  May  18,  in  the  Hall 
of  Mirrors,  Municipal  Auditorium.  The  Hall  of  Mirrors  provides  ample  space  for  seating  the  House  of  Delegates  and 
as  many  others  as  may  desire  to  attend. 


PANEL  DISCUSSION  QUESTIONS 


Question  boxes  will  be  provided  for  the  collection  of  questions  to  be  presented  to  the  members  of  the  panel  for  the 
various  discussions  each  day. 


AMERICAN  DIABETES  ASSOCIATION 

All  physicians  interested  in  forming  an  Oklahoma  Chapter  of  the  American 
Diabetes  Association  are  invited  to  attend  a breakfast  at  the  Biltmore  Hotel, 
Room  207,  at  8:00  A.  M.,  Tuesday,  May  20. 
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SKIRVIN  HOTEL 


WOMAN'S  AUXILIARY 

to  the 

Oklahoma  State  Medical  Association 

MAY  18-21 


OKLAHOMA  CITY 


MRS.  ARTHUR  A.  HEROLD  MRS.  DONALD  L.  MISHLER  MRS.  JOHN  A.  WRENN 


SUNDAY,  MAY  18,  1952 

THEME:  “A  Challenge  for  You  in  ’52” 
1:00-3:00 — Registration,  Mezzanine  Floor,  Skirvin  Hotel 
6:00 — Buffet  Dinner  for  the  Executive  Board,  Honor 
guests,  and  those  helping  in  the  convention  plans. 
Home  of  Mrs.  Onis  Hazel 
1704  Elmhurst 
Nichols  Hills 

8:00 — Executive  Board  Meeting 

Home  of  Mrs.  Onis  Hazel 


MONDAY,  MAY  19,  1952 

THEME:  “A  Challenge  for  You  in  '52" 

8:00 — Past  Presidents'  Breakfast 
Regency  Room 
Skirvin  Hotel 

9:00 — Registration,  Mezzanine  Floor,  Skirvin  Hotel 
Information,  Mezzanine  Floor,  Skirvin  Hotel 
10:00 — General  Meeting — Mrs.  Donald  L.  Mishler,  pre- 
siding 

Continental  Room 
Skirvin  Hotel 

All  members  and  visiting  physicians’  wives  wel- 
come. 

Call  to  order — Mrs.  Donald  Mishler,  President  of 
the  Woman's  Auxiliary  to  the  Oklahoma  State 
Medical  Association. 

Pledge  of  Loyalty 

10:05 — Invocation — Mrs.  C.  F.  Paramore,  Shawnee,  Okla. 
10:10 — Greetings — Dr.  L.  Chester  McHenry,  President 
of  the  Oklahoma  State  Medical  Association. 
10:15 — Roll  Call  by  Counties — Mrs.  George  H.  Garrison, 
Secretary-Treasurer  of  the  Woman’s  Auxiliary 
to  the  Oklahoma  State  Medical  Association. 

10:25 — Reading  and  Adoption  of  Minutes. 

10:30 — Introduction  of  State  Officers,  Committee  Chair- 
men, County  Presidents  and  guests. 

Presentation  of  reports  of  all  officers 
Mrs.  Donald  Mishler 

10:20 — Report  of  the  Nominating  Committee: 

Mrs.  John  Wrenn 
President-elect  of  the  Woman ’s 
Auxiliary  to  the  Oklahoma  State 
Medical  Association 

11:25 — Dr.  Alfred  Sugg.  President-elect  of  the  Okla- 
homa State  Medical  Association 
Ada,  Oklahoma 

11:50 — Announcements — Mrs.  Onis  Hazel 
Convention  Chairman 


TUESDAY,  MAY  20,  1952 

THEME:  “A  Challenge  for  You  in  ’52” 

9:00 — Registration — Mezzanine,  Skirvin  Hotel 
Information — Mezzanine,  Skirvin  Hotel 
10:00 — General  Meeting,  Mrs.  Donald  L.  Mishler,  Pre- 
siding 

Call  to  Order 

10:15 — Invocation — Mrs.  S.  E.  Johnson,  Muskogee,  Okla. 
10:10 — Report  of  Credentials 

10:15 — Rill  Call  of  Voting  Delegates,  Mrs.  George  Gar- 
rison 

10:30 — Mrs.  Ridings  E.  Lee,  Vice-President  of  Southern 
Medical  Auxiliary, 

Dallas,  Texas 
10:50 — Unfinished  Business 
11:00 — Memorial  Service — Mrs.  W.  K.  West, 

Oklahoma  City,  Oklahoma 
11:10 — New  Business 

11:20 — Dr.  James  Stevenson,  Delegate  to  the  American 
Medical  Association, 

Tulsa,  Oklahoma 
11:40 — Election  of  Officers 

11:55 — Installation  of  Officers,  Mrs.  Hugh  Perry,  Past 
President  of  th.e  Oklahoma  State  Medical  Asso- 
ciation Auxiliary. 

12:10 — Other  Business 
12 : 20 — Adjournment 

1:00 — Luncheon — Style  Show,  by  Balliet 's,  Crystal  and 
Ballinese  Rooms,  Skirvin  Hotel. 

Mrs.  Don  H.  O ’Donoghue,  Presidinig 
President  of  the  Auxiliary  to  the 
Oklahoma  County  Medical  Society 
7:00 — Annual  President  Inaugural  Dinner-Dance — 
Persian  Room,  Skirvin  Hotel 

WEDNESDAY,  MAY  21,  1952 

THEME:  “A  Challenge  for  You  in  ’52” 

9:30 — Breakfast — Crystal  Room,  Skirvin  Hotel. 

Post  Convention  (School  of  Instruction)  Board 
Meeting,  Mrs.  John  Wrenn,  Presiding.  Includes 
all  State  Officers,  Chairmen  of  Committees, 
Council  Presidents  and  Presidents-Elect. 

CONVENTION  COMMITTEES 

Convention  Chairman Mrs.  Onis  Hazel 

Registration Mrs.  Harold  J.  Binder 

Tickets Mrs.  George  S.  Bozalis 

Publicity Mrs.  Robert  B.  Howard 

Luncheon Mrs.  Ray  M.  Balveat 

Transportation Mrs.  Mark  R.  Everett 

Past  Presidents - Mrs.  Neil  Woodward 

Entertainment Mrs.  Charles  Bondurant 

Hospitality Mrs.  P.  K.  Graening 
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COMMERCIAL  EXHIBITS 


A.  S.  ALOE  COMPANY 
St.  Louis,  Missouri 
Booth  58 

Visit  Booth  58  where  the  Aloe  representa- 
tive, Forrest  T.  Pever,  will  show  you  a cross 
section  of  the  complete  stock  of  physicians’ 
equipment  and  supplies  carried  by  the  A.  S. 
Aloe  Company.  Highlighted  will  be  new 
model  Steeline — tomorrow’s  treatment  room 
furniture  today — featuring  body  contour 
table  top,  magnetic  door  catches  and  ad- 
vanced design  in  new  decorators’  colors. 

AMES  COMPANY 
Elkhart,  Indiana 
Booth  33 

The  Ames  DIAGNOSTIC  KIT  will  be  fea- 
tured. This  small  kit,  measuring  3x9  inches, 
contains  CLINITEST  — a test  for  urine- 
sugar,  BUMINTEST — a test  for  albumin, 
ACETEST — a test  for  acetone,  and  HEMA- 
TEST — a test  for  occult  blood.  No  extra 
reagents,  equipment,  or  accessories  are 
needed.  This  kit  is  designed  for  the  phy- 
sician’s office,  small  laboratory,  hospital  floor 
use,  etc.  The  Ames  representatives,  Robert 
W.  Dafforn  and  Vincent  J.  Pigors,  will  be 
demonstrating  these  tests. 

BAKER  AUDOGRAPH  COMPANY 
Oklahoma  City,  Oklahoma 
Booth  30 

New  hope  for  the  overworked  medical 
men — thanks  to  Audograph.  In  scores  of  hos- 
pitals throughout  the  country,  busy  sur- 
geons, physicians,  house  officers,  and  interns 
have  found  a new  and  easy  way  to  make 
reports  on  time.  Simply  by  talking  into  a 
small  microphone,  findings,  analyses  and 
reports  are  recorded  quickly,  conveniently, 
permanently  with  the  Gray  Audograph  Elec- 
tronic Soundwriter,  the  most  modern  of  dic- 
tating equipment.  No  more  piling  up  of  post- 
operative reports,  case  histories,  summaries ! 
Records  keep  step  with  performance,  thanks 
to  AUDOGRAPH.  Representatives  at  the 
AUDOGRAPH  booth  will  be  C.  E.  Barrett 
and  Delbert  Cooper. 

R.  0.  BEAMUS  OFFICE  SUPPLIES 
Oklahoma- City,  Oklahoma 
Booth  25 

STENO  by  Crescent,  a complete  dictation- 


transcription  instrument,  will  be  introduced 
to  the  Medical  Profession  by  the  R.  0. 
BEAMUS  OFFICE  SUPPLIES.  We  will 
demonstrate  methods  of  recording  letters, 
conferences,  case  histories  and  other  data. 
Inter-office  communication  and  public  ad- 
dress features  of  STENO  will  also  be  ex- 
plained. The  instrument  offers  the  most 
simple  and  unique  method  of  transcribing 
with  a minimum  amount  of  equipment.  We 
will  also  introduce  the  RECORDIT  EXECU- 
TIVE, a portable  recording-transcribing  in- 
strument, which  is  an  excellent  STENO 
companion.  Our  representatives  will  be  R.  0. 
Beamus,  Herb  Valentine,  Carl  White,  and 
Paul  Blanton. 

BLUE  CROSS  AND  BLUE  SHIELD 
Tulsa,  Oklahoma 
Booth  68 

Theme  of  the  Blue  Cross-Blue  Shield 
booth  will  be  “You’re  the  Doctor”  and  will 
consist  of  a paper  mache  display  of  four  life 
size  people — two  adults  and  two  children.  In 
addition,  poster  material  will  be  attached 
to  the  sides  of  the  booth.  Miss  Velma  Neely 
will  be  in  charge  of  the  booth. 

BURROUGHS  WELLCOME  & CO.  INC. 
Tuckahoe,  New  York 
Booth  31 

B.W.  & C.' 

Featured  at  the  Burroughs- Wellcome  booth 
will  be  ‘AEROSPORIN’  brand  Polymyxin  B. 
Sulfate,  a new  antibiotic  effective  against 
Pseudomonas  aeruginosa  which  destroys 
most  other  gram  - negative  bacilli,  and 
‘POLYSPORIN’  brand  Polymyxin  B— Ba- 
citracin Ointment,  a broad  spectrum  for  all 
pyogenic  infections  including  external  ear 
infections,  styes,  acne,  furuncles  — rarely 
sensitizes — resistance  rarely  develops.  Our 
representatives  will  be  G.  F.  Allen,  R.  T.  M. 
Mauch  and  L.  H.  Frierdich. 


184 


Journal  op  the  Oklahoma  State  Medical  Association 


May,  1952 


CAMEL  CIGARETTES 
New  York,  N.  Y. 

Booth  28 

CAMEL  Cigarettes  will  feature  color  slides 
of  background  data  from  their  newest  re- 
search. After  weekly  examinations  of  the 
throats  of  hundreds  of  men  and  women 
smoking  CAMEL  Cigarettes  exclusively  for 
30  days,  throat  specialists  reported  “Not  one 
single  case  of  throat  irritation  due  to  smok- 
ing CAMELS.” 

Paul  T.  Allen  will  be  the  CAMEL  repre- 
sentative. 

S.  H.  CAMP  AND  COMPANY 
Jackson,  Michigan 
Booth  39 

The  new  Camp-Varco  Pelvic  Traction  Belt 
will  be  presented  as  one  of  the  new  items 
this  year.  Clinical  application  of  this  belt 
will  be  demonstrated,  presenting  a method 
for  application  of  traction  via  pelvic  bones. 
Its  action  tends  to  increase  intervertebral 
space  (though  in  a limited  degree)  and  thus 
decrease  or  remove  pressure  from  nerve 
tissues  being  compressed.  Its  constant  pull 
relaxes  muscle  spasm.  Extremely  practical, 
it  avoids  the  many  undesirable  features  and 
complications  of  skin  traction,  especially 
with  adhesive.  Also  on  display  will  be  a 
complete  line  of  Camp  Anatomical  Supports. 
Attendants,  Mrs.  M.  Agnelly  and  Mr.  L. 
Carr,  will  explain  their  scientific  application 
and  advise  regarding  their  availability  in 
Authorized  Service  departments  of  stores 
throughout  the  country. 

CARNATION  MILK  COMPANY 
Los  Angeles,  Calif. 

Booth  57 

You  are  cordially  invited  to  visit  the  Car- 
nation Company  Booth  57  where  you  will 
see  an  attractive  Trans-Illumination  of  the 
Carnation  Experimental  Farm  near  Seattle, 
Washington.  The  various  uses  of  Carnation 
Evaporated  Milk  for  infant  feeding,  child 
feeding  and  general  diet  purposes  will  be 
explained.  Valuable  and  interesting  litera- 
ture will  be  available  for  you.  Representa- 
tives of  the  company  at  the  booth  will  be 
R.  W.  Kenagy,  William  J.  Miller,  Eugene 
Mitchell,  William  R.  Wooton,  and  William  A. 
Shulz. 

CENTRAL  X-RAY  AND  SURGICAL 
SUPPLY  COMPANY,  INC. 

Tulsa,  Oklahoma 
Booth  11 

We  plan  to  exhibit  some  of  the  “Enlarged 
Image”  Radiographs  made  with  the  Philips 
Rotating  Anode  Tube  with  the  0.3mm  focal 


spot.  Also  some  Philips  X-Ray  Equipment. 

Representatives  will  be  Dewey  M.  Parker 
and  Hazel  M.  Parker. 

CHILCOTT  LABORATORIES,  INC. 

Morris  Plains,  New  Jersey 
Booth  47 

You  are  cordially  invited  to  inspect  recent 
clinical  data  on  the  use  of  Peritrate,  a new 
drug  for  the  prophylaxis  in  angina,  and 
reports  dealing  with  the  control  of  oral  anti- 
coagulant therapy  with  Simplastin.  Also 
available  is  clinical  information  about  Pro- 
loid,  Tedral  and  Cellothyl.  Representatives 
at  our  booth  will  be  Ireland  F.  Miller  and 
Hans  C.  Pereson. 

CIBA  PHARMACEUTICAL 
PRODUCTS,  INC. 

Summit,  New  Jersey 
Booth  59 

Ciba  Pharmaceutical  Products,  Inc.  invites 
you  to  visit  its  exhibit,  Booth  59,  which  will 
feature  PRISCOLINE  Hydrochloride,  an 
adrenolytic  and  sympathicolytic  agent  that 
produces  peripheral  vasodilation.  Repre- 
sentatives in  attendance,  W.  H.  Timmons, 
C.  J.  Wise,  and  L.  T.  Baker,  will  gladly  dis- 
cuss the  role  of  PRISCQLINE  in  the  treat- 
ment of  peripheral  vascular  disease. 

COCA  COLA  COMPANY 
Atlanta,  Georgia 
Booth  21 

Ice-cold  Coca-Cola  served  through  the 
courtesy  and  cooperation  of  the  Oklahoma 
Coca-Cola  Bottling  Company,  Oklahoma  City 
and  The  Coca-Cola  Company. 

CONNIE’S  PRESCRIPTIION  SHOP 
Oklahoma  City,  Oklahoma 
Booth  35 

Connie’s  Prescription  Shop  will  feature 
Camp  Surgical  Supports,  Lanolave  and 
Omega  Syringes.  As  in  the  past  we  will 
provide  pencils  and  monogram  compliment- 
ary match  folders.  Our  representatives  will 
be  Mrs.  Irene  Altizer,  Mrs.  Maurice  Barr 
and  C.  J.  “Connie”  Masterson. 

CREDIT  SERVICE 
Oklahoma  City,  Oklahoma 
Booth  49 

Credit  Service  has  been  serving  the  Credit 
and  Collection  needs  of  the  Medical  Profes- 
sion of  this  State  for  17  years.  We  are  mem- 
bers of  the  National  Association  of  Medical 
and  Dental  Bureaus,  an  organization  de- 
signed to  study  the  problems  of  credit  of  the 
medical  profession  throughout  the  nation. 
The  personnel  at  this  booth,  Robert  R.  Ses- 
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line,  Robert  F.  Hughes,  C.  B.  “Bill”  Davis, 
are  men  of  experience  in  collection  problems 
and  will  be  glad  to  discuss  with  you  any 
problems  you  may  have  relative  to  the  col- 
lection of  your  delinquent  accounts.  We  are 
bonded  with  1800  members  of  the  Ameri- 
can Collectors  Association  handling  accounts 
throughout  the  United  States,  Canada, 
Alaska,  Hawaii  and  Mexico. 

DICTAPHONE  CORPORATION 
Oklahoma  City,  Oklahoma 
Booth  18 

Distaphone  Corporation  will  have  on  dis- 
play the  revolutionary  new  machine  — the 
TIME-MASTER.  This  machine  records  on 
the  Magic  Dictabelt  an  endless  belt  of  thin 
flexible  unbreakable  plastic.  It  assures  the 
clearest  recording  and  reproduction  of  any 
plastic  dictating  medium.  It  is  the  easiest 
to  use  and  transcribe,  to  mail  and  to  file — 
and  the  cheapest.  Specialized  recording  ma- 
chines also  will  be  displayed  for  use  in  dic- 
tating X-Ray  reports,  pathology  work,  and 
autopsy  reports.  Representatives  at  the 
booth  will  be  M.  P.  Garner,  district  man- 
ager; C.  W.  Fairchild,  branch  manager;  and 
D.  W.  Hagan,  branch  manager. 

DOHO  CHEMICAL  CORPORATION 
New  York,  N.  Y. 

Booth  52 

Representative  at  the  Doho  Chemical  Cor- 
poration booth  will  be  Louis  C.  Cassell. 

Doho  Chemical  Corporation  is  pleased  to 
exhibit  AURALGAN,  the  ear  medication  for 
relief  of  pain  in  OTITIS  MEDIA  and  re- 
moval of  Cerumen;  RHINALGAN,  the  nasal 
decongestant  which  is  free  from  systemic  or 
circulatory  effect  and  equally  safe  to  use  on 
infants  as  well  as  the  aged ; and  the  NEW 
OTOSMOSAN,  the  effective,  non-toxic  ear 
medication  which  if  Fungicidal  and  Bacteri- 
cidal (gram  negative — gram  positive)  in  the 
suppurative  and  aural  dermatomycotic  ears. 
Mallon  Chemical  Corporation,  subsidiary  of 
the  Doho  Chemical  Corporation  is  also  fea- 
turing RECTALGAN,  the  liquid  topical 
anesthesia  for  relief  of  pain  and  discomfort 
in  hemorrhoids,  pruritus  and  perineal  sutur- 
ing. 

EDIPHONE  COMPANY 
Oklahoma  City,  Oklahoma 
Booth  66 

Edison  Televoice  Means  Extra  Time  for 
Doctors.  The  remote  control  features  of  the 
Edison  TeleVoicewriter  for  Clinical  Record- 


ing squarely  meets  the  medical  record  prob- 
lem in  the  doctor’s  office.  Records  made  at 
different  locations  are  automatically  deliv- 
ered in  proper  sequence  to  the  secretary’s 
desk  where  they  can  be  typed  and  filed  im- 
mediately. Edison  Televoice  enables  the  doc- 
tor to  increase  the  quality  of  his  records  100 
per  cent  in  one-third  of  the  time  he  now 
spends.  He  often  saves  over  one  hour  a day. 
Edison  Stations,  located  throughout  the 
Office,  are  an  ever-present,  constant  invita- 
tion to  the  doctor  to  dispatch  his  thoughts 
as  soon  as  his  work  on  each  patient  is  com- 
pleted. They  make  it  easy  to  do.  And  the 
ease  of  talking  his  records  encourages  full 
and  adequate  coverage  of  all  useful  data. 
Moreover,  because  dictation  is  “delivered” 
automatically  right  to  the  secretary’s  desk, 
all  need  for  transporting  notes  and  papers 
to  her  is  eliminated.  Clear,  understandable 
Edison  recording  assures  fast,  accurate  sec- 
retarial transcription,  in  typewritten  form. 
Representatives  will  be  E.  A.  Mitchell  and 
Robert  Grathwol. 

EDWARDS,  THE  SHOE  FOR  CHILDREN 
Philadelphia,  Pennsylvania 
Booth  20 

Our  booth  will  consist  of  a diagram  on  a 
plaque  of  the  component  parts  used  in  Ed- 
wards quality  shoes  for  children.  All  doctors 
are  invited  to  stop  at  our  booth  for  any  in- 
formation desired  as  to  the  construction  and 
fitting  qualities  of  Edwards  shoes  which  we 
are  qualified  to  give  as  this  is  our  52nd  year 
of  building  quality  shoes  for  children  ex- 
clusively. Representatives  at  our  booth  will 
be  Arthur  W.  Beeson,  vice-president;  and 
Kenneth  Stoneman. 

G.  E.  COMPANY,  X-RAY  DEPARTMENT 
Oklahoma  City,  Oklahoma 
Booth  22 

We  plan  to  display  the  new  Model  F In- 
ductotherm  together  with  the  new  Model 
Direct  Writer  Cardioscribe,  as  well  as  a 
complete  line  of  x-ray  supply  items.  Our 
representatives,  J.  O.  Jones,  C.  A.  Bohan, 
V.  R.  Troop  and  E.  R.  Rector,  will  also  be 
on  hand  to  explain  our  interesting  “Maxi- 
service” plan.  Maxiserxice  is  a plan  whereby 
we  enter  into  a monthly  rental  agreement 
on  any  type  of  x-ray  diagnostic  and  thera- 
peutic apparatus.  This  plan  has  been  greatly 
revised  and  will  prove  most  enticing  to  the 
doctor  who  wishes  to  take  advantage  of  a 
rental  plan  with  an  option  to  purchase  any 
time  they  so  desire. 
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GREB  X-RAY  COMPANY 
PICKER  X-RAY  EQUIPMENT 
AND  SUPPLIES 
Oklahoma  City,  Oklahoma 
Booth  42  and  “D” 

The  Greb  X-Ray  Company,  who  are  repre- 
sentatives for  the  Picker  X-Ray  Corpora- 
tion, will  show  the  highly  flexible  PICKER 
CENTURY  Combination  Radiographic  and 
Fluoroscopic  X-Ray  Unit  and  associated  ex- 
clusive accessory  items.  Representatives  of 
the  company  who  will  be  in  the  booth  are 
Rodney  D.  Smith,  John  M.  Miller,  Glenn  F. 
Conger  and  Robert  E.  Miller. 

J.  E.  HANGER  INC. 

Oklahoma  City,  Oklahoma 
Booth  29 

Our  display  will  consist  of  Hanger  Arti- 
ficial Limbs  (legs  and  arms)  for  all  types 
of  amputations,  Bosworth  Orthopedic  Braces, 
and  Truform  Anatomical  Supports,  Wheel 
Chairs,  E and  J Arch  supports,  crutches  and 
canes.  Hanger  representatives  will  be  F.  L. 
Lake,  Mrs.  F.  L.  Lake,  Mrs.  Edith  Tucker, 
Gordon  F.  Johnson  and  Bill  C.  Thomas. 

HOLLAND-RANTOS  COMPANY,  INC. 

New  York,  N.  Y. 

Booth  43 

You  are  cordially  invited  to  inspect  the 
Holland-Rantos  display  feature:  Time-test 
Koromex  Diaphragms,  Jelly,  Cream,  etc.  for 
dependable  conception  control;  Nylmerate 
Jelly  and  adjutant  Nylmerate  Solution  for 
effective  low-cost  treatment  of  vaginal  tri- 
chomoniasis, moniliasis,  leukorrhea.  Our 
representative,  James  Zipen,  will  welcome 
the  opportunity  to  talk  with  you  about  H-R 
products  of  special  interest  to  you. 

R.  P.  KINCHELOE  COMPANY 
Dallas,  Texas 
Booth  53 

The  R.  P.  Kincheloe  Company  of  Okla- 
homa, Louisiana  and  Texas  will  exhibit 
“Keleket”  X-Ray  Apparatus  and  “Cam- 
bridge” Electrocardiographs.  Our  repre- 
sentatives will  be  H.  H.  Kirby  and  Q.  B. 
Schaefer. 

LANTEEN  COMPANY 
Chicago,  Illinois 
Booth  67 

LANTEEN  MEDICAL  LABORATORIES, 
INC.  extend  a cordial  invitation  to  visit 
their  exhibit  in  Booth  67.  Our  representa- 
tives will  be  happy  to  discuss  a recent  im- 
provement in  the  technique  of  contraception 
involving  the  LANTEEN  FLAT  SPRING 


DIAPHRAGM  and  JELLY,  or  any  of  the 
other  well  known  LANTEEN  products. 
W.  A.  Ginocchio  will  be  our  representative. 

LEDERLE  LABORATORIES  DIVISION 
AMERICAN  CYANAMID  COMPANY 
New  York,  N.  Y. 

Booth  1 

You  are  cordially  invited  to  visit  our  ex- 
hibit in  Booth  No.  1,  where  you  will  find  our 
representatives,  T.  B.  Durham,  Jr.,  G.  E. 
Rose  and  R.  T.  Suprlock,  prepared  to  give 
you  the  latest  information  on  Lederle 
products. 

E.  LEITZ,  INC. 

New  York,  N.  Y. 

Booth  17 

E.  Leitz,  Inc.  will  exhibit  and  demonstrate 
microscopes,  photoelectric  colorimeters,  and 
other  scientific  instruments  including  the 
renowned  Ortholux  research  miscroscpe  with 
the  newly  designed  Aristophot  arrangement 
for  photomicrographic  and  photomacro- 
graphic accessories,  for  film  sizes  from 
35mm  to  3)4  x 4)4".  The  Panphot  universal 
camera  microscope  with  combination  illumi- 
nation system  which  may  be  adapted  for 
biological,  metallurgical  and  polarized  light, 
either  transmitted  or  reflected,  will  also  be 
demonstrated. 

Paul  E.  Stubbs  will  be  in  charge  of  the 
booth. 

ELI  LILLY  AND  COMPANY 
Indianapolis,  Indiana 
Booth  55 

Your  Lilly  medical  service  representative, 
W.  N.  Burks,  Bert  Tunnell  or  George  Moore, 
cordially  invite  you  to  visit  the  Lilly  exhibit 
located  in  space  55.  Featured  will  be  a 
demonstration  of  functional  packaging  as  an 
aid  to  medical  practice.  Modern  manufactur- 
ing departments  will  be  illustrated.  Litera- 
ture on  new  therapeutic  developments  will 
be  available. 

J.  B.  LIPPINCOTT  COMPANY 
Philadlephia,  Pennsylvania 
Booth  50 

J.  B.  Lippincott  Company  presents  for 
your  approval,  a display  of  professional 
books  and  journals  geared  to  the  latest  and 
most  important  trends  in  current  medicine 
and  surgery.  These  publications,  written 
and  edited  by  men  active  in  clinical  fields 
and  teaching,  are  a continuation  of  more 
than  100  years  of  traditionally  significant 
publishing.  J.  L.  Rosencrants  will  represent 
the  company  at  our  booth. 
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M & M DIETETIC  LABORATORIES 
Columbus,  Ohio 
Booth  63 

Our  representatives  for  Similac  and  Cere- 
vim,  Mel  Bandle  and  Herbert  Smith,  will  be 
most  happy  to  discuss  with  you  the  merits 
and  use  of  our  products  in  the  field  of  infant 
and  child  nutrition. 

J.  A.  MAJORS  COMPANY 
(W.  B.  SAUNDERS  COMPANY) 

New  Orleans,  Louisiana 
Booth  15 

The  W.B.  SAUNDERS  COMPANY,  Medi- 
cal Publishers,  represented  by  their  South- 
ern Agents,  J.  A.  MAJORS  COMPANY,  will 
occupy  Space  No.  15.  Visiting  doctors  will 
find  on  display  late  books  such  as  “Surgical 
Practice  of -the  Lahey  Clinic”;  Cecil  “Special- 
ties in  General  Medicine”;  Wechsler  “Clini- 
cal Neurology”,  7th  edition ; Callander, 
Anson  and  Maddock  “Surgical  Anatomy,” 
3rd  edition;  Kroger  “Psychosomatic  Gyne- 
cology”; Campbell  “Clinical  Pediatric  Urol- 
ogy” ; Meschan  “Atlas  of  Normal  Radio- 
graphic  Anatomy,”  and  many  others.  In 
charge  of  the  booth  will  be  Jesse  Speight 
and  Jack  McClendon. 

MEAD  JOHNSON  AND  COMPANY 
Evansville,  Indiana 
Booth  16 

MEAD  JOHNSON  AND  COMPANY, 
Evansville,  Indiana,  Booth  16,  will  feature 
Lactum  and  Dalactum,  convenient  formulas 
of  evaporated  milk  containing  Dextri-Mal- 
tose;  three  water-soluble  vitamin  prepara- 
tions, Poly-Vi-Sol,  Tri-Vi-Sol  and  Ce-Vi-Sol ; 
Fer-In-Sol,  a palatable  highly  concentrated 
solution  of  ferrous  sulfate.  Also  Mulcin,  a 
pleasingly  flavored  vitamin  emulsion,  for 
teaspoonful  dosage,  as  well  as  four  Pablum 
cereals,  including  Barley  and  Rice.  Repre- 
sentatives in  attendance,  J.  D.  Parks  and 
Jackson  P.  Adams,  will  be  glad  to  furnish 
information  regarding  the  above  products. 

MEDCO  PRODUCTS  COMPANY 
Tulsa,  Oklahoma 
Booth  40 

The  MEDCOTRON  Stimulator,  for  the 
stimulation  of  innervated  muscle  or  muscle 
groups  ancillary  to  treatment  by  massage, 
is  a low  volt  generator  that  will  generate 
plenty  of  your  interest.  Electric  muscle 
stimulation  is  a valuable  form  of  rehabilita- 
tion therapy.  Be  sure  to  visit  our  booth  for 
a personal  demonstration. 

Representative  will  be  Mark  E.  de  Groff. 


MELTON  COMPANY,  INC. 

Oklahoma  City,  Oklahoma 
Booth  46 

The  Melton  Company,  Inc.  booth  will  fea- 
ture physicians’  supplies.  We  cater  to  doctors 
and  hospitals  in  all  their  needs.  Representa- 
tives at  the  booth  will  be  Tom  Brennan, 
Kermit  Howell,  Joe  Snider,  W.  E.  (Bill) 
Hughes,  Bill  Jones,  and  Lewis  Melanson. 

MID-CONTINENT  SUGICAL 
SUPPLY  COMPANY 
MERKEL  X-RAY  COMPANY 
Tulsa,  Oklahoma 
Booth  4 

We  will  present  surgical  instruments  and 
diagnostic  and  physiotherapy  apparatus. 
Those  in  charge  of  the  booth  will  be  Fred 
C.  Merkel,  John  B.  Kay,  Louis  Reeves,  Vin- 
cent Sheehan,  Norman  Kulsrud,  Oscar  Stew- 
art, Charles  Smith,  Jay  Paul  and  Bob 
Andrews. 

MIDWEST  SURGICAL  SUPPLY  COMPANY 
Wichita,  Kansas 
Booth  27 

Mid-West  Surgical  Supply  Co.,  Inc.  will 
exhibit  the  Model  M SW-660  Liebel-Flar- 
sheim  F.C.C.  approved  and  Council  Accepted 
Short  Wave  Diathemy,  also  one  Model  of  the 
famous  Bovie  Electro-Surgical  Cutting 
Units  and  the  new  Beck-Lee  Cardi-all  direct 
writing  Electrocardiograph,  together  with 
new  Surgical  and  Urological  innovations. 
Our  representatives  will  be  Fred  R.  Cozart, 
Narvin  W.  Cozart  and  Edwin  E.  LaFollette. 

MILES  REPRODUCERS  COMPANY,  INC. 
New  York,  N.  Y. 

Booth  61 

Conversation  while  walking,  riding  or  fly- 
ing, may  now  be  recorded,  undetected,  in- 
suring uninhibited  response.  Miles  patented, 
self-poiveredL  “Walkie-RecordaU”  ^combina- 
tion, Briefcase  Recorder-Reproducer,  weigh- 
ing only  9 lbs.,  includes  built-in  standard 
batteries,  requires  no  external  wires  or 
plugs.  “Walkie-Recordall”  picks  up  and  re- 
cords audible  speech  within  radius  up  to  40 
feet — voice  whispered  into  microphone  or 
telephone  (2-way)  Interviews,  Conference, 
Hearings,  Lectures,  Investigation,  Reports — 
Law  Enforcement  Agencies,  Homes  — Car, 
Train,  Plane.  Filmband-uninterrupted  re- 
cording capacity  up  to  four  hours  on  each 
band  face  constitutes  Case  History  File  of 
individual’s  successive,  periodic  interviews 
and  findings.  Recordings  costing  only  3c  per 
hour  are  Permanent,  Indexed,  Identifiable, 
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Filable,  Mailable.  Desired  portion  selected, 
spontaneously,  without  rewinding.  Compact 
storage.  In  attendance  at  the  booth  will  be 
J.  M.  Kuhlik,  Chief  Engineer,  and  Mrs.  H.  H. 
Kuhlik,  Public  Relations  Manager. 

C.  V.  MOSBY  COMPANY 
St.  Louis,  Missouri 
Booth  56 

Many  new  and  interesting  titles  will  be 
found  at  the  C.  V.  Mosby  Company  Booth 
No.  56,  where  you  are  invited  to  visit  and 
browse  at  your  leisure.  Among  some  of  the 
recent  releases  are : Behrman  “The  Scalp  in 
Health  and  Disease,”  Dieckamann  “The 
Toxemias  of  Pregnancy,”  Dodson-Gilbert 
“Synopsis  of  Genitourinary  Diseases,” 
Francis  “The  Human  Pelvis,”  Lichtenstein 
“Bone  Tumors,”  Paschal  “Visual  Optics,” 
Traut  “Rheumatic  Diseases  in  Therapy  and 
Practice,”  and  many  others.  P.  J.  Stovall 
will  be  in  charge  of  the  booth. 

NATIONAL  DRUG  COMPANY 
Philadelphia,  Pennsylvania 
Booth  48 

The  National  Drug  Company,  pioneer  in 
the  clinical  application  of  resin  therapy,  will 
feature  RESION,  an  intestinal  absorbent; 
RESINANT,  a polyamine  exchange  resin  for 
the  treatment  of  peptic  ulcer;  and  NAT- 
RINIL,  a cation  exchange  resin  for  the  con- 
trol of  edama.  Trained  representatives  will 
be  in  attendance  to  discuss  our  resin  prepar- 
ations and  other  specialties;  ACTH,  Ammi- 
vin,  AVC  Improved,  Benat,  DTP  Vaccine, 
Natolone,  as  well  as  any  of  National’s  vast 
array  of  pharmaceutical  and  bological  prod- 
ucts. Our  representatives  attending  will  be 
C.  M.  Kelly,  J.  W.  Chalmers,  and  D.  A.  Fox. 

ORTHO  PHARMACEUTICAL  CORP. 
Raritan,  New  Jersey 
Booth  32 

ORTHO  cordially  invites  you  to  visit  their 
exhibit  at  Booth  32.  The  ORTHO  display  will 
feature  PRECEPTINR  Vaginal  Gel,  their 
new  product  for  conception  control,  designed 
for  use  without  a vaginal  diaphragm.  PRE- 
CEPTIN'* Vaginal  Gel  has  achieved  an  out- 
standing record  of  clinical  effectiveness  and 
has  been  widely  aclaimed  by  the  medical 
profession.  Your  inquiries  on  PRECEPTIN’* 
Vaginal  Gel  are  invited.  Representatives  will 
be  Noble  S.  Birkett  and  George  Cline. 


PARKE,  DAVIS  AND  COMPANY 
Detroit,  Michigan 
Booth  37 

Medical  Service  Members  of  the  PARKE, 
DAVIS  AND  COMPANY  Staff,  S.  L.  Owens 
and  T.  C.  Lee,  will  be  in  daily  attendance 
at  our  commercial  exhibit  for  consultation 
and  discussion  of  the  various  products  listed 
in  our  Pharmaceutic,  Antibiotic,  and  Bio- 
logic Catalog.  Important  Specialties,  such  as 
Chloromycetin,  S-R,  S-R-D,  Benadryl,  Vita- 
mins, Oxycel,  Thrombin  Topical,  Hynotics, 
and  others  will  be  featured.  You  are  most 
cordially  invited  to  visit  our  exhibit  with  the 
assurance  that  your  personal  interest  will 
indeed  be  very  much  appreciated. 

CHAS.  PFIZER  AND  COMPANY,  INC. 
New  York,  N.  Y. 

Booth  26 

Terramycin,  newest  of  the  broad-spectrum 
antibiotics  forms  a dramatic  central  feature 
of  the  display  of  Chas.  Pfizer  and  Co.,  Inc., 
Brooklyn,  N.  Y.  The  newest  dosage  forms  of 
Terramycin  are  exhibited  and  indications  for 
use  are  described.  Our  representatives  will 
be  John  Stone,  James  Bradley  and  Murl 
Nance. 

PHILIP  MORRIS  AND  CO.,  LTD.,  INC. 

New  York,  N.  Y. 

Booth  51 

Philip  Morris  and  Company  will  show  the 
results  of  research  on  the  irritant  effects  of 
cigarette  smoke.  These  results  show  conclu- 
sively that  Philip  Morris  are  less  irritating 
than  other  cigarettes.  An  interesting  demon- 
stration will  be  made  on  smokes  at  the  ex- 
hibit which  will  show  the  difference  in 
cigarettes.  Fred  Genz  will  be  our  representa- 
tive at  the  meeting. 

PHYSICIANS  SALES  AND  SERVICE  CO. 
Oklahoma  City,  Oklahoma 
Booth  14 

Physicians  Sales  and  Service  Company 
are  featuring  the  new  PIONEER  100-100 
x-ray  made  by  the  Continental  X-Ray  Co., 
Full  wave  rectification  rotating  Anode  tube, 
tilt-top  bucky  table  with  timer,  foot  switch, 
etc.  All  for  $4,045.00 — never  so  much  for  so 
little.  We  are  as  close  as  your  ’phone.  Our 
representatives  will  be  L.  E.  Gleeck,  Glenn 
Evans  and  Gary  Pruitt. 

PIED  PIPER  SHOE  COMAPNY 
Wausau,  Wisconsin 
Booth  3 

A display  of  Pied  Piper  juvenile  shoes 
with  large  illustrations  of  detialed  construe- 
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tion  features  developed  as  the  result  of  ex- 
tensive research,  will  comprise  our  exhibit. 
Pied  Piper  lasts  feature  three  way  toe  room 
and  Pied  Piper  Shoes  are  made  by  the  Good- 
year Welt  Process  with  exclusive  improve- 
ments that  eliminate  the  need  for  a cork  fil- 
ler between  inner  and  outer  soles,  thus  pro- 
viding greater  flexibility  and  preserving  the 
balance  inside  the  shoe.  Cut-open  shoes  will 
be  on  display.  Our  representatives  will  be  - 
J.  C.  Owen,  Mrs.  Della  M.  Harrold,  Mrs. 
Lucille  Kanaly,  Mrs.  Cinnie  Bell  Oldfield. 

A.  H.  ROBINS  COMPANY,  INC. 

Richmond,  Virginia 
Booth  34 

The  A.  H.  Robins  Company  exhibit  is  fea- 
turing DONNATAL,  sedative  - antispas- 
modic;  and  ALLBEE  WITH  C,  capsules 
supplying  “saturation  dosage”  of  the  water- 
soluble  vitamins.  Robins’  Medical  Service 
Representatives,  Charles  E.  Morton  and 
Everett  L.  Cook,  welcome  the  privilege  of 
discussing  with  physicians  attending  the 
Assembly  these  and  other  products  in  the 
company’s  line  of  prescription  specialties. 

SCHERING  CORPORATION 
Bloomfield,  New  Jersey 
Booth  41 

Members  of  the  Oklahoma  State  Medical 
Association  and  their  guests  are  cordially 
invited  to  visit  the  Schering  exhibit  where 
new  therapeutic  developments  will  be  fea- 
utred.  Included  in  this  exhibit  will  be  Pran- 
tal  Methylsulfate,  Schering,  the  first  selec- 
tive anticholinergic  agent  and  Dormison, 
the  new  non  barbiturate  hypnotic.  Schering 
representatives,  Robert  L.  Opp,  Ralph  N. 
Couch  and  James  L.  Wright  will  be  present 
to  discuss  with  you  these  products  as  well  as 
other  products  of  our  manufacture. 

SEALY  MATTRESS  COMPANY 
Memphis,  Tennessee 
Booth  64 

Sealy  will  again  feature  the  FIRM-O- 
REST  Posturepedic  mattress  and  founda- 
tion— the  ideal  adjuvant  to  backache  ther- 
apy. It  provides  a flat  bed  with  no  sag,  acts 
as  a firm  splint  to  the  back,  yet  affords  maxi- 
mum comfort.  The  JUNIOR  Posturepedic 
mattress  and  foundation,  designed  especially 
for  young  peqple  between  the  ages  of  4 and 
16  years,  is  shown  for  the  first  time.  Neil  K. 
Barton  will  be  in  charge  of  the  exhibit. 

G.  D.  SEARLE  AND  COMPANY 
Chicago,  Illinois 
Booth  36 

You  are  cordially  invited  to  visit  the 


Searle  booth  where  our  representatives, 
Frank  R.  Cotten  and  Thomas  R.  Sellers,  will 
be  happy  to  answer  any  questions  regarding 
Searle  Products  of  Research.  Featured  will 
be  Banthine,  the  true  anticholingeric  drug 
for  the  treatment  of  peptic  ulcers;  Drama- 
mine,  for  the  prevention  and  active  treat- 
ment of  motion  sickness ; and  Alidase,  Searle 
brand  of  hyaluronidase  which  permits  sub- 
cutaneous feedings  at  intravenous  speed. 
Other  time  proven  products  of  Searle  Re- 
search on  which  information  may  be  ob- 
tained are  Searle  Aminophyllin  in  all  dosage 
forms,  Metamucil,  Ketochol,  Floraquin,  Kio- 
phyllin,  Diodoquin,  Pavatrine,  and  Pava- 
trine  with  Phenobarbital. 

SMITH-DORSEY  COMPANY 
Lincoln,  Nebraska 
Booth  54 

Smith-Dorsey  extends  a cordial  invitation 
to  you  and  asks  you  to  make  their  booth  your 
headquarters.  Among  the  new  products  of 
research  which  will  be  featured  are:  1.  NEU- 
TRAZYME  SUPPOSITORIES— a new  ther- 
apy for  Idiopathic  Pruritus  Ani.  2.  CALVA- 
TINE-C — offers  adequate  prenatal  therapy 
in  one  tablet.  3.  PABIRIN — an  improved 
sodium-free  salicylate  for  intensive  therapy. 
4.  VAGISOL  TABLETS—  a unique  modern 
therapy  for  Trichomonas  Infections.  5.  Also 
featured  are  many  new  Injectable  Prepara- 
tions. Those  in  charge  of  the  booth  will  be 
J.  B.  Gillespie,  E.  S.  Florberg,  and  B.  W. 
Chiappini,  professional  service  director. 

E.  R.  SQUIBB  AND  SONS 
New  York,  N.  Y. 

Booth  65 

Squibb  will  feature  Pentids  at  the  Okla- 
homa State  Medical  Association  annual 
meeting.  Pentids  are  the  new  200,000  unit 
penicillin  tablets  (buffered)  formulated  for 
the  convenient  T.I.D.  dosage.  Your  Squibb 
representatives,  R.  J.  Friesen,  S.  E.  Wilson, 
R.  A.  Grantham,  K.  E.  Lisle,  J.  B.  Aycock 
and  G.  F.  Kaiser,  invite  you  to  visit  the 
Squibb  booth  to  discuss  Pentids  and  other 
related  products. 

STUART  COMPANY 
Pasadena,  California 
Booth  62 

The  Stuart  Company  will  feature  their 
three  new  products ; Amvicel,  Hematinic 
Fortified  and  Multivitamin  Drops  with  B12. 
They  will  also  show  other  products  in  the 
nutritional  field.  Representatives  will  be 
Wm.  Y.  Durrett  and  James  E.  Parrott. 
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TRI-STATE  PHARMACEUTICAL  CO. 
Oklahoma  City,  Oklahoma 
Booth  24 

An  Oklahoma  owned  and  operated  pharma- 
ceutical company  distributing  a line  of  fine 
pharmaceutical  specialties  and  parenteral 
products.  Ask  our  representatives,  Pete 
Wheeler,  0.  D.  Stuckey  and  Bob  Honey 
about  “Tribellatol,  Salifon-C  and  Trinutri.” 

UNITED  MEDICAL  EQUIPMENT  CO. 
Kansas  City,  Missouri 
Booth  60 

The  new  Profexray  100  milliampere  100 
kilovolt  tilt  table  with  the  completely  auto- 
matic control  will  be  exhibited  by  the  United 
Medical  Equipment  Company.  Also  on  dis- 
play will  be  the  Cardiotron,  direct  writing 
electrocardiographic  machine;  actual  perma- 
nent electrocardiograms  will  be  made  on 
Cardiotron  scratch  proof  and  moisture  proof 
paper.  Raytheon  Microwave  and  Birtcher 
short  wave  equipment  will  be  shown.  Our 
representatives  will  be  E.  C.  Lipsky  and 
J.  M.  Stover. 

U.  S.  VITAMIN  CORPORATION 
New  York,  N.  Y. 

Booth  44 

See  the  “oil-in-water”  demonstration  of 
liposoluble  vitamins  A and  D made  com- 
pletely water  soluble  ...  a vitamin  technical 
achievement  originated  and  developed  by 
the  U.  S.  Vitamin  Corporation  Research 
laboratories.  Three  pharmaceutical  firsts  . . . 
Vi-Syneral  Vitamin  Drops  — multivitamins 
in  drops  solution;  Vi-Syneral  Injectable — 
multivitamin  parenteral  solution  and  now 
Vi-Aqua  Therapeutic  — aqueous  multivita- 
mins in  capsules  . . . for  more  rapid  absorp- 
tion, greater  therapeutic  activity,  shorter 
treatment  time.  We  cordially  invite  you  to 
our  booth  for  detailed  literature  and  profes- 
sional samples.  Our  representative  will  be 
John  P.  Buchanan. 

UPJOHN  COMPANY 
Kalamazoo,  Michigan 
Booth  23 

It  is  the  sincere  desire  of  the  Upjohn  Com- 
pany to  make  some  definite  contribution  to 
the  success  of  the  1952  meeting.  Stop  by  at 
Booth  23  to  relax  and  discuss  topics  of 
mutual  interest  with  our  representatives, 
Art  Bowman,  Preston  Walker,  Paul  Ballew, 
John  Frye  and  Bill  Johnston. 

VAISEY-BRISTOL  SHOE  COMPANY,  INC. 
Rochester,  New  York 
Booth  13 

Representative  John  Matherly  will  explain 


the  diagnostic  value  of  Jumping  Jack  shoes 
and  the  criteria  for  determining  whether  the 
early  walking  child  is  strengthening  his  foot 
by  proper  foot  function  or  is  possibly  dam- 
aging it  by  walking  poorly.  Jumping  Jack 
shoes  are  not  “corrective”  shoes  but  repre- 
sentatives are  equipped  to  discuss  therapeu- 
tic wedging  which  may  be  installed  in  the 
shoes  by  prescription.  Of  especial  interest  is 
the  Sincock  system  of  determining  the  pre- 
cise amount  of  correction  needed  to  rectify 
a faulty  gait.  Many  doctors  have  lauded 
Doctor  Sincock’s  empirical  method  as 
“genius.” 

WINTHROP-STEARNS,  INC. 

New  York,  N.  Y. 

Booth  38 

WINTHROP-STEARNS,  INC.,  New  York, 
invite  you  to  visit  booth  No.  38,  where  the 
following  products  will  be  featured — TELE- 
PAQUE,  the  new,  highly  effective  and  well 
tolerated  oral  cholecystopaque  medium.  Gives 
denser,  clear  cut  pictures  of  the  gallbladder 
and,  in  a substantial  number  of  cases,  also 
permits  visualization  of  the  biliary  ducts; 
NEOCURTASAL  Iodized,  trustworthy  salt 
without  sodium,  with  the  addition  of  0.01 
per  cent  potassium  iodide;  MILIBIS  SUP- 
POSITORIES, new,  highly  effective  specific 
against  trichonomonal,  monilial,  bacterial 
(nongonococcal)  and  mixed  vaginitis.  P.  R. 
Kirk,  V.  C.  Moreland  and  G.  W.  Shilling  will 
be  in  charge  of  the  booth. 

WYETH,  INC. 

Philadelphia,  Pennsylvania 
Booth  45 

Wyeth  Incorporated  extends  to  you  a cor- 
dial invitation  to  visit  the  Wyeth  booth  at 
the  May  meeting  of  the  Oklahoma  State 
Medical  Association.  Featured  in  this  exhibit 
will  be  THIOMERINR,  a recently  developed 
mercurial  diuretic  for  subcutaneous  injec- 
tion, and  WYDASER,  Wyeth’s  highly  puri- 
fied hyaluronidase  which  has  proved  so  use- 
ful in  office  practice  for  the  treatment  of 
ankle  sprains,  simple  fractures,  hematomas, 
tendinitis  and  bursitis.  Trained  representa- 
tives will  be  on  hand  to  discuss  and  supply 
literature  concerning  many  other  widely 
prescribed  Wyeth  ethical  specialties  as 
IronateR,  SevetolR,  Sebella*,  BepleteR  with 
Belladonna,  PhenerganR,  SulfoseR,  Ampho- 
jelR,  PondetsR  and  TubexR.  *Trademark. 

Our  representatives  will  be  T.  J.  Vaughn, 
W.  W.  Bush,  H.  K.  Lloyd,  C.  Tredway,  R. 
Parr,  A.  Kincaid,  M.  Brown,  R.  Woods,  and 
H.  A.  Dicken. 
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OKLAHOMA  RHEUMATISM  SOCIETY 
Biltmore  Hotel 
SUNDAY,  MAY  18,  1952 


8:30  A.M.  Registration 

9:00  A.M.  Experience  with  Intra-Articular  Adminis- 
tration of  Compound  F 

J.  N.  Owens,  Jr.,  M.D.,  Oklahoma  City 

Home  Care  in  Arthritis 

S.  Y.  Andelman,  M.D.,  Tulsa 

Low  Dosage  Terramyein  and  Other 
Antibiotics 

J.  R.  Ricks,  M.D.,  Oklahoma  City 

Degenerative  Arthritis  of  Cervical  Spine 
M.  D.  Levy,  Jr.,  M.D.,  Houston,  Texas 

■ 

12:15-2:00  P.M.  Luncheon — Questions  and  Answers 


2:00  P.M.  Recent  Orthopedic  Developments  in  Arth- 
ritis, Including  Osteotomy  of  the  Spine  in 
Spondylitis 

E.  D.  McBride,  M.D.,  Oklahoma  City 

Activities  of  Arthritis  and  Rheumatism 
Foundation 

Gideon  K.  deForest,  M.D.,  New  York, 
N.  Y. 

Roundtable  discussion  on  recent  drugs  and 
development  of  treatment  of  arthritis,  in- 
cluding nitrogen  mustard,  pregnancy 
plasma,  etc. 

M.  D.  Levy,  M.D.,  E.  Goldfain,  M.D., 
W.  K.  Ishmael,  M.D.  and  Doctor  Rich- 
ardson. 


LIFE  MEMBERSHIP 


(TEMPORARY  PROVISIONS) 

Petitions  for  Life  Membership  under  temporary  pro- 
visions of  the  By-Laws,  Chapter  I,  Section  3,  sub-section 
(C),  have  been  filed  in  the  Executive  Office  for  the  fol- 
lowing and  the  Council  recommends  their  approval  by 


the  House  of  Delegates: 

H.  D.  Boswell,  M.D Henrvetta 

Elizabeth  Chamberlain,  M.D Bartlesville 

J.  B.  Clark,  M.D Coalgate 

J.  E.  Cochran,  M.D Byars 

Itobert  D.  Cody,  M.D Centrahoma 

Emory  S.  Crow,  M.D Olustee 

Henry  A.  Ellis,  M.D Kiowa 

Alfred  H.  Hathaway,  M.D _ Mountain  View 

Finis  \V.  Henderson,  M.D Tulsa 

Walter  Johnson,  M.D Ardmore 

J.  L.  Lehew,  Sr.,  M.D Pawnee 

Silas  S.  Mohrman,  M.D Tulsa 

L.  C.  Presson,  M.D Tulsa 

M.  B.  Scott,  M.D.  (Deceased) Delaware 

Barton  H.  Watkins,  M.D Hobart 

Llewellyn  G.  Wolf,  M.D Okarche 


AMALGAMATIONS 

The  following  have  made  application  for  amalgama- 
tion. All  requirements  have  been  met  and  the  petitions 
are  in  order  for  presentation  to  the  Council  and  House 
of  Delegates: 

Cherokee-Adair  Counties. 

Cleveland-McClain  Counties. 

Hughes-Seminole  Counties. 


LIFE  MEMBERSHIP 

Petitions  for  Life  Membership  have  been  filed  in  the 
Executive  Office  for  the  following  and  the  Council 
recommends  their  approval  by  the  House  of  Delegates: 


W.  T.  Andreskowski,  M.D Elk  City 

Udonua  C.  Boon,  M.D.. Chickasha 

Leo  F.  Cailey,  M.D Oklahoma  City 

Wm.  H.  Cook,  M.D Chickasha 

Thomas  B.  Coulter,  M.D Tulsa 

George  M.  Davis,  Sr.,  M.D Bixbv 

John  L.  Day,  M.D Woodward 

D.  S.  Downey,  M.D Chickasha 

Thomas  H.  Flesher,  M.D Edmond 

H.  R.  Haas,  M.D Sapulpa 

L.  A.  Hahn,  M.D Guthrie 

Richard  R.  Johnson,  M.D Sand  Springs 

William  LeBlanc,  M.D Ochelata 

D.  W.  LeMaster,  M.D Wayne 

S.  B.  Leslie,  M.D Okmulgee 

J.  C.  Matheney,  M.D Okmulgee 

W.  C.  Mitchener,  M.D Okmulgee 

Silas  Murray,  M.D Tulsa 

Daniel  Perry,  M.D Tulsa 

Robert  E.  Lee  Rhodes,  M.D Tulsa 

Winnie  M.  Sanger,  M.D Oklahoma  City 

Joseph  G.  Smith,  M.D Bartlesville 

L.  M.  Westfall,  M.D Oklahoma  City 

C.  O.  Williams,  M.D MeAlester 


HONORARY  MEMBERSHIP 

Petitions  for  Honorary  Membership  have  been  filed  in 
the  Executive  Office  for  the  following  and  the  Council 
recommends  their  approval  by  the  House  of  Delegates: 


F.  W.  Ewing,  M.D Muskogee 

George  A.  LaMotte,  M.D Oklahoma  City 

Horace  Reed,  M.D Oklahoma  City 

L.  S.  Willour,  M.D MeAlester 
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COUNCILOR  REPORTS 


ANNUAL  REPORT  OF  COUNCILOR, 

DISTRICT  NO.  1 

To  the  House  of  Delegates, 

Oklahoma  State  Medical  Association: 

As  Councilor  of  the  First  District,  in  accordance  with 
the  By-Laws  of  the  Oklahoma  State  Medical  Association, 
1 herewith  submit  my  annual  report : 

Since  our  last  report,  Dr.  Felix  Adams  of  the  State 
Hospital  at  Yinita  was  host  to  the  members  of  District 
No.  1 at  which  meeting  Dr.  Ralph  McGill  gave  an  inter- 
esting talk  on  ‘ ‘ The  State  of  the  Practice  of  Medicine.  ’ ’ 
Doctor  Adams  and  staff,  after  a very  fine  meal,  showed 
the  visiting  doctors  over  the  beautiful  and  efficiently 
run  hospital  which  he  heads. 

Dr.  L.  C.  McHenry  was  a guest  of  the  Ottawa-Craig 
and  the  Wasliington-Nowata  Installation  Banquet.  Doctor 
McHenry  in  his  speech  gave  the  Woman’s  Auxiliary 
much  of  the  credit  for  the  success  of  the  O.S.M.A. 

The  doctors  of  the  Ottawa-Craig  Society  held  their 
40th  ‘ ' Wild  Game  Dinner  ’ ’ at  Ben ’s  Cabin,  on  Grand 
Lake.  Medical  subjects  were  meticulously  avoided  but 
the  dinner  was  well  attended  by  doctors  from  the  First 
District,  Arkansas  and  Missouri.  This  Society  deserves 
great  credit  in  promoting  the  fraternity  and  excellent 
fellowship  among  members  of  our  trreat  profession. 

Respectfully  submitted, 

Forrest  E.  Etter,  M.D. 

Councilor,  District  No.  1 

ANNUAL  REPORT  OF  COUNCILOR. 

DISTRICT  NO.  3 

To  the  House  of  Delegates, 

Oklahoma  State  Medical  Association: 

In  accordance  with  the  By-Laws  of  the  Oklahoma 
State  Medical  Association,  I respectfully  submit  here- 
with, the  annual  report  of  the  activities  of  the  Third 
Councilor  District  for  the  fiscal  year  1951: 

During  the  past  year  your  councilor  has  served  as  a 
memb.er  of  the  Executive  Committee  of  the  Council,  and 
has  attended  all  meetings  of  the  Council  with  the  ex- 
ception of  one  when  it  was  impossible  for  me  to  attend. 

In  October,  1951,  Life  Certificates  were  presented  to 
the  following  in  Logan  County : N.  L.  Cornwell,  M.D. ; 
Dan  F.  Gray,  M.D. ; and  C.  S.  Petty,  M.D. 

A sincere  effort  has  been  made  during  1951,  to  clear 
up  the  remaining  delinquent  Association  members  who 
had  not  paid  the  1951  State  and  A.M.A.  membership 
dues.  At  the  beginning  of  this  drive,  there  were  only 
five  such  members  in  the  Garfield-Kingfisher  County 
District. 

I am  sure  that  each  and  every  District  Councilor  has 
been  interested  in  and  taken  an  active  part  in  the  de- 
velopment of  Blue  Shield  and  Blue  Cross. 

Under  date  of  November  19,  1951,  I.  V.  Hardy,  M.D., 
of  Medford,  Oklahoma,  was  presented  his  50  Year  Pin 
and  Life  Certificate.  This  was  done  as  a part  of  a cele- 
bration held  by  the  Medford  Community  honoring  Doctor 
Hardy  and  Mrs.  Hardy  for  their  many  years  of  service 
given  to  the  community. 

Respectfully  submitted, 

Bruce  R.  Hinson,  M.D. 

Councilor,  District  No.  3 

ANNUAL  REPORT  OF  COUNCILOR. 

DISTRICT  NO.  7 

To  the  House  of  Delegates, 

Oklahoma  State  Medical  Association: 

As  Councilor  of  the  Seventh  District,  in  accordance 


with  the  By-Laws  of  the  Oklahoma  State  Medical  Asso- 
ciation, I herewith  submit  my  annual  report : 

The  source  of  POWER  of  any  kind  is  ORGANIZED 
EFFORT.  Not  only  has  the  management  of  industrial 
enterprises  efficiently  organized  individual  workers,  but 
in  many  instances,  merges  of  industry  have  been  ef- 
fected in  such  a manner  and  to  the  end  that  these  com- 
binations, such  as  the  United  States  Steel  Corporation 
for  example,  have  accumulated  almost  unlimited  power 
in  that  field. 

Practically  every  doctor  in  these  United  States  realizes 
the  value  of  organized  effort  if  he  will  stop  to  think. 
Yet  we  have  many  doctors  right  here  in  Oklahoma  who 
have  either  refused  or  else  have  forgotten  or  neglected 
to  pay  in  their  State  and  National  dues  to  their  organi- 
zation which  is  the  only  opportunity  we  as  doctors  have 
to  exert  any  degree  of  ORGANIZED  EFFORT.  If  there 
ever  was  a time  when  we  doctors  needed  ORGANIZED 
EFFORT,  it  is  now.  Divide  and  conquer  will  always  be 
one  of  the  best  weapons  of  our  would-be  masters. 

One  may  hardly  glance  at  the  news  of  a day’s  events 
without  seeing  a report  of  some  business,  industrial  or 
financial  merger,  bringing  under  one  management  enorm- 
ous resources  and  thus  creating  great  power.  Knowledge, 
general  in  nature  and  unorganized,  is  not  power;  it  is 
only  potential  power — the  material  out  of  which  real 
power  may  be  developed.  Every  form  of  energy  and 
every  species  of  animal  or  plant  life,  to  survive,  must  be 
organized.  The  oversized  animals  whose  bones  have 
filled  Nature’s  bone-vard  through  extinction  have  left 
mute  but  certain  evidence  that  non-organization  means 
annihilation.  From  the  electron  to  the  largest  star  in 
the  universe;  these  and  every  material  thing  in  between 
these  two  extremities  offer  proof  positive  that  one  of 
Nature’s  first  laws  is  that  of  ORGANIZATION. 

It  is  a well  known  fact  that  one  of  the  most  difficult 
tasks  that  any  businessman  must  perform  is  that  of 
introducing  those  who  are  associated  with  him  to  co- 
operate and  co-ordinate  their  efforts  in  a spirit  of  har- 
mony toward  a common  goal.  POWER  ORGANIZA- 
TION, and  SUCCESS  are  practically  synonymous 
terms.  One  grows  out  of  the  other.  Therefore,  any  group 
of  persons  who  has  the  knowledge  and  ability  to  de- 
velop power  through  the  principle  of  harmonious  effort 
can  accomplish  any  reasonable  aim.  Oklahoma  should 
be  above  the  average  in  intelligence,  and  very  learned 
so  far  as  facts  are  concerned  but  obviously,  there  are 
many  who  have  no  conception  of  the  individual  bene- 
fits which  could  accrue  to  them  if  they  would  remember 
the  laws  of  organized  effort. 

In  order  to  make  this  ORGANIZED  EFFORT  most 
effective,  each  individual  in  the  organization  must  estab- 
lish for  himself  a set  of  standards  of  personal  behavior 
and  thoughts.  About  the  best  standard  that  ony  of  us 
have  ever  heard  of  is  the  TEN  COMMANDMENTS. 
Can  you  imagine  the  advantages  we  as  doctors  would 
have  if  every  member  of  our  organization  were  to  live 
by  that  standard,  even  partially?  Think  of  the  POWER 
our  organization  would  have.  It  would  eliminate  all  or 
most  of  the  destructive  results  of  GREED,  JEALOUSY, 
ANGER,  HATRED,  INTOLERANCE,  LYING,  CHEAT- 
ING, STEALING,  and  all  of  those  manifestations  of 
the  lack  of  emotional  control.  It  would  practically  elimi- 
nate the  difficulties  we  have  with  mal-practice  suits,  and 
most  of  our  other  difficulties. 

Our  present  situation  in  regard  to  the  financial  con- 
dition of  the  Blue  Cross  and  Blue  Shield  is  a direct 
result  of  DISHONESTY  among  doctors.  You  may  say 
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that  much  of  it  is  the  fault  of  the  management  of  the 
hospitals.  But  the  doctor  who  sent  the  patient  to  the 
hospital  must  sign  each  of  those  blanks.  If  the  hospital 
has  charged  $250  for  drugs  and  the  doctor  knows  that 
the  patient  only  had  about  $25.00  worth  of  drugs,  he 
doesn’t  have  to  sign  that  blank. 

Each  of  us  “ had  better  look  at  his  hold-card ' ’ in 
regard  to  the  financial  situation  of  the  Blue  Cross  and 
Blue  Shield.  If  that  folds  up  the  dam  is  broken  and 
the  people  of  this  country  will  begin  to  demand  that 
the  Federal  Government  establish  “Compulsory  Health 
Insurance.”  You  can  easily  visualize  the  wild-eyed  glee 
and  the  drooling  mouth  of  the  politicians  who  have  been 
trying  to  control  our  collective  resources  for  many 
years. 

Just  because  most  of  us  are  eating  three  meals  a day 
and  able  to  purchase  a new  car  occasionally  shouldn 't 
lull  us  to  sleep  and  create  a desire  to  “go  it  alone. ’ ’ We 
owe  practically  all  of  our  advantages  and  progress  dur- 
ing the  last  50  years  to  organized  medicine,  the  Ameri- 
can Medical  Association  to  be  specific.  Without  that 
organization  our  standards  of  individual  behavior  would 
be  about  like  they  were  50  years  ago.  By  the  same 
token,  if  every  doctor  would  cooperate  to  the  limit  of 
his  or  her  ability  with  the  A.M.A.  that  organization 
could  help  us  improve  the  standards  of  our  services  to 
the  American  people  enormously.  For  example,  our  Pub- 
lic Policy  Committee  of  the  A.M.A.  could  have  a 30 
minute  program  on  television  once  or  twice  a week 
which  would  tell  the  American  public  many  things  which 
it  should  know  about  the  medical  services,  the  difficulties 
of  the  individual  doctors;  it  could  show  the  public  the 
truth  about  the  vast  majority  of  malpractice  suits  which 
take  place.  I can  see  no  rational  reason  why  anything 
as  great,  good  and  essential  as  the  medical  services  of 
this  country  should  not  be  advertised  to  the  fullest  ex- 
tent while  so  many  worthless  items  are  advertised  over 
television  and  radio  every  day.  The  ignorance  of  the 
general  public  concerning  the  facts  about  the  medical 
services  which  are  available  to  them  is  unbelievable.  They 
could  very  easily  be  told  if  all  doctors  would  cooperate 
to  the  limit  of  their  abilities  with  the  efforts  of  the 
A.M.A.  I have  heard  some  remark  that  they  do  not 
agree  with  the  policies  now  current  in  the  polities  of 
the  organization  so  that  they  may  influence  a correction 
of  those  policies  instead  of  just  “getting  out  of  it.” 


The  chances  are  that  they  would  learn  enough  about  all 
of  the  reasons  for  those  policies  and  may  even  agree 
with  them  by  that  time. 

The  organization  is  our  only  hope  for  success.  That 
applies  on  down  the  line  to  the  State  Medical  Society, 
each  County  Society  and  all  divisions  of  the  organiza- 
tion. No  man  has  a chance  to  enjoy  permanent  success 
until  he  begins  to  look  in  the  mirror  for  the  real  cause 
of  all,  or  most  of  his  mistakes. 

We  see  doctors  who  are  otherwise  very  intelligent  who 
will  tolerate  no  opposition  to  them  or  their  opinions.  If 
someone  doesn ’t  agree  with  them  they  get  mad  and 
walk  out,  pick  up  their  marbles  and  go  home.  Don’t  be 
afraid  of  a little  opposition.  Remember  that  the  “Kite” 
of  success  generally  rises  AGAINST  the  wind  of  AD- 
VERSITY and  not  with  it. 

Respectfully  submitted, 

Ned  Burleson,  M.D. 

Councilor,  District  No.  7 

ANNUAL  REPORT  OF  COUNCILOR, 

DISTRIICT  NO.  11 

To  the  House  of  Delegates, 

Oklahoma  State  Medical  Association: 

As  Councilor  of  the  Eleventh  District,  in  accordance 
with  the  By-Laws  of  the  Oklahoma  State  Medical  Asso- 
ciation, I herewith  submit  my  annual  report: 

Councilor  activities  of  the  Eleventh  District  have  con- 
sisted entirely  of  attending  meetings  of  the  Atoka. 
Bryan,  Coal  and  the  MeCurtain,  Choctaw,  Pushmataha 
counties  societies  for  the  purpose  of  detailing  the  activi- 
ties of  the  Council. 

There  is  no  particular  problem  within  these  societies. 

There  is  a continuing  need  for  missionary  work  to 
explain  the  objections  and  accomplishments  of  the  State 
Association  and  of  the  A.M.A.  A great  deal  of  misunder- 
standing and  resistance  to  the  present  dues  exists  due 
to  lack  of  knowledge. 

The  Atoka,  Bryan,  Coal  Counties  Auxiliary  is  very 
active  and  their  influence  in  the  field  of  Public  Rela- 
tions is  most  gratifying.  The  Auxiliary  of  the  McCur- 
tain,  Choctaw,  Pushmahata  County  Society  has  not  been 
as  active  as  in  previous  years. 

Respectfully  submitted, 

Alfred  T.  Baker,  M.D. 

Councilor,  District  No.  11 


PHARMACEUTICALS 
A complete  line  of  laboratory  con- 
trolled ethical  pharmaceuticals.  Chemists 

to  the  Medical  Profession  since  1903. 


EMMER 


THE  ZEMMER  CO.,  PITTSBURGH  13,  PA.| 


OK-5-52 


COSMETIC  DERMATITIS? 


Clinical  tests  confirm  the  use  of 
AR-EX  Cosmetics  for  hyper-sen- 
sitive skins.  Scented  or  Unscent- 
ed. Send  for  Free  Formulary. 


AR-EX  COSMETICS,  INC.,  1036  W.  VAN  BUREN  ST., 


Free  Diagnostic  Aid 

Table  of  cosmetic  irritants 
and  allergens  — an  aid  in 
diagnosing  cosmetic  sensi- 
tivity — sent  to  physicians  on 
request.  QK  4.51 


CHICAGO  7,  ILL. 
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ANNUAL  AUDIT  REPORT 

Ralph  A.  McGill,  M.D.,  President  December  31,  1951 

Oklahoma  Stats  Medical  Association 
1227  Classen  Street 
Oklahoma  City,  Oklahoma 

Dear:  Sir: 

We  have  completed  an  audit  of  the  financial  records  of  the — 

Membership,  Journal,  Annual  Meeting,  History  of  Medicine,  and  State  Fair  accounts  of 


THE  OKLAHOMA  STATE  MEDICAL  ASSOCIATION 
Oklahoma  City,  Oklahoma 

for  the  period  January  1,  1951  to  December  31,  1951  and 
submit  the  following  exhibits  herewith: 

EXHIBIT  “A”— Balance  Sheet 
EXHIBIT  “B”— Income  and  Expense  Statement 
EXHIBIT  “C” — Schedule  of  Disbursements 
EXHIBIT  “D”— Bank  Reconciliation 
We  wish  to  thank  you  for  this  audit. 

Please  call  on  us  at  any  time  for  additional  service. 

Respectfully  submitted, 

H.  E.  COLE  COMPANY 

OKLAHOMA  STATE  MEDICAL  ASSOCIATION 
Oklahoma  City,  Oklahoma 

EXHIBIT  “A” 

BALANCE  SHEET 
December  31,  1951 


ASSETS 


CURRENT  ASSETS 

Total 

Membership 

Journal 

Annual 

Meeting 

History  of 
Medicine 

State 

Fair 

Bank  

Petty  Cash  

..$38,289.99 

29.32 

$36,455.22 

29.32 

$1,407.56 

None 

$165.34 

None 

$200.00 

None 

$61.87 

None 

TOTAL  CURRENT  ASSETS  

$36,484.54 

$1,407.56 

$165.34 

$200.00 

$61.87 

FIXED  ASSETS 

Furniture  and  Fixtures  

Less  Reserve  for  Depreciation  

..  8,635.21 

..  1,192.32 

8,635.21 

1,192.32 

TOTAL  FIXED  ASSETS  

..$  7,442.89 

$ 7,442.89 

None 

None 

None 

None 

INVESTMENTS 

U.  S.  Government  Bonds  

..  12,398.88 

12,398.88 

None 

None 

None 

None 

TOTAL  ASSETS  

..$58,161.08 

$56,326.31 

$1,407.56 

$165.34 

$200.00 

$61.87 

CURRENT  LIABILITIES 

LIABILITIES 

Accrued  W.H.  Tax  

Accrued  S.S.  Tax  

..$  512.78 

37.04 

$ 345.37 

27.74 

$ 167.41 
9.30 

CURRENT  TOTAL  LIABILITIES  

..$  549.82 

$ 373.11 

$ 176.71 

None 

None 

None 

OPERATING  RESERVE  

...  57,611.26 

55,953.20 

$1,230.85 

$165.34 

$200.00 

$61.87 

TOTAL  LIABILITIES  and  CAPITAL.. 

$56,326.31 

$1,407.56 

$165.34 

$200.00 

$61.87 
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OKLAHOMA  STATE  MEDICAL  ASSOCIATION 
Oklahoma  City,  Oklahoma 

EXHIBIT  “B” 

INCOME  & EXPENSE  STATEMENT 
January  1,  1951  — December  31,  1951 

History 

• Annual  of  State 

Total  Membership  Journal  Meeting  Medicine  Fair 


Cash  Balance  — January  1,  1951 $32,107.02 

Petty  Cash  6.60 

KEVENUE 

Ads  -..$17,785.24 

Dues  58,710.75 

Journal  Copies  22.00 

Journal  Subscriptions 25.50 

Interest  — U.  S.  Bonds  235.00 

Rent  600.00 

Roster 5.00 

Commission  on  A.M.A.  Collections  597. 3S 

Reimbursements : 

Tree  Spraying  5.00 

Traveling  186.83 

Furniture  & Fixtures  162.27 

Public  Policy  Luncheon  215.22 

Telephone  37.65 

Membership  Fund  7,500.00 

Annual  Meeting  Dinner  Dance  2,507.50 

Annual  Meeting  Booth  Space  4,125.00 


TOTAL  REVENUE  $125,133.96 

DISBURSEMENTS  — Schedule  83,428.10 

Furniture  & Fixtures  3,564.84 

Accruals  549.82 

W.H.  & S.S.  Tax  371.53 


$38,319.31 

CASH  RECONCILIATION 

Bank  Balance  $38,289.99 

Petty  Cash  29.32 


$38,319.31 


$31,528.72 

6.60 

$ 491.48 

$124.95 

$200.00 

$61.87 

$58,710.75 

235.00 

600.00 
5.00 

597.38 

17,785.24 

22.00 

25.50 

5.00 

186.83 

162.27 

37.65 

32.50 

5,000.00 

215.22 

2.500.00 

2.475.00 

4.125.00 

$92,107.70 

23,324  22 

9,440.17 

200.00 

61.87 

52,189.24 

3,564.84 

373.11 

242.19 

21,964.03 

176.71 

129.34 

9,274.83 

None 

None 

$36,484.54 

$ 1,407.56 

$ 165.34 

$200.00 

$61.87 

$36,455.22 

29.32 

$ 1,407.56 
None 

$ 165.34 
None 

$200.00 

None 

$61.87 

None 

$36,484.54 

$ 1,407.56 

$ 165.34 

$200.00 

$61.87 

DISBURSEMENTS 

Annual  Meeting  Fund  .. 
Annual  Meetings 

Badges  

Dinner  Dance  

Drafting  Service  

Equipment  & Expense 

Freight  

Guest  Expense  

Hotel  

Lights  & Signs  

Orchestra  

Printing  

Programs  

Rentals  

Travel  

Auditing  

Dues  and  Associations  .. 

Express  & Delivery  

Group  Hospital  Service 

Insurance  

Journal  Fund  


OKLAHOMA  STATE  MEDICAL  ASSOCIATION 
Oklahoma  City,  Oklahoma 

SCHEDULE  OF  DISBURSEMENTS 
January  1,  1951  — December  31,  1951 


Total 

Membership 

Journal 

Annual 

Meeting 

,568.78 

$ 2,568.78 

245.73 

2,151.10 

25.00 

294.35 

12.85 

664.28 

2,627.21 

92.75 

1,000.00 

83.21 

370.16 

857.00 
851.19 

300.00 

102.00 
13.83 

. 270.80 
102.26 
5,000.00 


$ 245.73 

2,151.10 
25.00 
294.35 
12.85 
664.28 


300. 

92 

13 

270. 

102. 

5,000 


00 

,00 

.83 

,80 

.26 


10.00 


2,627.21 

92.75 

1,000.00 

83.21 

370.16 

857.00 

851.19 
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Journal  Engraving  

442.39 

442.39 

Journal  Printing  

11,765.79 

11,765.79 

Legal  

3,471.79 

3,471.79 

Medical  Publications  

70.45 

50.45 

20.00 

Office  Supplies  & Expense  

2,651.79 

2,651.79 

Photographs  & Certificates  

152.05 

141.85 

10.20 

Postage  

917.13 

917.13 

Post  Graduate  Committee 

3,500.00 

3,500.00 

Press  Clipping  Service  

106.30 

106.30 

Refund  of  Dues  

2,088.00 

2,088.00 

Rent  

3,575.00 

3,575.00 

Repairs  

95.25 

95.25 

Safety  Deposit  Box  

Salaries: 

6.00 

6.00 

Executive  Secretary  

10,079.53 

10,079.53 

Associate  Secretary  

5,400.00 

5,400.00 

Editor  

1,200.00 

1,200.00 

Office  

10,111.85 

7,591.85 

2,520.00 

Sign  & Expense  

Sundry : 

69.50 

69.50 

Flowers  and  Miscellaneous  Expense  

124.25 

125.25 

Electricity  for  Air  Conditioning  

120.72 

120.72 

25-50  Year  Pen  Expense 

171.68 

153.44 

18.24 

School  of  Health  Conference  

55.22 

55.22 

Clinical  Society  Expense  

98.31 

98.31 

TAX 

Property  

$ 18.95 

18.95 

Employer’s  Tax  

521.05 

320.26 

200.79 

Social  Security  

278.56 

157.86 

120.70 

Telephone  & Telegraph  

1.033.21 

1.033.21 

Travel  and  Expense  

7,670.83 

7,521.21 

149.62 

TOTAL  DISBURSEMENTS  

$52,189.24 

$21,964.03 

OKLAHOMA  STATE  MEDICAL  ASSOCIATION 
Oklahoma  City,  Oklahoma 


BANK  RECONCILIATIONS 
December  31,  1951 


EXHIBIT  “C” 


MEMBERSHIP  FUND 

The  Liberty  National  Bank  & Trust  Co.,  Oklahoma  City,  Oklahoma 

Balance  per  Bank  Statement  December  31,  1951 

Less  Outstanding  Checks: 


Vouchers  # 

3489 

$ 23.87 

# 

3578 

36.00 

# 

3727 

5.00 

# 

3856 

127.31 

# 

4389 

21.00 

# 

4398 

275.00 

Balance  per  Books,  Dec.  31,  1951 

JOURNAL  FUND 

The  Liberty  National  Bank  & Trust  Co.,  Oklahoma  City.  Oklahoma 

Balance  per  Bank  State,  Dec.  31,  1951 

Less  Outstanding  Checks: 

Voucher  # 4397 

Balance  per  Books,  Dec.  31,  1951 

ANNUAL  MEETING  FUND 

The  Liberty  National  Bank  & Trust  Co.,  Oklahoma  City,  Oklahoma 

Balance  per  Bank  Statement,  Dee.  31,  1951 

Balance  per  Books,  Dee.  31,  1951 

HISTORY  OF  MEDICINE  FUND 

The  Liberty  National  Bank  & Trust  Co.,  Oklahoma  City,  Oklahoma 

Balance  per  Bank  Statement,  Dee.  31,  1951 

Balance  per  Books,  Dec.  31,  1951 

STATE  FAIR  FUND 

The  Liberty  National  Bank  & Trust  Co.,  Oklahoma  City,  Oklahoma 
Balance  per  Bank  Statement,  Dec.  31,  1951 


.$36,943.40 


488.18 

$36,455.22 


.$  1,496.76 

89.20 
.$  1,407.56 


.$  165.34 

.$  165.34 


.$  200.00 
.$  200.00 

.$  61.87 

.$ 


Balance  per  Books,  Dec.  31,  1951 


61.87 
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Ralph  A.  McGill,  M.D.,  President  December  31,  1951 

Oklahoma  State  Medical  Association 
1227  Classen  Street 
Oklahoma  City,  Oklahoma 

Dear  Sir: 

We  have  completed  examination  of  the  books  and  records  of — - 

THE  PUBLIC  POLICY  ACCOUNT 
of  the 

OKLAHOMA  STATE  MEDICAL  ASSOCIATION 
for  the  period  January  1,  1951  to  December  31,  1951,  and  submit  herewith  the  following  exhibits: 

EXHIBIT  “A”— Balance  Sheet 

EXHIBIT  “B” — Statement  of  Cash  Receipts  and  Disbursements 

We  wish  to  thank  you  for  this  audit  and  the  courtesies  extended. 

Please  call  on  us  at  any  time  for  additional  service. 

Respectfully  submitted, 

H.  E.  COLE  COMPANY 


OKLAHOMA  STATE  MEDICAL  ASSOCIATION 
Oklahoma  City,  Oklahoma 

PUBLIC  POLICY  ACCOUNT 

BALANCE  SHEET 
December  31,  1951 

ASSETS 

CURRENT  ASSETS 

Gash  in  Bank  

Petty  Cash  

TOTAL  CURRENT  ASSETS  


EXHIBIT  “A” 


.$  1,346.84 
26.94 

.$  1,373.78 


FIXED  ASSETS 

Furniture  and  Fixtures  ... . $1,029.54 

Less  Reserve  for  Depreciation  193.59 


835.95 


TOTAL  ASSETS  

LIABILITIES 

Operating  Reserve  Fund  

OKLAHOMA  STATE  MEDICAL  ASSOCIATION 
Oklahoma  City,  Oklahoma 

PUBLIC  POLICY  ACCOUNT 


$ 2,209.73 
$ 2,209.73 

EXHIBIT  “B” 


STATEMENT  OF  CASH  RECEIPTS  & DISBURSEMENTS 


January  1,  1951  — December  31,  1951 

Cash  Balance,  January  1,  1^51 $ 9,856.62 

REVENUE 

A.  M.  A.  Plaques  * 55.00 

REIMBUSEMENTS 

Group  Hospital  Insurance  $17.02 

School  of  Health  Conference  Expense  55.22  72.24 


$ 9,983.86 

DISBURSEMENTS 

Advertising  $ 90.00 

Annual  Meeting  Luncheon  215.12 

Clinical  Society  Expense  180.00 

Entertainment  1,868.02 

Express  and  Delivery  457.06 

Legislative  Expense  452.41 

Medical  Service  Society  and  Exhibitors  ’ Expense  479.75 

Office  Supplies  and  Expense  112.33 

Plaques  1 350.00 

Postage  53.96 

School  and  Health  Conference  55.22 

Students  A.  M.  A.  Expense  727.24 

Subscriptions  64.00 
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TAXES 

Federal  Unemployment  $8.17 

Oklahoma  Unemployment  8.64 

Social  Security  8.10 

24.91 

Telephone  and  Telegraph  1,211.97 

Travel  466.93 

“Health  Cases”  176.00 

“The  Truth  about  Communism”  250.00 

“Sooner  Physicians’  Wife” 59.16 

“Dodger,  Me?  Overweight”  - 12.00 

“To  Your  Health”  840.00 

“Tell  Me  Doctor”  464.00 


24.91 


8,610.08 


BALANCE $ 1,373.78 

CASH  RECONCILIATION 

Liberty  National  Bank  & Trust  Company.,  Oklahoma  City,  Oklahoma $ 1,346.84 

Petty  Cash  26.94 


Ledger  Balance  — December  31,  1951  ... 


$ 1,373.78 


THE  NEUROLOGICAL 
HOSPITAL 

2625  West  Paseo 
Kansas  City,  Missouri 


A voluntary  hospital  providing  the  care 
and  treatment  of  nervous  and  mental 
patients,  and  associate  conditions. 


CROLEUM  SUSPENSOID 

Topical  Applicant  Vehicle 


TRADE  MARK  U.  S.  PAT.  OFF. 

. . . non-drying  colloidal  emulsion  . . . flows  readily  . . . frequently 
used  as  a base  for  topical  prescription  of  Sulfur,  Calomel,  Sul- 
fathiozole.  Copper  Sulfate,  others  . . . facilitates  penetration  of 
medicants  ...  an  excellent  non-irritating  dermal  emolient  used 
without  adding  medication. 

SAMPLES  ON  REQUEST 


Chester-Kent#  Inc. 

100  S.  WABASHA,  ST.  PAUL  1,  MINN. 


9 Where  Speed  Is  Paramount 

9 Safety  a Major  Consideration 

9 And  Comfort  an  Essential 

OR 

IN 

ANY  CASE 

Call  8-1536 

FOR  AN 

AERIAL 

AMBULANCE 

BURKE  AVIATION  CORP 

. Oklahoma  City 

Wiley  Post  Airport 

8-1536 
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mino 


r 


increases  cardiac  output 

"improves  exercise  tolerance  by  42  per  cent”' 

, -Jr*/ 


oral 

parenteral 
rectal  dosage  forms 

Indicated  in: 

Dyspnea  of  Congestive  Heart  Failure 
Bronchial  Asthma 
tatus  Asthmaticus 
Pulmonary  Edema 

Control  of  Cheyne-Sfokes  Respiration 
Also  of  value  as:  Peripheral  Vasodilator2 


1.  Kissin,  M.;  Stein,  J.  J.,  and  Adelman,  R.  J.:  Angiology  2:217  (June)  1957. 

2.  Rickies,  J.  A.  J.  Florida  M.A.  38:263 

(Oct.)  1951. 

^Contains  at  least  80%  of  anhydrous  theophylline. 


SEARLE 


RESEARCH  IN  THE  SERVICE  OF  MEDICINE 
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Indicated  in  a wide  range  of  external  ocular 
infections  involving  diverse  structures 
and  tissues  of  the  eye,  Terramycin  Ophthalmic 
preparations  are  effective  and  valuable 
either  as  the  sole  medication  or  as 
an  adjunct  to  oral  Terramycin  therapy. 

It  is  only  in  the  rare  case  that  tht  use  of 
Terramycin  Ophthalmic  Ointment  or  Solution 
is  attended  by  sensitizing  reactions. 


Supplied:  Crystalline  Terramycin  Hydrochloride 

Ophthalmic  Ointment.  5 mg.  per  Gm.  ointment; 
tubes  of  % oz. 

Crystalline  Terramycin  Hydrochloride 
Ophthalmic  Solution,  5 cc.  vials  containing 
25  mg.  for  preparation  of  topical  solutions 
isotonic  with  lacrimal  fluid  and  buffered  to  pH  8.2. 

Terramycin  is  also  available  as  Capsules, 

Elixir,  Oral  Drops,  and  Intravenous. 


ANTIBIOTIC  DIVISION 


zer 


CII  AS.  PFIZER  & CO.,  INC.,  Brooklyn  6,  N.Y. 
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Oklahoma  State  Medical  Assistants  Society 

FOURTH  ANNUAL  CONVENTION 

MAY  16-17-18,  1952 

BILTMORE  HOTEL 
Oklahoma  City,  Oklahoma 


FRIDAY,  MAY  16,  1952 


8:00  P.M.  CONVIVIAL  HOUR— Oklahoma  County  Medical  Assistants  hostesses — 
Honoring  our  out  of  city  guests 


Room  222 


SATURDAY,  MAY  17,  1952 


8:00 

9:00 

9:10 

9:15 

9:25 

9:40 

10:00 

10:30 

12:00 

1:00 

1:30 


4:00 

5:15 


7:30 

8:30 

8:40 

9:00- 


A.M. 


Registration 

Convention  called  to  order 

Invocation . 

Address  of  Welcome  ... 

Response 

Skit 


East  Room 
East  Room 
Bonnie  Swafford 
Mr.  Dick  Graham 
LaVern  Arnold 
East  Room 


Guest  Speaker — "Malpractice  Insurance”  Mr.  Roger  Baimbridge 

Business  Meeting =. Lucile  Swearingen 

(Oklahoma  State  President) 

Luncheon — Compliments  of  Credit  Service — Buffet  Style  ..  ...  Oklahoma  Club 

P.M.  Roll  Call East  Room 

Business  Meeting — Election  of  Officers  Lucile  Swearingen 

(Presentation  of  Award  for  girls  traveling  longest  distance  and  County  Society  reports  and 
awards. ) 

Tour  of  the  Oklahoma  Medical  Research  Foundation  Building  Mr.  Hugh  Payne 

Adjourn 

RECEPTION — Compliments  of  the  Oklahoma  County  Medical  Service  Society 
(Place  and  time  to  be  announced  later.) 

P.M.  Banquet Civic  Room 

Greetings ! Peter  E.  Russo,  M.D. 

Response John  E.  McDonald,  M.D. 

12:00  Dance Lee  Roberts  Orchestra 

(Formats  Optional) 


SUNDAY,  MAY  18,  1952 

9:00  A.M.  Coffee  and  Doughnuts Room  222 

10:00  Convention  called  to  order West  Lounge 

10:10  Invocation Ruby  Kemp 

10:15  Style  Show  presented  by  ROLAND  ORIGINALS  West  Lounge 

11:00  "Past,  Present  and  Future  Medicine”  ...  ....  ...  Lewis  J.  Moorman,  M.D. 

12:00-2:00  P.M.  Luncheon — Compliments  of  Blue  Cross-Blue  Shield  ....  Parlor  "A” 

2:00  Business  Meeting Lucile  Swearingen 

3:00  Installation  of  Officers Parlor  "A” 

3:30  Address  by  new  State  President  Parlor  "A” 

4:00  Adjourn 
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OFFICERS  OF  COUNTY  SOCIETIES,  1952 


COUNTY 

Alfalfa 

Atoka,  Bryan,  Coal 

Beckham 

Blaine 

Caddo 

Canadian 

Carter-Love-Marshall 

Cherokee 

Tri-County  (Choctaw-McCurtain- 
Pushmahata) 

Cleveland-MeClain  (Amalgation  pending) 

Comanche-Cotton 

Creek 

Custer 

East  Central  ( Muskogee, 

Sequoyah,  Wagoner,  McIntosh) 

Garfield-Kingfisher 

Garvin 

Grady 

Grant 

Greer 

Hughes 

Jackson 

Jefferson 1 

Kay-Noble 

Kiowa -Washita 

LeFlore-Haskell 

Lincoln 

Logan 

Northwestern  (Beaver,  Harper, 

Ellis,  Dewey,  Woodward) 

Okfuskee 

Okmulgee 

Oklahoma 


PRESIDENT 
-C.  L.  Benson,  Cherokee 
.Charles  F.  Moore,  Durant 
..H.  D.  Speed,  Sayre 
Robert  C.  Tavlin,  Okeene 
. C.  B.  McMillan,  Gracemont 
-C.  Riley  Strong,  El  Reno 
.Malcolm  Horne,  Ardmore 
.Not  Reported 
Not  Reported 

. Clarence  Mitchell,  Norman 
.J.  N.  Mitchell,  Lawton 
. P.  K.  Lewis,  Sapulpa 
. Paul  B.  Lingenfelter,  Clinton 

.William  Weaver,  Muskogee 
-E.  E.  Talley,  Enid 
.John  A.  Graham,  Pauls  Valley 
. W.  W.  Davis,  Chickasha 
I.  V.  Hardy,  Medford 
. Tom  L.  Wainwright,  Mangum 
Not  Reported 
.11.  M.  Bussey,  Altus 
.John  B.  Jacobs,  Waurika 
-P.  A.  MacKercher,  Ponca  City 
.J.  W.  Finch,  Hobart 
-G.  M.  Hogaboom,  Heavener 
-C.  W.  Robertson,  Chandler 
-Elton  Lehew,  Guthrie 

.Frank  E.  Flack,  Woodward 
-L.  J.  Spickard,  Okemah 
.Not  Reported 
Ralph  A.  Smith 


Osage W.  T.  Manning,  Pawhuska 

Ottawa-Craig Charles  W.  Letcher,  Miami 

Payne-Pawnee H.  G.  Nelson,  Stillwater 

Pittsburgh George  M.  Brown,  Jr.,  McAlester 

Pontotoc Rowe  Bisbee,  Ada 

Pottawatomie Clinton  Gallahar,  Shawnee 

Rogers-Mayes Minor  Gordon,  Claremore 

Seminole Claude  S.  Chambers,  Seminole 

Stephens W.  K.  Walker,  Marlow 

Texas-Cimarron Not  Reported 

Tillman W.  A.  Fuqua,  Grandfield 

Tulsa Marshall  O.  Hart,  Tulsa 


Washington-Nowata 
Woods 


Cole  D.  Pittman,  Bartlesville 
O.  E.  Templin,  Alva 


SECRETARY 
Jack  E.  Fetzer,  Cherokee 
William  A.  Hyde,  Durant 
O.  C.  Standifer,  Elk  City 
Virginia  Curtin,  Watonga 

E.  T.  Cook,  Jr.,  Anadarko 

F.  W.  Hollingsworth,  El  Reno 
Ray  Gravbill,  Ardmore 


Kirk  T.  Mosley,  Norman 
Herbert  Howard,  Lawton 
W.  N.  Hindman,  Sapulpa 
Curtis  B.  Cunningham,  Clinton 

Charles  Fullenwider,  Muskogee 
Roscoe  C.  Baker,  Enid 
Hugh  H.  Monroe,  Pauls  Valley 
Beverly  C.  Chatham,  Chickasha 
F.  P.  Robinson,  Pond  Creek 
J.  B.  Hollis,  Mangum 

E.  J.  Allgood,  Altus 
W.  A.  Heflin,  Waurika 

R.  W.  Gibson,  Ponca  City 
Ralph  S.  Phelan,  Hobart 
Jose  R.  Rigual,  Wister 
Jack  C.  Mileham,  Chandler 
J.  F.  Souter,  Guthrie 

M.  C.  England,  Woodward 
Charles  L.  Reynolds,  Weleetka 

L.  C.  Taylor,  Oklahoma  City 
Mrs.  Muriel  Waller,  Exec.  Sec’y. 
Cody  Ray,  Pawhuska 
John  E.  Highland,  Miami 
Harold  R.  Sanders,  Stillwater 
H.  C.  Wheeler,  McAlester 

S.  P.  Harrison,  Ada 

W.  M.  Gallaher,  Shawnee 
W.  D.  Anderson,  Claremore 
A.  N.  Deaton,  Wewoka 
W.  R.  Cheatwood,  Duncan 

O.  G.  Bacon,  Frederick 
Paul  T.  Strong,  Tulsa 
Jack  Spears,  Exec.  Sec’y. 

H.  E.  Denyer,  Bartlesville 
William  F.  LaFon,  Alva 


THE  JOURNAL 

of  the 

OKLAHOMA  STATE  MEDICAL  ASSOCIATION 


EDITORIALS 


A LOST  GOVERNMENT 


DOCTORS  AS  PATIENTS 


The  people,  once  the  government,  have 
lost  their  sovereignty  and  have  become 
slaves  to  the  government  they  once  possessed. 
They  have  sold  their  liberty  and  independ- 
ence for  subsidies  and  so-called  security.  All 
good  citizens  who  are  mature  in  mind  with 
a normal  sense  of  honor  and  integrity,  are 
conscious  of  the  insults  heaped  upon  them 
by  the  bureaucrats  in  high  places.  How  long 
must  we  endure  the  stupidity  of  an  irrespon- 
sible, extravagant  government  that  insists 
that  the  people  cannot  be  trusted  with  their 
own  local  affairs  including  sacred  personal 
interests  such  as  making  their  own  homes, 
saving  their  own  money,  and  choosing  their 
own  doctors  and  doing  their  own  charity. 

Without  consulting  the  people  or  their 
representatives,  Mr.  Truman  confiscates 
private  property,  while  Mr.  Ewing  proposes 
to  use  one  man’s  money  with  which  to  pay 
another  mans’  hospitalization  costs.  In  plain 
English  it  amounts  to  this — a man  turns 
over  to  a stock  buyer  the  estimated  price  of 
a pig.  The  pig  is  delivered.  Nothing  is  said 
about  the  cost.  But  in  time  the  man  is  noti- 
fied of  the  fact  there  was  a surplus  and 
instead  of  returning  it,  he  is  using  it  to  pur- 
chase a pig  for  someone  else,  perhaps  the 
original  purchaser’s  neighbor  who  never 
works  and  never  saves,  or  perhaps  the  pig 
goes  to  a perfect  stranger. 

Is  this  gross  injustice  due  to  both  decep- 
tion and  theft  or  is  it  the  result  of  plain 
insanity.  Is  there  any  recourse?  Yes,  when 
only  a pig  is  at  stake,  the  offender  is  only 
a stock  buyer,  responsible  for  his  acts.  Not 
so  when  people  are  the  objects  of  concern. 
Mr.  Ewing  is  a bureaucrat.  He  can  take  our 
money,  which  should  be  refunded  and  spend 
it  for  the  so-called  security  of  others  saying 
service  will  not  cost  us  anything.  That  he 
can  do  this  without  batting  an  eye  reveals 
his  opinion  of  our  intelligence. 

How  long,  Oh  Jupiter,  must  we  endure 
such  injustice!  Shall  we  raise  hell  now  and 
call  a halt  or  shall  we  await  the  evil  day 
of  revolution.  In  the  latter  event,  upon 
whose  hands  will  the  blood  be? 


Apropos  the  old  adage  “doctors  are  poor 
patients,”  the  late  Max  Pinner,  M.D.,1  a 
great  pathologist,  clinician,  editor  and  medi- 
cal writer  conceived  the  idea  of  a book  con- 
taining “auto-biographical  sketches  of  dis- 
ease by  physicians.”  In  correspondence  with 
the  writer  in  1946  Doctor  Pinner  stressed 
the  importance  of  broadening  the  term 
“symptoms”  to  include  “the  total  subjective 
experience  of  the  patient  caused  by  the  dis- 
ease.” This  concept  embraced  all  the  emo- 
tional reactions  to  the  patient’s  socio-eco- 
nomic conditions  and  his  thwarted  ambitions 
as  conditioned  by  his  disease. 

This  significant  work  interrupted  by  Doc- 
tor Pinner’s  death  and  later  completed  by 
his  patient  and  friend,  Benjamin  F.  Miller, 
M.D.,1  has  just  come  from  the  press. 

Doctor  Miller,  responding  to  Mrs.  Pinner’s 
request  that  he  finish  the  work  so  well  be- 
gun, gives  expression  to  his  psychological 
gains  and  enlightened  insight  to  the  patient- 
physician  relationship  through  his  experi- 
ence as  Doctor  Pinner’s  patient  and  more 
than  20  hospital  admissions  because  of 
sarcoidosis. 


A perusal  of  this  interesting  book  should 
lead  to  a better  approach  to  the  patient  as  a 
composite  whole  and  may  in  part  explain' 
why  often  doctors  are  considered  poor  pa- 
tients. With  their  knowledge  of  disease  and 
the  inadequately  explored  influence  of  the 
psyche  under  the  stress  of  disabling  illness 
they  weigh  the  attending  physician  with  the 
hair  trigger  and  occasionally  find  him  want- 
ing, particularly  in  the  field  of  human 
understanding  which,  if  fully  encompassed, 
would  render  him  more  humane. 


As  a rule  the  knowledge  of  these  short- 
comings is  artfully  concealed  by  the  phy- 
sician-patient but  occasionally  vague,  unin- 
tentional outcroppings  lead  to  the  belief  that 
doctors  are  not  good  patients  when  in  truth 
the  non-conformity  represents  a masked 
recognition  of  the  fact  that  doctors  may 
prove  to  be  poor  doctors. 

With  discriminating  philosophy,  Amiel2 
said  what  doctors  often  think  when  they  are 
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patients.  “The  principle  grievance  which  I 
have  against  doctors  is  that  they  neglect  the 
real  problem,  which  is  to  seize  the  unity  of 
the  individual  who  claims  their  care.  Their 
methods  of  investigation  are  too  elementary ; 
a doctor  who  does  not  read  you  to  the  bot- 
tom is  ignorant  of  essentials.” 

Perhaps  Pindar  was  right  when  he  said 
the  best  thing  in  the  world  is  wisdom,  and 
in  default  of  wisdom,  science.  The  doctor 
who  does  not  intuitively  divine  the  suffer- 
ing of  the  soul  is  wanting  in  wisdom. 


1.  When  Doctors  Are  Patients.  Edited  by  Max  Pinner.  M.D. 
and  Benjamin  F.  Miller,  M.D.  First  Edition.  New  York,  W.  W. 
Norton  and  Company,  Inc.  1952.  Price  $3.95.  2.  Ameil’s 

Journal  Intime  of  Henri-Frederic  Amiel.  Translated,  with  an 
introduction  and  notes  by  Mrs.  Huifiphrey  Ward,  A.  L.  Burt 
company,  Publishers.  Second  Edition. 

TUBERCULOSIS 

BROWBEATEN  BUT  NOT  WHIPPED 

What  the  tubercle  bacillus  thinks  of  the 
antibiotics  would  make  interesting  reading. 
To  date  it  may  be  said  that  50  years  of 
unceasing  application  of  all  the  various 
preventive  and  therapeutic  measures  con- 
ceived by  human  ingenuity  has  failed  to 
bring  about  full  control  of  this  baffling- 
little  bug. 

There  is  great  danger  of  overestimating 
the  value  of  the  statistical  studies  of  the 
past  50  years.  The  phenomenal  reduction  in 
the  U.  S.  death  rate  is  encouraging  but  the 
whole  story  is  not  to  be  found  in  the  avail- 
able figures.  The  mortality  rate  as  a guide 
has  never  been  fully  dependable. 

In  all  probability  it  will  require  five  or  10 
years  to  determine  the  long  range  efficiency 
of  the  new  therapeutic  agents.  In  the  mean- 
time we  are  reducing  the  death  rate  through 
the  prolongation  of  life,  but  the  rate  may 
rise  again  especially  if  the  ultimate  results 
of  modern  therapy  are  disappointing. 

We  must  not  forget  that  during  World 
War  II  we  sent  millions  of  our  young  men 
into  areas  where  the  tuberculosis  mortality 
rate  was  much  greater  than  that  in  our  own 
country  and  where  infection  with  the 
tubercle  baccilus  was  virtually  100  per  cent. 
Many  tubercle  baccili  returned  with  our  men 
and  the  potential  of  manifest  disease  cannot 
be  determined.  Today  our  soldiers  are  fight- 
ing a fatiguing  war  in  Korea  where  the 
tuberculosis  mortality  rate  is  1,000  per 
100,000  population  as  against  our  present 
rate  of  22.2. 


The  never  ending  war  in  Korea  with  the 
present  replacement  policy  will  greatly  aug- 
ment the  importation  of  these  wary  little 
parasites.  Also  we  must  remember  that  the 
several  hundred  thousand  displaced  persons 
and  the  estimated  five  million  aliens  who 
have  entered  the  U.  S.  illegally,  have  come 
from  areas  where  infection  with  the  tubercle 
bacillus  approaches  100  per  cent.  The  latter 
slip  into  our  country  without  examination. 
Even  the  routine  entrance  examination  of 
the  D.  P.’s  does  not  eliminate  the  hazards  of 
potential  disease.  In  spite  of  the  phenomenal 
progress  we  have  made  toward  the  control 
of  tuberculosis,  and  regardless  of  the  un- 
certain possibilities  of  new  drugs,  physicians 
must  be  realistic  and  guard  against  the  ris- 
ing optimism  that  is  endangering  the  organ- 
ized agencies  in  the  fight  against  this  old 
enemy  of  mankind — this  unpredictable  bug 
full  of  tricks. 

Though  the  mortality  in  this  country  has 
been  cut  to  an  all  time  low,  it  is  doubtful 
if  the  battle  is  half  won.  Time  alone  can  tell. 


SUPPORT  OF  KING  AND  QUEEN 

Princess  Elizabeth,  now  Queen  Elizabeth 
II,  appeared  at  the  Royal  College  of  Sur- 
geons of  England  and  exulted  in  her  admis- 
sion to  Honorary  Fellowship.1 

After  an  intelligent,  generous  and  appre- 
ciative recognition  of  devotion  she  depre- 
cated the  destructive  uses  of  new  found 
scientific  knowledge  and  said : “she  was 
proud  to  be  associated,  as  were  her  father 
and  her  mother,  with  this  College  which 
was  doing  so  much  to  further  the  science 
and  art  of  surgery,  not  only  in  this  country 
but  throughout  the  whole  Commonwealth. 
She  was  especially  glad  to  know  that  plans 
for  the  future  included  a residential  college 
where  80  postgraduate  students,  many  of 
whom  would  come  from  other  parts  of  the 
British  Commonwealth,  might  live  and 
work.” 

Apparently  no  concealed  political  expedi- 
ency, no  suggestion  of  subsidy,  control  or 
coercion.  How  helpful  it  would  be  if  those 
at  the  head  of  our  own  government  could 
vouchsafe  to  us  the  unselfish  recognition  and 
the  humane  vision  of  the  deceased  King  or 
the  new  Queen. 

With  fitting  esteem  the  British  Medical 
Journal  of  February  16,  1952,  in  leading 
articles  extols  the  life  of  King  Ceorge  VI,  la- 
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ments  his  death  and  extends  homage  to  the 
new  sovereign  Elizabeth  II. 


1.  Princess  Elizabeth  at  the  Royal  College  of  Surgeons, 
British  Medical  Journal,  December  22,  1951,  page  1517. 

“THE  DAMNED  HUMAN  RACE ” 

Mark  Twain  said,  “Man  was  made  at  the 
end  of  the  day  when  God  was  tired.” 

Maybe  this  accounts  for  Somerset 
Maughn’s  words  appearing  as  title  to  this 
editorial  note. 

Perhaps  man’s  confusion,  in  the  present 
cockeyed  world  on  the  verge  of  mass  mania, 
is  a belated  testimonial  to  Mark  Twain’s 
observation. 

Thinking  people  would  feel  more  secure 
if  they  knew  just  what  the  wise  Creator  on 
his  great  white  throne  is  thinking. 

The  pastor  of  a church  in  central  London 
worn  with  the  problems  of  the  great  city 
consulted  his  physician.  It  was  discovered 
that  because  of  overwork  he  was  threatened 
with  a nervous  breakdown  and  was  told  to 
take  time  out  for  an  extended  rest.  That 
night  he  dreamed  that  he  went  to  Heaven. 
Requesting  his  escort  to  let  him  see  God  on 
his  great  white  throne,  they  approached  the 
throne  and  found  God  pacing  back  and  forth 
in  front  of  the  throne  wringing  his  hands. 
Shocked  to  find  this  evidence  of  frustation 
he  said,  “What  in  the  world  does  this 
mean?  Why  does  God  seem  to  be  so  upset?” 

The  escort  replied,  “He  has  just  received 
word  that  his  servant  down  in  London  is 
taking  two  weeks  off.” 

When  so  many  people  have  deserted  the 
ranks  of  religion  for  the  camp  of  the  Philis- 
tines, naturally  it  is  time  to  wonder.  Yet 
it  is  interesting  to  recall  that  when  there 
were  only  three  men  in  the  world,  two  of 
them  were  at  war. 

Whether  they  realize  it  or  not,  it  is  com- 
forting that  most  good  physicians  are  still 
in  line  with  the  sermon  on  the  mount. 

WARNING 

A SNAKE  IN  THE  GRASS 

Elmer  L.  Henderson,  chairman  of  the 
Coordinating  Committee  of  the  American 
Medical  Association  warns  the  profession 
against  the  dangerous  propaganda  in  a mov- 
ing story  written  by  Alice  Tisdale  Hobart 


and  published  under  the  intriguing  title  The 
Serpent-Wreathed  Staff.1 

Because  of  the  present  popular  interest 
in  the  progress  of  medicine  and  surgery  and 
the  agitation  concerning  medical  care,  the 
author,  making  use  of  the  profession’s  tra- 
ditional emblem  may  command  a wide  read- 
ing and  because  of  the  socialistic  appeal, 
particularly  in  the  latter  part  of  the  novel, 
the  readers  of  the  Journal  should  know  that 
there  is  such  a book  and  should  be  prepared 
to  answer  any  questions  that  may  arise  be- 
cause of  the  author’s  adroit  approach  to 
socialized  medicine  and  her  bold  advocacy 
of  principles  which  would  rob  both  patient 
and  physician  of  the  benefits  and  satisfac- 
tions inherent  in  medicine  as  a free  enter- 
prise. 

On  the  time  honored  staff  the  serpent 
with  a healing  lick  has  been  replaced  by  one 
with  a venomous  fang.  Physicians  should  be 
on  guard  and  ready  to  warn  their  patients 
against  the  poisonous  bite. 

It  should  be  understood  that  this  is  not 
an  indictment  of  the  author’s  sincerity  but 
a warning  against  her  illy  conceived  medical 
philosophy. 


1.  The  Serpent  Wreathed  Staff.  Alice  Tisdale  Hobart,  Indian- 
apolis, Ind.,  The  Bobbs-Merrill  Company.  1951. 

SUIT  SETTLED 

The  settlement  of  the  Beckham  County 
Medical  Society-Farmers  Union  Cooperative 
Hospital  suit  brings  to  a close  another  chap- 
ter in  the  medical  history  of  a young  state. 

The  controversy  over  the  years  developed 
many  charges  and  counter-charges ; some 
perhaps  well  founded  and  others  loosely 
conceived. 

Controversies  in  medicine  are  nothing 
new,  irrespective  of  whether  they  be  in  the 
field  of  scientific  medicine,  economies  or  the 
body  politic.  Generally  speaking,  the  end 
results  of  controversies  oftentimes  bring 
about  advances.  However,  in  some  instances, 
the  opposite  is  the  end  result. 

Without  attempting  to  prophesy  the  end 
result  of  the  settlement  of  this  controversy, 
it  can  safely  be  said  that  if  both  sides  will 
continue  to  work  toward  a continued  under- 
standing of  each  other’s  problem  on  a mutual 
trustworthy  basis,  it  is  believed  that  there 
will  be  advancement  in  the  spirit  of  medi- 
cine for  not  only  western  Oklahoma  but  the 
State  as  a whole. 
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SCIENTIFIC  ARTICLES 

THE  EISENMENGER  COMPLEX  WITH  A PATENT  DUCTUS 

ARTERIOSUS:  A CASE  REPORT 

Ben  T.  Galbraith,  M.D.,  and  Charles  K.  Holland,  M.D. 

McAlester,  Oklahoma 


In  1897,  Eisenmenger1  described  a type 
of  congenital  heart  disease  similar  to  the 
tetralogy  of  Fallot  but  differing  in  one  im- 
portant point,  namely  the  absence  of  stenosis 
in  the  outflow  tract  from  the  right  ventricle. 
The  pathology,  therefore,  is  simply  a high 
defect  in  the  ventricular  septum,  usually 
with  overriding  of  the  aorta.  The  higher 
pressure  in  the  left  ventricle  results  in  a 
reflex  of  blood  into  the  right  ventricle  during 
systole  and  greater  blood  flow  through  the 
pulmonary  artery.  There  is  also  some  shunt- 
ing of  blood  from  the  right  ventricle  to  the 
aorta  which  may  vary  greatly  in  amount 
from  patient  to  patient  or  in  the  same 
patient  during  the  course  of  the  disease. 

The  clinical  course  of  the  disorder  has  a 
characteristic  pattern.  At  birth,  there  is  no 
cyanosis  and  the  child  appears  normal. 
Several  months,  or  more  often  years  later, 
cyanosis  frequently  develops  and  thereafter 
the  prognosis  is  grave,  the  child  usually  not 
surviving  for  more  than  10  or  12  years  after 
the  onset  of  cyanosis. 

Examination  of  the  lungs  in  any  of  these 
cases  has  shown  obliterative  changes  in  the 
pulmonary  vessels.2.  The  concept  has  been 
advanced  that  cyanosis  is  due  to  improper 
oxygeneration  of  blood  in  the  lungs2  rather 
than  a right  to  left  shunt  of  venous  blood. 
This  explanation  has  been  challenged  re- 
cently, however  because  of  the  studies  in  a 
case  in  which  the  venous  blood  returning 
from  the  lungs  was  analyzed  and  found  to 
show  normal  oxygen  saturation.3  As  might 
be  expected,  no  benefit  has  been  found  from 
the  Blalock-Taussig  operation. 

This  case  is  reported  because  the  Eisen- 
menger Complex  is  one  of  the  rarer  types 
of  cyanotic  congenital  heart  disease,  and 
this  case  in  addition  had  a large  patent 
ductus  arteriosus. 

Case  Report:  This  15  year  old  white 
female  was  first  seen  by  us  on  November  11, 


1951,  at  St.  Mary’s  Hospital,  McAlester, 
Oklahoma.  Her  mother  stated  that  she  had 
“a  little  cold”  and  had  been  listless  for  about 
a week  previously.  She  had  gone  to  Sunday 
School  that  morning  and  returned  home 
complaining  of  being  tired  and  not  feeling 
well.  After  coming  out  of  the  bathroom,  she 
collapsed,  lost  consciousness  for  about  three 
minutes,  and  became  very  blue  and  dyspneic. 
Her  parents  brought  her  to  the  hospital  im- 
mediately. 

The  past  history  revealed  that  she  was 
the  youngest  of  three  children.  There  were 
no  notable  complications  at  the  time  of  the 
mother’s  pregnancy  or  birth  of  the  child. 
The  mother  did  not  have  German  measles 
during  pregnancy.  She  appeared  to  be  a 
normal  child  in  every  way  until  about  four 
or  five  years  of  age  when  she  began  to  have 
“spells”  of  cyanosis  and  dyspnea  on  exer- 
tion. No  “squatting”  after  exercise  was  re- 
called. The  family  physician  described  a 
“heart  murmur”  at  this  time.  She  attended 
school  and  engaged  in  most  of  the  activities 
of  a girl  of  her  age  except  that  strenuous 
exercise  was  avoided.  She  was  examined  by 
two  other  physicians  who  said  she  had  a 
heart  murmur  which,  according  to  a brief 
office  record,  was  a loud  apical  systolic 
mumur.  It  was  suspected  that  she  might 
have  rheumatic  fever.  At  age  11,  a tonsil- 
lectomy was  done.  She  was  said  to  have 
tolerated  the  anesthetic  poorly.  A few  months 
after  the  tonsillectomy,  a mass  was  found 
in  the  left  side  of  her  neck  that  was  excised 
and  found  to  be  a branchial  cleft  cyst.  She 
continued  to  go  to  school  and  develop  fairly 
normally  except  for  mild  syanosis  and 
dyspnea  after  unusual  exertion.  She  failed  to 
menstruate  although  her  breasts  enlarged 
and  her  body  configuration  was  essentially 
normal  for  a girl  of  her  age.  Her  two  older 
brothers  were  healthy  and  there  was  no 
known  incident  of  congenital  heart  disease 
in  the  family. 
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Physical  Examination:  The  patient  was 
a well  nourished  girl  of  stated  age  who  was 
somewhat  small  in  stature.  She  was  moder- 
ately dyspneic,  lying  at  rest.  There  was 
moderate  cyanosis  of  the  face,  neck  and  nail 
beds.  The  lungs  were  normal  to  ausculta- 
tion and  percussion.  The  heart  was  not  en- 
larged. A shock  was  palpable  over  the  pul- 
monic area  synchronous  with  the  second 
heart  sound.  The  pulmonic  second  sound  was 
markedly  accentuated.  Heart  rate  was  130 
per  minute  with  regular  rhythm.  There  was 
a Grade  I or  II  soft  systolic  murmur  at  the 
pulmonic  area.  The  femoral,  radial  and 
brachial  pulsations  were  normal  and  equal. 
Blood  pressure  in  m.m.  of  mercury  was 
130/80.  The  liver  and  spleen  were  not  pal- 
pable. There  was  no  ascites,  edema,  nor 
clubbing  of  the  digits.  Innumerable  petechiae 
were  present  over  the  entire  body. 

Laboratory  data : Rbc  7,240,000 ; hemo- 
globin 134  per  cent;  Wbc,ll,700;  neutro- 
phils, 74;  lymphocytes,  24;  eosinophils,  2. 
Serologic  test  for  syphilis  was  negative. 
Urinalysis  was  normal  chemically  and 
microscopically.  The  arm  to  tongue  circula- 
tion time  with  Decolin  was  ten  seconds. 

Chest  fluoroscopy  showed  increased  prom- 
inence and  convexity  of  the  pulmonary 
artery  segment  of  the  cardiac  silhouette.  In 
the  PA  view,  the  portion  of  the  right  heart 
border  which  is  formed  by  the  right  auricle 
projected  further  laterally  into  the  right 
lung  field  than  is  usually  seen.  The  hilar 
vascular  shadows  were  moderately  increased 
but  no  expansile  pulsations  nor  hilar  dance 
were  detected.  There  was  no  enlargement 
of  the  left  auricle  in  any  view.  The  conclu- 
sions were:  1.  Dilatation  of  the  pulmonary 
artery;  enlargement  of  the  right  ventricle 
and  right  auricle. 

Electrocardiogram:  There  was  prolonga- 
tion of  PR  interval  to  a .22  of  a second.  The 
limb  leads  showed  marked  right  axis  devia- 
tion. The  P waves  were  unusually  tall.  The 
precordial  leads  were  consistent  with  right 
ventricle  hypertrophy. 

Hospital  Course : The  patient  was  kept  at 
bed  and  given  phenobarbital  to  allay  her 
apprehension  and  restlessness.  After  the  ex- 
ertion of  cardiac  fluoroscopy  on  the  second 
hospital  day,  she  became  critically  dyspneic 
and  cyanotic.  This  improved  after  10  or  15 
minutes  of  rest,  oxygen  by  mask,  and  mor- 
phine gr.  1/8.  The  temperature  ranged  be- 
tween 99  and  100  degrees.  The  diagnostic 
impression  at  this  time  was  congenital  heart 


disease,  probably  the  Eisenmenger  Complex. 
It  was  thought  that  a thrombus  had  probably 
formed  somewhere  in  the  heart  or  pulmon- 
ary circulation  so  as  to  increase  the  right 
to  left  shunt  of  blood  and  explain  the  abrupt 
change  for  the  worse.  Arrangments  were 
made  to  send  the  child  to  Barnes  Hospital, 
St.  Louis,  Mo.,  if  her  condition  improved 
sufficiently  to  tolerate  the  trip,  so  that  she 
might  be  further  studied  and  appropriately 
treated  if  treatment  was  possible.  On  the 
third  hospital  day,  she  was  more  deeply 
cyanotic  and  a phlebotomy  withdrawing 
400  cc.  of  blood  was  done  with  some  dif- 
ficulty because  of  hypercoaguability  of  the 
blood.  There  was  no  definite  change  after  the 
procedure.  On  the  fourth  hospital  day,  she 
became  critically  syanotic  and  died  despite 
100  per  cent  oxygen  by  mask  and  later 
under  positive  pressure. 

Autopsy : The  significant  findings  were 
limited  to  the  chest.  There  was  a large 
patent  ductus  arteriosus  measuring  1.5  cm. 
The  right  ventricle  of  the  heart  was  mark- 
edly thickened  and  dilated.  The  right  auricle 
was  also  markedly  dilated.  There  was  no 
obstruction  in  the  outflow  tract  of  the  right 
ventricle  or  pulmonary  artery,  indeed  the 
pulmonary  artery  was  considerably  dilated. 
There  was  a large  high  ventricular  septal 
defect  that  easily  admitted  a finger.  The 
aorta  took  origin  from  both  ventricles.  No 
ante  mortem  thrombi  or  emboli  were  found 
in  the  heart  or  major  pulmonary  vessels. 
Unfortunately,  no  miscroscopic  sections  of 
the  lungs  were  taken. 

Anatomical  Diagnoses:  1.  High  ventricu- 
lar septal  defect  with  overriding  aorta ; 
right  ventricular  hypertrophy ; no  pulmonary 
stenosis  (the  Eisenmenger  Complex). 
2.  Patent  ductus  arteriosus. 

Discussion:  This  case  illustrates  the  usual 
course  of  this  congenital  heart  defect,  which 
is  characterized  by  the  delayed  appearance 
of  cyanosis  and  dyspnea  with  usually  pro- 
gressive symptoms  and  fatal  termination. 
The  cyanosis  is  thought  by  many  to  be  due 
to  changes  in  the  pulmonary  vascular  tree 
and  not  a right  to  left  shunt  of  venous 
blood.  No  satisfactory  corrective  or  paliative 
treatment  of  this  disorder  has  been  devised. 

The  patient  did  not  have  the  usual  mach- 
inery type  of  systolic  and  diastolic  murmur 
heard  in  cases  of  patent  ductus  arteriosus, 
but  the  occasional  absence  of  this  sign  is 
well  recognized.  Because  of  the  higher  pres- 
sure in  the  pulmonary  circuit,  the  blood  flow 
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Figure  1.  Chest  x-ray  taken  one  year  before  death. 
Prominent  pulmonary  artery  segment  present  at  that 
time.  The  right  auricular  enlargement  seen  at  fluoroscopy 
is  not  present  in  this  film. 

through  the  ductus  may  not  have  been  great 
despite  its  large  size.  Indeed,  the  blood  flow 
may  have  been  from  the  pulmonary  artery 
to  the  aorta  during  the  terminal  episode  of 
marked  cyanosis. 

Conclusions : 

1.  A case  of  the  Eisenmenger  Complex 


Figure  2.  Electrocardiogram  taken  three  days  before 
death.  Xote  prolonged  AV  conduction,  tall  peaked  P 
waves  and  prominent  R waves  in  right  sided  chest  leads 
with  a small  Q in  VI. 

with  a large  patent  ductus  arteriosus 
is  presented. 

2.  The  Eisenmenger  Complex  should  be 
suspected  in  a child  that  develops 
cyanosis  several  months  or  years 
after  birth. 
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Figure  3.  View  of  the  right  ventricular  side  of  the  septum  to  show  the  large  defect.  Just  above  the  ventricular 
septal  defect  is  the  dilated  pulmonary  conus.  The  wooden  applicator  is  projected  into  the  aorta  to  demonstrate  the 
overriding. 

Figure  4.  View  of  the  heart  to  show  the  large  patent  ductus  which  is  designated  by  the  probe.  Note  the  large 
size  of  the  ductus  and  the  pulmonary  artery. 
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CHOLESTEROL  AND  ATHEROSCLEROSIS" 

Elmer  R.  Musick,  M.D. 

OKLAHOMA  CITY,  OKLAHOMA 


During  the  past  few  years  we  have  seen 
the  terms  cholesterol  and  atherosclerosis 
closely  linked  together  in  many  investiga- 
tive studies.  This  has  been  due  mainly  to 
the  fact  that  a higher  than  normal  serum 
cholesterol  was  found  by  one  investigator 
in  a majority  of  cases  of  his  series  of  coro- 
nary sclerosis,  and  also  to  the  emphasis  on 
a certain  group  of  diseases  in  which  high 
cholesterolemia  and  atherosclerosis  are  as- 
sociated. 

Many  of  us  have  been  especially  interested 
in  this  subject  although  we  have  been  limited 
in  our  efforts  at  investigative  work.  In  an 
effort  to  clarify  these  correlations,  a review 
of  the  literature,  particularly  investigative 
articles,  has  been  made  in  order  to  under- 
stand any  application  that  there  might  be 
to  the  clinical  management  of  our  patients. 
It  is  upon  such  a basis  that  this  paper  is 
presented. 

Cholesterol  is  chemically  an  alcohol,  re- 
lated to  the  steroid  substances  which  include 
beside  the  sterols,  the  D vitamins,  bile  acids, 
sex  hormones,  saponins,  glucosides  of  digi- 
talis, carcinogenic  substances,  and  the  so- 
called  “organizers  of  the  embryo.” 

It  is  an  essential  of  all  body  fluids  and 
body  cells ; an  important  means  of  transpor- 
tation of  fatty  acids  in  the  blood;  a pre- 
cursor of  cholic  acid ; an  important  source 
of  Vitamin  D ; and  a biological  precursor  of 
the  steroid  hormones. 

It  aids  in  the  absorption  of  fatty  acids 
with  bile  salts  and  bile  acids;  it  is  normally 
present  in  the  neural  sheaths  where  it  acts 
as  an  insulator  along  the  entire  sheath.  It 
may  have  a role  in  cell  permeability  and  in 
immunologic  reactions.  The  red  blood  cells 
are  more  susceptible  to  breakdown  in  a de- 
pletion of  cholesterol. 

We  can  understand  then  that  it  is  a very 
complex  and  important  substance,  with  a 
relationship  to  varied  and  essential  body 
functions. 

Cholesterol  is  obtained  for  use  in  the  body 
from  two  sources:  exogenous  and  endogen- 
ous. The  exogenous  source  is  by  ingested 
food  high  in  cholesterol,  namely,  milk,  but- 
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ter,  cheese,  egg  yolk,  oysters,  animal  fats, 
brains,  liver,  and  sweetbread.  The  endogen- 
ous sources  are  from  the  liver,  skin,  and 
intestine.  The  liver  apparently  has  the  ability 
to  synthesize  cholesterol  from  the  carbohy- 
drate, protein,  and  fat  of  the  body.  The 
method  by  which  the  liver  accomplishes  this 
is  still  unknown. 

The  blood  serum  cholesterol  is  elevated, 
in'  most  instances,  in  a number  of  diseases, 
none  of  which  seem  to  have  anything  else 
in  common  except  this  elevation  and  athero- 
sclerosis. These  diseases  are  diabetes,  neph- 
rotic stage  of  nephritis,  myxedema,  obstruc- 
tive jaundice,  and  xanthomatosis.  We  might 
also  add  another  as  a possibility — coronary 
sclerosis. 

There  are  only  a few  experimental  facts 
that  all  are  agreed  upon:  it  has  been  defi- 
nitely proven  that  high  cholesterol  feedings 
will  elevate  the  serum  cholesterol ; athero- 
sclerosis can  occur  with  a normal  or  below 
normal  serum  level ; the  serum  cholesterol 
is  variable  in  individuals,  and  at  different 
times  of  the  day,  usually  being  highest  about 
four  hours  after  the  meal ; absolute  starva- 
tion will  not  cause  a lowering  of  the  level, 
on  the  contrary  a higher  than  normal  will 
occur.  The  blood  serum  level  can  usually  be 
reduced  by  a fat  free  diet,  a low  cholesterol 
diet,  by  coating  the  bowel  with  mineral  oil, 
and  by  two  foods — the  so-called  “decholes- 
terolizing  foods” — artichokes  and  egg  plant. 
The  reason  for  this  action  by  these  two 
foods  is  unknown.  There  is  usually  decreased 
cholesterol  level  in  infections  and  steator- 
rhea. 

Certain  families  seem  to  have  a higher 
level  of  blood  cholesterol  than  that  which 
is  classed  as  normal,  and  without  apparent 
shortening  of  life  or  more  susceptibility  to 
atherosclerosis. 

It  has  also  been  shown  that  some  sub- 
stances such  as  inositol,  choline,  methionine, 
and  pyridoxine  seem  to  act  as  decholesteroliz- 
ing  agents. 

It  seems  that  the  exogenous  sources  can 
at  least  be  partially  controlled,  but  as  yet 
we  have  no  way  to  control  the  endogenous. 

Summarizing  this  general  problem  Doctor 
Paul  White  and  his  associates,  in  the  study 
of  diet,  serum  cholesterol,  and  coronary 
artery  disease  pointed  out  these  facts: 
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First,  that  the  assumption  has  been  that 
the  serum  cholesterol  was  the  cause  of 
coronary  artery  disease. 

Second,  that  the  serum  cholesterol  was 
dependent  on  the  cholesterol  of  the  food 
intake. 

Third,  that  coronary  artery  disease  is 
higher  in  Americans  than  in  Orientals, 
which  has  not  been  scientifically  proven. 

Fourth,  that  in  that  group  of  diseases 
with  high  cholesterolemia  it  was  also  as- 
sumed that  the  high  serum  cholesterol  was 
the  cause  of  the  atherosclerosis. 

In  his  series  of  coronary  and  non  coronary 
groups  fed  low  cholesterol  diets  he  was  un- 
able to  see  that  any  advantage  was  gained. 

On  the  other  hand  some  investigators  have 
claimed  the  opposite — that  they  did  find  a 
relationship  of  high  cholesterol  diets  to  the 
incidence  of  coronary  sclerosis. 

At  one  time  it  was  felt  that  hypertension 
was  the  probable  cause  of  atherosclerosis. 
Now  it  is  felt  that  they  are  often  associated, 
but  that  neither  is  the  cause  of  the  other. 

We  are  told  that  among  the  daily  nutri- 
tional needs  of  our  bodies  are  certain  essen- 
tial foods  such  milk,  butter,  egg,  and  meat. 
These  foods  are  also  high  cholesterol  foods. 

It  is  difficult  to  understand,  with  our 
present  knowledge  of  cholesterol,  with  its 
many  essential  body  functions  known  and 
perhaps  many  unknown,  how  we  can  say 
that  atherosclerosis  can  be  prevented  by  at- 
tending to  keep  a low  serum  cholesterol, 


either  by  food  intake,  by  feeding  decholes- 
terol izing  foods,  or  by  prescribing  certain 
substances  as  choline  and  inositol.  There 
seem  to  be  other  factors  entering  into  this 
relationship. 

If  we  as  internists  drastically  limit  the 
cholesterol  intake  by  the  elimination  of  es- 
sential foods  for  body  needs,  we  must  face 
the  possiblity  of  altering  the  body  metabol- 
ism to  such  an  extent  that  other  metabolic 
diseases  may  occur. 
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Elmer  E.  Musick,  M.D.,  F.A.C.P.,  Oklahoma  City,  has 
a paper  on  ‘ ‘ Cholesterol  and  Arteriosclerosis  ’ ’ in  this 
issue.  Doctor  Musick,  whose  specialty  is  internal  medi- 
cine, was  graduated  from  Northwestern  University  in 
1922.  He  served  his  residency  and  internship  at  Uni- 
versity Hospital,  Oklahoma  City. 
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Denver  General  Hospital  and  took  a two  year  residency 
in  internal  medicine  at  Kennedy  V.  A.  Hospital,  Mem- 
phis. He  spent  24  months  in  the  service  and  was  a cap- 
tain when  released  from  service. 

Doctor  Holland,  who  also  took  his  residency  at  Ken- 
nedy V.  A.  Hospital,  was  graduated  from  Vanderbilt 
in  1945.  He  interned  at  the  University  of  Alabama 
Hospital.  Doctor  Holland  was  also  a captain  in  the 
army  and  served  20  months  overseas. 

Henry  S.  Browne,  M.D.  wrote  “Transurethral  Pros- 
tatectomy” in  the  June  Journal.  Doctor  Brown,  who  is 
certified  by  the  Board  of  Urology,  was  graduated  from 
■Tulane  in  1914  and  interned  at  Charity  Hospital,  New 


Orleans.  He  is  chief  of  staff  of  the  urology  section  at 
St.  John’s  Hospital,  Tulsa. 

A.  I.  Ortenburger,  Ph.D.  is  professor  of  zoological 
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‘ ‘ Treatment  of  Snake  Bite  ’ ’ is  the  second  he  has  had 
published  in  the  Journal  of  the  Oklahoma  State  Medical 
Association  as  a prior  article  on  snakes  prevalent  in 
Oklahoma. 

E.  E.  Shircliff,  H.D.  and  Howard  C.  Hopps,  H.D., 
both  of  Oklahoma  City,  have  a Clinical  Pathologic 
Conference  in  this  issue  of  the  Journal.  Doctor  Hopps 
is  familiar  to  readers  of  the  Journal  as  his  articles 
have  been  appearing  several  times  each  year  in  the 
Journal.  Doctor  Hopps,  who  is  chairman  of  the  Depart- 
ment of  Pathology  and  Professor  at  the  University  of 
Oklahoma  School  of  Medicine,  has  been  certified  by  the 
Board  of  Pathology.  He  was  graduated  from  the  Uni- 
versity of  Oklahoma  in  1937  and  interned  at  Evanston 
Hospital,  111. 

Doctor  Shircliff  was  graduated  from  the  University  of 
Kansas  in  1939  and  interned  at  Santa  Barbara  General 
Hospital  in  California.  He  took  a four  year  residency 
at  the  Regional  Hospital,  Camp  Swift,  Texas.  Doctor 
Shircliff  served  45  months  in  the  army  in  World  War  II 
and  was  a major. 
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TREATMENT  OF  SNAKE  BITE 


A.  I.  Ortenburger,  Ph.D. 

NORM  AN, OKLAHOMA 


The  people  of  Oklahoma  are  fortunate 
because  most  of  our  60  species  and  sub- 
species of  snakes  are  not  only  harmless  but 
actually  beneficial.  There  are  only  a few 
kinds  of  venomous  snakes  in  the  State.  Of 
these,  five  are  without  doubt  dangerously 
poisonous  and  six  others,  being  smaller,  are 
less  to  be  feared. 

Anyone  who  hikes,  climbs,  fishes  or  camps 
should  know  our  poisonous  snakes.  There 
are  seven  forms  of  rattlesnakes  found  in 
Oklahoma.  Four  are  large  enough  to  be  very 
dangerous  while  the  other  three,  the  massa- 
saugas,  are  small  snakes  (Fig.  1).  The  most 
dangerous  form  in  Oklahoma  is  the  only  too 
common  diamond-back  rattlesnake  (Figs. 

2,  10).  The  timber  rattlesnake  (Figs.  8,  9), 
the  canebrake  rattlesnake,  and  the  prairie 
rattlesnake  (Figs.  3,  11)  may  also  reach 
formidable  size.  The  other  poisonous  snakes 
in  Oklahoma  are  the  cottonmouth  moccasin, 
which  if  large  is  also  quite  dangerous,  and 
the  copperhead  (3  subspecies)  (Fig.  4). 

All  our  poisonous  snakes  are  pit  vipers,1 
so-called  because  of  a noticeable  pit  located 
on  either  side  of  the  head  between  the  ex- 
ternal nasal  opening  and  the  eye  (Figs.  1,  2, 

3,  4,  5,  8).  This  pit  has  been  shown  to  be 
thermo-sensitive.  None  of  our  harmless 
snakes  have  this  pit  (Fig.  7).  The  venom 
produced  by  these  pit  vipers  is  largely  hemo- 
lytic and  endotheliolytic  in  action. 

It  should  be  easy  to  identify  any  of  our 
rattlesnakes  because  they  possess  the  well 
known  rattle  or  at  least  a button  on  the  end 
of  the  tail  (Fig.  6).  The  cottonmouth  moc- 
casin (Fig.  5)  is  commonly  confused  with 
any  of  our  several  harmless  water  snakes 
or  as  they  are  often  called  water  moccasins. 
The  only  easy  way  to  tell  the  difference  be- 
tween the  poisonous  cottonmouth  moccasin 
and  the  ordinary  water  snakes  is  to  see  if 
the  pit  is  present  or  not;  if  there  is  a pit 
the  snake  is  the  cottonmouth.  Copperheads 
(Fig.  4)  are  also  frequently  confused  with 
harmless  snakes.  The  copperhead,  like  our 
other  poisonous  snakes,  also  has  the  pit,  and 
in  addition  a bright  reddish  or  copper- 

There  is  a real  possibility,  however,  that  the  coral  snake  will 
be  found  in  extreme  southeastern  Oklahoma.  It  is  a dangerousl> 
poisonous  form  of  another  group  with  a neurotoxic  type  of 
venom.  There  are  numerous  reports  of  its  presence  in  the  State 
but  these  are  unverified.  It  is  easily  confused  with  two  or  three 
of  our  harmless  snakes. 


colored  head.  Statistically  the  copperhead  is 
the  least  dangerous  of  all  our  poisonous 
snakes,  size  for  size;  of  1089  cases  of  cop- 
perhead bites  reported  for  two  years  there 
were  no  fatalities.  Incidentally,  in  spite  of 
very  common  stories  to  the  contrary,  there 
are  no  poisonous  lizards  in  the  State. 

One  of  the  difficulties  the  medical  man 
encounters  when  a snake  bite  victim  is 
brought  to  him  for  treatment  is  that  the 
person  usually  has  no  idea  what  kind  of 
snake  bit  him.  The  situation  is  often  rend- 
ered difficult  by  the  patient  being  hysterical. 
He  may  feel  certain  that  it  was  a poisonous 
snake  that  bit  him  and  will  imagine  any- 
thing to  prove  his  point.  One  can  only  go 
on  the  assumption  that  it  was  a poisonous 
form  because  to  delay  treatment  would  be 
very  unfortunate. 

If  the  bite  was  that  of  a poisonous  snake 
there  will  have  been  distinct  burning  pain 
felt  from  the  time  of  the  bite.  Even  this  in 
many  instances  is  difficult  to  assess  but 
other  signs  soon  appear.  The  “pain”  from 
the  bite  of  a harmless  snake  is  no  more  than 
that  caused  by  scratching  the  skin  with 
several  needles.  If  a poisonous  snake  has 
been  responsible  for  the  bite,  reddening  and 
swelling  become  apparent  around  the  site 
of  the  wound  within  five  to  10  minutes.  It 
is  often  thought  that  if  the  bite  is  that  of  a 
poisonous  snake  there  will  always  be  two 
clean  easily  seen  puncture  wounds  made  by 
the  fangs.  This  is  not  always  the  case  as  the 
victum  may  jerk  away  and  thus  there  will 
be  a certain  amount  of  tearing  of  the  skin 
by  the  numerous  teeth  as  well  as  by  the 
fangs. 

It  is  well  to  remember  that  no  snake-bite 
victim  has  ever  died  as  the  result  of  over- 
treatment of  the  proper  sort.  The  usual 
home  “remedies”  are  quite  worthless  or 
worse  even  though  some  of  them  have  ardent 
supporters.  Known  recoveries  of  individuals 
treated  with  such  useless  remedies  can 
easily  be  explained,  as  most  people  will  re- 
cover from  a venomous  bite  even  if  nothing 
is  done;  further,  many  bites  supposedly  of 
poisonous  snakes  are  actually  those  of  harm- 
less ones.  Drinking  of  whiskey  or  other  alco- 
holic beverages  and  the  application  of  such 
substances  as  potassium  permanganate  to 
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Fig.  1.  Massasauga.  (From  Cope),  x 1. 


Fig.  2.  Pit  on  side  of  head  of  Diamond-  Fig.  3.  Pit  on  side  of  head  of  Prairie 

Back  Rattlesnake.  (From  Stejneger) . x 1.  Rattlesnake.  (From  Stejneger).  x 1. 


Fig.  4.  Copperhead.  Fig.  5.  Cottonmouth  Moccasin. 

(From  Stejneger).  x 1.  (From  Stejneger).  x 1. 


Fig.  6.  Rattle  of  Rattlesnake.  (From  Stejneger  after  Garman).  x 1. 


Fig.  7.  Blue  Racer.  (From  Cope),  x 1. 
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the  wound  are  strictly  to  be  avoided.  Proper 
treatment  may  be  divided  into  three  steps. 

1.  The  use  of  the  tourniquet.  Whenever 
possible  a tourniquet  should  be  applied  im- 
mediately a couple  of  inches  above  the  site 
of  the  bite,  that  is,  between  it  and  the  heart ; 
(40  per  cent  of  all  bites  are  on  the  arm  or 
leg).  It  has  been  shown  conclusively  that 
unless  the  fang  happens  to  enter  a blood 
vessel  most  of  the  toxin  from  a snake  bite 
travels  by  way  of  the  superficial  lymphatics 
and  veins;  hence  the  tourniquet  should  be 
only  tight  enough  to  restrict  the  flow  of 
lymph  or  blood  in  the  superficial  vessels. 

2.  Incision.  Cross-  or  “T”-shaped  incisions 
should  be  made  through  the  site  of  the  bite 
or  the  fang  punctures  if  they  can  be  seen. 
The  physician  will  have  to  use  his  judgment 
as  to  the  depth  of  these  incisions.  They 
should  be  made  as  deep  as  the  fangs  have 
penetrated,  perhaps  6 mm.  to  9 mm.  if  the 
snake  was  of  medium  size,  for  example  a 
copperhead.  They  should  be  correspondingly 
deeper  in  the  case  of  a bite  from  a large 
snake  like  a large  timber  or  diamond-back 
rattlesnake.  Obviously  such  incisions  should 
be  made  so  as  not  to  sever  any  large  blood 
vessels,  nerves,  or  tendons  or  to  cut  through 
the  periosteum. 

3.  Suction.  Negative  pressure  or  suction 
should  be  applied  to  the  wounds.  It  is  essen- 
tial to  begin  this  as  soon  as  possible.  Speed 
is  of  the  utmost  importance  in  applying  the 
tourniquet,  in  making  the  incisions  and  in 
beginning  suction,  in  this  order.  The  more 
venom  that  can  be  removed  before  fit  has  a 
chance  to  enter  the  general  circulation,  the 
more  favorable  will  be  the  prognosis.  Jack- 
son  and  others  have  shown  that  the  suction 
treatment  is  very  effective.  If  no  suction 
device  is  available,  good  results  may  be  ob- 
tained by  the  use  of  the  mouth,  and  this  is 
a safe  procedure  if  the  individual  sucking 
the  wound  has  no  break  in  the  oral  mucosa. 
The  venom  can  be  swallowed  with  impunity, 
if,  again,  there  is  no  break  in  the  mucosa 
of  the  alimentary  tract.  If  swallowed  the 
venom  is  digested  without  any  harm.  Snake- 
bite kits  are  available  at  many  drug  stores 
and  are  very  much  more  effective  than  the 
mouth  for  suction.  If  at  all  possible  such  a 
kit  should  be  obtained  at  the  earliest  moment 
and  used.  Suction  should  be  continued  for  a 
considerable  period  of  time.  One  good  method 
is  to  apply  suction  for  five  to  10  minutes, 
then  loosen  the  tourniquet  for  a few  seconds, 
then  tighten  the  tourniquet  and  continue  to 
repeat  this  procedure.  In  serious  cases  of 


snake-bite  poisoning  it  is  highly  advisable 
to  continue  suction  as  outlined  above  for  as 
long  as  10,  15,  or  20  hours. 

4.  Later  treatment.  Swelling  will  prob- 
ably progress  proximally  along  the  arm,  if 
the  wound,  for  example,  is  on  this  extremity. 
In  such  case  the  tourniquet  should  be  moved 
along  the  arm  towards  the  body  and  kept 
in  a position  just  proximal  to  the  swollen 
portion.  Remember  to  keep  the  tourniquet 
tight  enough  to  retard  the  flow  of  blood  and 
lymph  only  in  the  superficial  vessels.  Harm 
may  result  if  the  tourniquet  is  too  tight. 
It  should  be  loose  enough  to  admit  one  or 
two  fingers  quite  easily. 

Because  of  the  fact  that  anything  which 
increases  the  rate  of  blood  flow  will  of 
necessity  increase  the  rate  of  distribution 
of  any  venom  that  is  getting  into  the  blood 
stream,  it  is  highly  important  to  keep  the 
patient  as  quiet  physically  and  as  calm  as 
possible.  The  treatment  will  vary  of  course 
with  the  individual.  Ordinarily  sedation  by 
the  use  of  one  of  the  more  rapidly  acting 
barbiturates  is  indicated.  Many  individuals 
can  be  given  some  real  confidence  if  they 
can  be  convinced  that  the  death  rate  from 
the  bite  of  our  poisonous  snakes  is  low  even 
without  any  treatment  and  that  with  the 
proper  surgical  treatment  the  death  rate  is 
very  low  (1.5  per  cent  to  2 per  cent).  It  is 
certainly  obvious  that  the  use  of  stimulants 
is  to  be  avoided. 

As  swelling  progresses  it  is  advisable  to 
make  numerous  shallow  incisions  through 
the  skin  of  the  swollen  area  distal  to  the 
tourniquet.  The  use  of  a local  anesthetic 
before  making  the  incisions  is  not  contra- 
indicated and  some  believe  this  actually 
helps  in  reducing  the  absorption  of  the 
venom.  Apply  suction  to  these  incisions  also. 
Thus  venom  still  present  in  any  particular 
region  will  ooze  out  along  with  the  blood 
and  lymph ; all  venom  that  can  be  removed 
in  any  way  whether  by  suction  or  further 
incisions  and  suction  cannot  enter  the  circu- 
lation to  do  further  damage. 

One  of  the  properties  of  pit-viper  venom 
is  that  it  not  only  destroys  large  quantities 
of  red  blood  corpuscles  but  at  the  same  time 
breaks  down  the  endothelium  of  the  smaller 
blood  vessels.  The  resulting  extravasation 
produces  a very  noticeable  discoloration  of 
the  region  affected.  Other  clinical  symptoms 
such  as  weakness,  dizziness,  profuse  sweat- 
ing, and  nausea  may  become  manifest,  and 
may  be  treated  symptomatically.  Particular 
care  should  be  taken  for  as  long  as  some 
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Fig.  8.  Timber  Rattlesnake.  (From  Cope),  x 1. 


weeks  to  watch  for  the  development  of  sec- 
ondary infections.  The  venom  seems  to  de- 
stroy the  natural  bactericidal  action  of  nor- 
mal blood  to  some  extent. 

No  paper  concerning  the  treatment  of 
poisonous  snake  bites  would  be  complete 
without  the  mention  of  the  use  of  nearctic 
Crotalidae  polyvalent  antivenin.  The  use  of 
antivenin  has  by  no  means  proved  com- 
pletely effective.  Under  certain  conditions  its 
use  may  be  indicated.  It  may  be  advisable 
if  the  patient  is  a small  child  or  an  elderly 
person  in  poor  physical  condition,  or  in  other 
serious  cases.  It  is  not  to  be  inferred  that 
antivenin  is  useless.  There  are,  however, 
certain  important  considerations  to  be  kept 
in  mind.  First,  five  ampoules,  a total  of  from 
50  cc.  to  75  cc.  of  the  antivenin  should  be 
injected.  A smaller  amount  is  of  little  value 
in  most  cases.  The  injections  should  be  in- 
tramuscular directly  into  the  bite  area  and 
also  proximal  to  this  area.  Small  children 
require  proportionately  more  than  adults 
because  a certain  amount  of  venom  injected 
by  the  snake  will  actually  be  a larger  amount 
relative  to  the  blood  volume  than  it  would 
be  in  the  adult.  Also,  the  larger  the  snake, 
the  better  is  the  chance  that  a larger  amount 
of  venom  will  have  been  injected  and  hence 
more  antivenin  may  then  be  necessary. 
Second,  the  use  of  such  quantities  of  anti- 
venin is  not  without  danger  to  the  patient, 
particularly  because  of  of  the  likelihood  of 
severe  anaphylactic  shock.  On  the  other 
hand,  the  treatment  with  antivenin  appar- 
ently is  helpful  in  very  severe  or  critical 
cases  even  if  not  used  until  many  hours 
after  the  individual  has  been  bitten.  The 
physician  must  use  his  judgment  in  such 
cases. 

In  case  of  doubt  concerning  the  individ- 


ual’s condition,  whole  blood  transfusion  is 
strongly  advised,  first,  because  of  the  hemo- 
lytic effect  of  the  venom  itself,  second,  be- 
cause of  the  loss  of  blood  resulting  from  the 
perhaps  very  numerous  incisions  made,  and 
third,  because  of  extravasation  resulting 
from  the  partial  destruction  of  the  smaller 
blood  vessels.  In  this  connection  it  is  well 
to  keep  in  mind  that  if  any  large  quantity 
of  the  toxin  enters  the  general  circulation 
there  may  be  severe  hemorrhage  from  ab- 
dominal and  other  vessels. 

Summary:  1.  Unless  the  patient  is  hysteri- 
cal it  should  be  easy  to  determine  within  a 
few  minutes  whether  or  not  the  snake  that 
delivered  the  bite  was  a poisonous  one.  If  it 
was  poisonous  there  is  a severe  burning  pain 
at  the  site  of  the  bite  almost  immediately 
or  within  a very  few  minutes.  Within  a few 
more  minutes  there  will  be  swelling  and 
discoloration  in  the  area  and  a feeling  of 
general  malaise.  2.  The  services  of  a com- 
petent physician  should  be  obtained  at  the 
earliest  possible  moment,  and  in  the  mean- 
time the  victim  should  do  nothing  to  increase 
the  rate  of  circulation.  3.  A loose  tourniquet 
should  be  applied  as  soon  as  possible  above 
the  site  of  the  bite.  U-  Cruciate  incisions 
should  then  be  made  at  the  site  of  the  bite. 
5.  Suction  should  be  begun  at  once  using  the 
mouth  if  no  suction  apparatus  is  available. 
It  is  better  to  continue  intermittent  suction 
too  long  than  not  long  enough.  6.  Whiskey 
and  other  alcoholic  drinks  are  strongly  con- 
traindicated. 7.  As  swelling  progresses  to- 
wards the  heart  from  the  site  of  the  bite  the 
tourniquet  should  be  kept  above  the  swollen 
area.  8.  Many  more  shallow  incisions  should 
be  made  through  the  skin  of  this  swollen 
area  and  suction  applied  to  these  incisions. 
9.  Over-treatment  or  over-hospitalization  is 
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Fig.  9.  Dorcal  Pattern  of  Timber 
Rattlesnake,  x 5/8. 


Fig.  10.  Dorsal  Pattern  of  Diamond- 
back  Rattlesnake,  x 1/2. 


Fig.  11.  Dorsal  Pattern  of  Prairie 
Rattlesnake,  x 3/4. 


quite  unlikely.  10.  The  use  of  sedatives  is 
advised  in  those  cases  where  it  seems  at  all 
necessary  to  keep  the  patient  calm  and  quiet. 

11.  The  use  of  antivenin  is  advised  when  in 
the  judgment  of  the  physician  its  probable 
advantages  outweigh  the  objections. 

12.  Transfusion  of  whole  blood  is  advised 
in  serious  cases,  or  whether  doubt  exists 
about  the  patient’s  satisfactory  progress. 

13.  The  danger  of  later  infection  must  be 
kept  in  mind  for  some  weeks  following 
recovery. 

BIBLIOGRAPHY 

Conant,  Roger.  Reptiles  and  Amphibians  of  the  Northeastern 
States,  Philadelphia : Zool.  Soc.,  Philadelphia,  second  edition, 
p.  15.  1952. 

Curran,  C.  H.,  and  Carl  Kauffeld.  Snakes  and  Their  Ways. 
New  York;  Harper  & Bros.,  pp.  25-45,  1937. 


Githens,  T.  S.  Snake  Bite  in  the  United  States.  Sci.  Monthly, 
vol.  41,  pp.  163-167.  August,  1935. 

Gloyd,  Howard  K.  Snake  Poisoning  in  the  United  States: 
A Review  of  Present  Knowledge.  Bull.  Jackson  Park  Branch 
Chicago  Med.  So.,  vol.  15,  no.  7,  pp.  3,  5,  7,  9,  11;  no.  8, 
pp.  13,  15,  17.  1938. 

Gowanloch,  James  N.,  and  Clair  A.  Brown.  Poisonous  Snakes, 
Plants,  and  Black  Widow  Spider  of  Louisiana.  New  Orleans: 
Louisiana  Dept.  Conservation,  pp.  22-27.  1943. 

Harmon,  R.  W.,  and  B.  B.  Pollard.  Bibliography  of  Animal 
Venoms.  Gainesville;  Univ.  Florida  Press,  pp.  1-340.  1948. 

Jackson,  D.  First  Aid  Treatment  for  Snake  Bites.  Texas 
State  Journ.  Med.,  vol.  23,  p.  203.  1927. 

Jackson,  D.,  and  T.  S.  Githens.  Treatment  of  Crotalus  atrox 
Venom  Poisoning  in  Dogs.  Bull.  Antivenin  Inst.  Amer.,  vol.  5, 
p.  1.  1931. 

Jackson,  D.,  and  W.  T.  Harrison.  Mechanical  Treatment  of 
Experimental  Rattlesnake  Venom  Poisoning.  Journ.  Amer.  Med. 
Association.,  vol.  90,  pp.  1928-1929.  June  16,  1928. 

Ortenburger,  A.  I.  Snakes — Harmless  and  Poisonous.  School, 
Sci.,  and  Math.,  vol.  30,  no.  2,  pp.  166-170.  February,  1930. 

A Key  to  the  Lizards  and  Snakes  of  Oklahoma. 

Univ.  Oklahoma  Biol.  Survey,  vol.  2,  no.  4,  pp.  209-239.  1930. 

Pope,  Clifford  H.  The  Poisonous  Snakes  of  the  New  World. 
New  York  Zool.  Soc.,  pp.  1-47.  1944. 

Pope,  Clifford  H.,  and  L.  W.  Peterson.  Treatment  of  Poison- 
ing with  Rattlesnake  Venom.  Arch.  Surgery,  vol.  53,  pp.  564- 
569.  November,  1946. 

Schmidt,  Karl  P.,  and  D.  Dwight  Davis.  Field  Book  of 
Snakes  of  the  United  States  and  Canada.  New  York:  G.  T. 
Putnam's  Sons,  pp.  36-43.  1941. 


21G 


Journal  of  the  Oklahoma  State  Medical  Association 


June,  1952 


TRANSURETHRAL  PROSTATECTOMY  ' 


Reporting  252  Consecutive  Cases  Without  A Death 

Henry  S.  Browne,  M.D. 

TULSA,  OKLAHOMA 


When  prostatic  resection  first  came  into 
use,  we  all  thought  it  was  a distinct  advance 
over  the  previous  methods  in  that  we  now 
had  visualization  and  could  see  what  we 
were  cutting.  As  we  became  more  proficient 
in  the  use  of  the  resectoscope,  we  removed 
more  and  more  tissue  until  we  finally  real- 
ized we  were  doing  a transurethral  prosta- 
tectomy. Although  I have  been  doing  that 
for  many  years,  I have  been  diffident  in 
using  the  term  until  recently  when  a case 
in  which  63  gms.  of  tissue  had  been  removed 
18  months  previously,  died  and  came  to 
autopsy.  With  reference  to  the  prostate 
Doctor  Lowbeer  stated  “There  is  an  almost 
complete  defect  of  the  prostate  but  the  de- 
fect is  covered  with  mucosa.  Only  small 
lobular  remnants  of  the  prostate  can  be 
found  to  protrude  slightly  into  the  lumen.” 

About  80  per  cent  of  all  prostatic  obstruc- 
tion is  caused  by  the  benign  hyperplastic 
gland.  This  originates  from  the  small  glands 
just  beneath  the  mucous  membrane  of  the 
porterior  urethra,  which,  as  they  grow 
larger  compress  and  thin  out  the  true  pros- 
tate, which  then  forms  the  so  called  capsule, 
so  that  a prostatectomy  really  means  the  re- 
moval of  the  adenomatous  tissue,  while  the 
prostate  is  left  behind.  Some  divide  the 
glands  into  those  small  enough  to  resect 
and  those  too  large  to  resect.  I could  never 
see  the  difference,  feeling  that  in  the  larger 
glands,  simply  more  tissue  had  to  be  removed 
to  get  the  desired  result.  Transurethral 
resection,  as  has  been  said  many  times,  is  a 
marvelous  operation  and  when  done  prop- 
erly, the  patient  will  void  a full,  free  stream 
and  empty  his  bladder,  which  is  what  nature 
intended.  As  the  gland  has  been  entirely 
removed,  there  is  no  more  chance  of  recur- 
rence than  in  any  other  type  of  operation. 
At  the  present  time,  better  than  98  per  cent 
of  my  cases  are  resected. 

Many  of  these  old  men  have  cardiovascu- 
lar disease  and  other  degenerative  changes 
so  that  many  are  very  poor  risks.  These  are 
gotten  into  as  good  condition  as  possible  and 
then  operated  on  and  it  is  amazing  that 


*Presented  before  the  monthly  meeting  of  St.  John's  Hospital, 
Tulsa,  Oklahoma,  October  15,  1951. 


there  is  rarely  any  untoward  reaction  fol- 
lowing surgery.  The  majority  receive  no 
preliminary  drainage,  but  if  the  NPN  is 
elevated,  there  is  severe  nocturia,  marked 
residual  urine  or  badly  infected  urine,  con- 
tinuous catheter  drainage  is  carried  out. 
Blood  counts  and  NPN  are  taken  and  the 
prothrombin  time  estimated.  Vitamin  K is 
given  routinely  and  fluids  forced.  A tonic  is 
given  and  small  doses  of  gantrisin.  The 
prothrombin  time  is  brought  up  to  100  per 
cent,  if  possible.  If  there  has  been  recent 
cardiac  failure,  compensation  should  be 
established  for  at  least  a month.  The  patient 
should  feel  good,  eat  well  and  have  a good 
urine  output  before  surgery,  but  a certain 
number  improve  up  to  a point  and  then 
remain  stationary.  There  is  then  no  choice 
but  to  operate,  because  they  cannot  go  on 
as  they  are  and  there  is  so  little  shock  to 
the  operation  that  they  are  rarely  disturbed 
by  it.  Transfusions  are  given  liberally  both 
before  and  after  the  operation  and  I con- 
sider this  the  most  important  thing  in  bring- 
ing these  patients  thru  successfully,  besides 
doing  the  resection  properly.  Three  grains 
of  nembutal  are  given  two  hours  before 
surgery  and  100  mgm.  of  novocain  spinal 
anesthesia  is  used.  Bilateral  vasectomy  is 
done  only  in  the  debilitated  and  those  over 
70.  The  main  dangers  of  the  operation  are 
(1)  cutting  into  the  rectum  (2)  cutting 
thru  the  bladder  (3)  hemorrhage  (4)  in- 
continence (5)  the  removal  of  an  insufficient 
amount  of  tissue.  All  of  these  can  be  reduced 
to  a minimum  by  following  the  proper  pro- 
cedure. (1).  By  removing  the  median  lobe 
first,  the  floor  of  the  prostatic  cavity  is  out- 
lined so  that  there  is  then  no  danger  of  cut- 
ting into  the  rectum.  Resection  is  not  car- 
ried any  deeper  than  the  level  of  the  blad- 
der. (2).  One  lateral  lobe  is  then  under- 
mined from  the  bladder  back  to  the  veru- 
montanum.  In  this  process,  one  of  the  main 
arteries  is  cut  and  the  dissection  carried 
down  to  the  circular  parallel  fibres  of  the 
bladder  muscle  before  the  artery  is  fulgu- 
rated. This  will  take  care  of  most  of  the 
bleeding  from  that  lobe.  The  intravesical  part 
of  this  lobe  is  then  removed  flush  with  the 
bladder  neck  which  is  thus  outlined,  and  the 
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danger  of  cutting  thru  the  bladder  on  that 
side  is  then  past.  The  lobe  is  then  overmined 
which  leaves  a large  piece  of  prostate  stick- 
ing out  into  the  urethra,  where  it  can  be 
removed  rapidly  and  safely.  The  same  pro- 
cedure is  carried  out  with  the  other  lateral 
lobe.  (3).  Hemorrhage  is  kept  to  a minimum 
by  removing  one  lobe  at  a time  and  spark- 
ing the  bleeding  of  each  at  the  end.  By  ful- 
gurating the  main  artery  first,  as  described 
above,  before  removing  a lateral  lobe,  bleed- 
ing is  greatly  reduced,  and  finally  the  entire 
operated  area  is  thoroughly  searched  for 
small  bleeders  before  the  catheter  is  put  in 
and  the  patient  returned  to  his  room.  The 
time  to  stop  bleeding  is  on  the  operating 
table.  Transfusions  are  given  without  hesi- 
tation even  in  cases  of  moderate  blood  loss. 
(4).  The  external  sphincter  lies  just  outside 
the  verumontanum  and  all  of  the  hypertro- 
phied tissue  is  beyond  the  veru.  Therefore, 
if  the  veru  is  intact  at  the  end  of  the  opera- 
tion, the  sphincter  is  intact  and  there  will 
be  no  incontinence.  (5).  If  an  insufficient 
amount  of  tissue  is  removed,  the  patient  is 
far  worse  than  he  was  before,  because  the 
capsule  has  been  opened  and  the  blood  sup- 
ply cut  off,  so  that  the  remaining  tissue  is 
devitalized,  sloughing  and  infected,  which 
leads  to  dysuria,  frequency,  difficulty  and 
intermittent  bleeding.  The  answer,  of  course, 
is  to  go  back  and  do  a complete  transure- 
thral prostatectomy,  or  if  discouraged  at 
these  results,  to  remove  the  gland  by  an 
open  operation.  At  the  completion  of  the 
operation,  a 24F  bag  catheter  is  placed  in 
the  bladder. 

I have  figured  out  four  simple  cystoscopic 
rules  for  a successful  resection,  which,  if 
carried  out,  will  result  in  the  complete  re- 
moval of  all  the  obstructing  tissue  and, 
therefore,  a transurethral  prostatectomy. 
These  rules  have  met  with  general  accept- 
ance. Following  the  operation  lOOOcc  of  five 
per  cent  dextrose  is  given  twice  the  first 
day.  Sedatives  are  given  as  necessary  and 
the  legs  are  flexed  frequently  to  combat 
phlebo-thrombosis.  The  catheter  is  not  irri- 
gated unless  it  becomes  stopped  up.  Gantri- 
sin  is  continued  and  the  patient  is  allowed 
up  on  the  second  day  and  in  the  average 
case,  the  catheter  is  removed  on  the  fourth 
day  and  he  is  discharged  on  the  sixth  day. 
Most  patients  have  no  pain  or  discomfort  at 
any  time.  When  the  catheter  is  removed,  he 
should  void  a full,  free  stream  the  first  time 
and  be  proud  of  it.  The  residual  urine  will 
be  less  than  50  cc’s.  If  there  is  difficulty, 
straining,  frequency  or  pain,  it  means  that 


some  tissue  has  been  overlooked  and  the 
patient  should  be  returned  to  surgery  and 
this  tissue  removed.  I do  not  let  a patient 
leave  the  hospital  until  he  is  satisfied  with 
his  ability  to  urinate,  for  otherwise,  he  will 
be  a walking  poor  advertisement.  If  he  does 
not  void  freely  from  the  beginning,  he  will 
not  do  so  later  on. 

As  for  complications,  post  operative 
hemorrhage  is  disagreeable  but  not  serious 
if  the  clots  are  washed  out  and  bleeding 
points  fulgurated  promptly.  Do  not  let  a 
patient  get  exsanguinated,  waiting  and  hop- 
ing the  bleeding  will  stop  of  itself.  Post- 
operative chills  and  high  fever  rarely  occur 
since  irrigation  has  been  stopped  and  with 
the  routine  use  of  sulfa  drugs  and  antibio- 
tics. Following  the  operation,  the  urine  re- 
mains cloudy  with  pus  for  some  time  as  it 
takes  four  to  six  weeks  for  the  prostatic 
cavity  to  heal.  Gantrisin  or  mandelamaine  is 
then  given  for  three  rounds  on  alternate 
weeks,  at  the  end  of  which  time,  the  urine 
is  nearly  always  clear  and  free  of  pus.  A 24F 
sound  is  passed  and  a possible  early  stric- 
ture avoided.  The  majority  of  these  patients 
have  been  cystoscoped  several  months  after 
operation  and  the  concave  cavity  left  after 
resection  is  shrunken  down  but  permanent. 
There  is  an  unobstructed  view  of  the  bladder 
from  the  veru,  so  instead  of  a prostatic 
urethra,  there  is  a wide  open  cavity  which 
is  continuous  with  the  bladder. 

The  control  of  urination  is  entirely  de- 
pendent on  the  external  sphincter.  By  fol- 
lowing the  above  brief  outline  of  manage- 
ment, from  May  24,  1949  to  June  13,  1951, 
I operated  on  252  consecutive  cases,  doing 
265  resections,  without  a death.  Two  were 
over  90,  28  more  than  80  and  42  per  cent 
more  than  70.  During  that  time,  two  supra- 
pubic and  two  retropubic  operations  were 
done.  In  46  per  cent  of  the  cases,  less  than 
25  grams  of  tissue  was  removed.  These  are 
the  cases  that  every  one  agrees  resection  is 
the  operation  of  choice.  Yet  the  four  cases 
operated  on  three  times  and  all  but  two  of 
these  operated  on  twice,  had  a total  of  less 
than  25  grams  removed.  So  in  my  hands 
there  is  much  less  trouble  with  the  larger 
glands  than  with  the  small  ones.  Up  to  50 
grams  were  removed  in  49  cases,  up  to  75 
grams  in  37  cases,  and  more  than  75  grams 
in  35  cases.  In  14  more  than  100  grams  were 
removed,  the  largest  amount  being  148 
grams.  In  the  large  glands,  tissue  can  be 
removed  rapidly,  110  grams  having  been 
removed  in  40  minutes,  and  23  pieces  of 
tissue  in  45  seconds.  It  is  the  trimming  up 
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and  finding  of  bleeders  that  takes  time. 
There  were  29  cases  of  carcinoma  in  this 
series.  Post-operation  strictures  were  seven 
and  cleared  up  with  the  passage  of  sounds. 
Five  cases  of  epididymitis,  and  one  periure- 
thral abscess  occurred.  Four  patients  had 
post-operative  hemorrhage  severe  enough  to 
return  to  surgery  for  fulguration.  There 
were  no  cases  of  incontinence,  though  a few 
were  quick  on  the  trigger  for  several  weeks. 
There  were  only  two  cases  of  phlebothrom- 
bosis  and  none  of  pulmonary  embolism. 
Twelve  had  had  previous  resection  from 
three  to  13  years  previously  and  two  were 
operated  on  for  contracted  bladder  neck 


following  an  open  operation. 

In  conclusion,  I wish  to  emphasize  that  a 
resection  properly  done  is  a transurethral 
prostatectomy  and  the  results  are  excellent 
and  permanent  in  the  great  majority  of 
cases.  The  mortality  is  definitely  less  than 
in  the  open  types  of  surgery  and  the  sexual 
powers  are  not  disturbed.  It  is  a difficult, 
delicate  operation  and  at  times  quite  tedious 
but  it  is  a great  satisfaction  to  operate  with 
little  shock  or  discomfort  on  a man  of  ad- 
vanced age  representing  a grave  surgical 
risk  and  witness  an  uneventful  convalescence 
and  several  years  of  comfortable  living 
afterward. 


CLINICAL  PATHOLOGIC  CONFERENCE 


The  University  of  Oklahoma  School  of  Medicine 
Presented  by  the  Departments  of  Pathology  and  Medicine 

Howard  C.  Hopps,  M.D.  and  E.  E.  Shircliff,  M.D. 

OKLAHOMA  CITY,  OKLAHOMA 


DR.  hopps  : This  interesting  diagnostic 
problem  will  be  discussed  by  Doctor  Shir- 
cliff. The  information  upon  which  he  bases 
his  clinical  analysis  is  exactly  similar  to 
that  which  has  been  furnished  to  you  in 
mimeographed  form. 

PROTOCOL 

Patient:  J.A.P.,  54  year  colored  male. 
Died  on  his  tenth  hospital  day. 

Chief  Complaints : Progressive  abdominal 
enlargement  (four  months)  ; mid-abdominal 
pain  (two  weeks). 

Present  Illness:  The  patient  stated  that 
he  had  been  in  good  health  until  four  months 
before,  at  which  time  he  noticed  that  his 
trousers  began  to  fit  more  tightly  than 
formerly.  From  this  time  on  his  abdomen 
began  to  protrude  more  and  more  and  he 
thought  there  might  be  some  fluid  in  it. 
There  was  no  change  in  bowel  habits.  He 
thought  that  his  urine  had  become  increas- 
ingly darker  during  the  past  few  months. 
There  was  no  change  in  amount,  nor  was 
there  frequency,  urgency,  etc.  He  stated  that 
he  had  never  had  jaundice  nor  had  he  had 
chills,  fever  or  pleurisy.  He  denied  having 
received  injections  of  any  sort  within  the 
past  months,  nor  had  he  received  intravenous 
transfusions.  The  patient  stated  he  had  lost 
10-15  lbs.  shortly  before  admission  to  the 
hospital.  The  attending  physician  questioned 
this  statement  in  view  of  the  obvious  marked 


ascites  and  the  fact  that  the  patient  did  not 
appear  malnourished.  The  patient  stated 
that  he  had  had  hemorrhoids  for  several 
years  with  occasional  bleeding.  One  week 
before  admission  to  the  hospital  he  passed 
one  or  two  cups  of  bright  red  blood  with 
stool.  This  was  the  first  and  only  episode  of 
this  type.  In  the  few  weeks  just  before  ad- 
mission the  patient  stated  that  he  had  pain 
(character  and  amount  not  stated)  in  the 
midline  of  his  abdomen.  There  had  been 
some  shortness  of  breath  with  the  present 
illness  but  no  pedal  edema  or  other  signs 
of  congestive  failure.  The  patient  denied 
hemoptysis  or  hematemesis. 

Past  History:  Essentially  negative.  The 
patient  had  no  previous  hospitalizations  or 
serious  illness ; he  denied  venereal  disease. 
There  was  no  known  exposure  to  toxic  sub- 
stances or  occupational  hazard  (patient 
worked  as  a hotel  porter  for  the  past  13 
years) . 

Family  History:  Of  10  brothers  and  sis- 
ters, nine  were  living.  Mother  died  at  34  of 
pneumonia ; father  at  67  of  “old  age.” 

Physical  Examination:  On  admission  tem- 
perature was  98.6°F. ; P.  86/min. ; R.  20/ 
min. ; BP  120/86.  The  patient  appeared 
acutely  and  chronically  ill  with  marked 
abdominal  distention  and  moderate  shortness 
of  breath.  His  head  and  neck  were  not  re- 
markable. Pupils  were  round  and  equal  and 
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reacted  to  light  and  accommodation.  Fundi 
showed  increased  tortuosity  of  vessels.  There 
was  poor  oral  hygiene  and  gums  were 
tender,  soft,  and  bled  easily.  The  skin  was 
stated  to  be  “negative.”  There  was  no  lym- 
phadenopathy.  The  chest  was  symmetrical. 
There  were  decreased  areas  of  resonance  in 
both  lung  bases  posteriorly.  The  heart  was 
not  enlarged.  Its  rhythm  was  regular  and 
there  were  no  murmurs.  There  was  marked 
abdominal  distention  with  a readily  demon- 
strable fluid  wave.  Genitalia  were  not  re- 
markable. Extremities  were  “negative.” 
Rectal  examination  revealed  thrombosed 
external  hemorrhoids  and  marked  rectal 
tenderness.  The  prostate  was  enlarged 
(grade  II).  There  were  no  abnormal  masses 
palpable.  No  blood  was  encountered. 

Laboratory  Data:  Urinalysis  revealed 

sp.  gr.  1.021,  pH  6.0.  There  were  8-12 
WBC’s  with  small  clumps.  There  were  no 
RBC’s,  nor  was  there  protein  or  sugar.  A 
week  before  (OPD)  urinalysis  was  essen- 
tially similar.  RBC’s  were  3.26  and  Hb.  10 
gm.  per  cent,  WBC’s  8,050  with  63  per  cent 
polymorphonuclears  (2  stabs),  34  lympho- 
cytes. Bromsulphalein  test  revealed  46.2  per 
cent  retention  at  45  minutes.  Cephalin  floccu- 
lation was  3+  (5  days  later  1 + ).  Thymol 
turbidity  10.43  units  (five  days  later  6.39 
units).  Gamma  globulin  2.7  gm.  per  cent 
(five  days  later  1.1)  ; Van  den  Bergh — total 
0.93;  1',  dir.  0.24  (five  days  later  2.25  and 
0.45  respectively).  Total  protein  4.2/4.00 
(five  days  later  5.1/3.16).  Serologic  tests 
on  two  occasions  were  as  follows : Mazzini 
2+  and  1+;  Wassermann  neg.  and  neg. 
V.D.R.L.  wk.  pos.,  and  pos. ; quan.  V.D.R.L. 
neg.  and  q.n.s.  Ascitic  fluid  exhibited  the 
following  proportion  of  cells:  RBC’s  81 — 
lymphocytes  45  and  polys  27 ; protein  was 
one  per  cent  and  sp.  gr.  less  than  1.016.  The 
fluid  was  sterile.  Stool  examination  on  the 
second  and  third  hospital  days  revealed  4 + 
and  3+  blood. 

X-rays  (two  days  before  death)  were  as 
follows:  Chest:  Revealed  no  abnormality  of 
the  heart.  Both  costophrenic  angles  were 
clear.  There  was  slight  elevation  of  the  right 
diaphragm.  No  evidence  of  pulmonary  dis- 
ease was  seen.  Barium  enema  revealed  no 
intrinsic  pathology  of  the  colon.  Several 
loops  of  dilated  small  intestine  were  seen. 
Upper  GI  series  revealed  no  definite  intrinsic 
lesions  of  the  esophagus,  stomach  or  duode- 
num, although  suggestive  filling  defects  in 
the  lower  third  of  esophagus  strongly  sug- 
gested varices.  “Large  epigastric  mass  irons 
out  the  lesser  curvature  of  the  stomach  and 


measures  approximately  7 x 10  cm.  and 
seems  to  be  continuous  with  the  liver.”  After 
three  hours  there  was  approximately  80  per 
cent  gastric  retention  and  a small  amount  of 
gas  was  seen  in  the  small  bowel.  Impression 
was:  “Probable  esophageal  varices  and  epi- 
gastric mass  which  is  extrinsic  to  the  GI 
tract  and  probably  involves  the  middle  lobe 
of  the  liver.” 

Clinical  Course:  On  the  second  hospital 
day  five  liters  of  clear  straw-colored  ascitic 
fluid  were  removed  and  the  patient  became 
much  more  comfortable.  Now,  an  examina- 
tion of  the  abdomen  revealed  an  epigastric 
mass  approximately  12  to  15  cm.  in  diameter 
which  was  quite  firm.  During  the  first  seven 
hospital  days  the  patient  lost  19  lbs.  His  con- 
dition was  stated  to  be  essentially  unchanged 
except  for  marked  abdominal  soreness  from 
hiccups.  On  the  tenth  hospital  day  it  was 
stated,  for  the  first  time,  that  the  patient 
was  markedly  lethargic  and  having  difficulty 
in  breathing — he  died  on  this  day.  There  is 
no  description  of  respiration,  pulse,  etc.,  just 
before  death.  The  patient  was  afebrile 
throughout  the  hospital  course. 

CLINICAL  DIAGNOSIS 

doctor  shircliff  : We  must  account  for 
the  following  things  in  this  patient’s  pro- 
gressive illness  that  resulted  in  death  after 
approximately  four  months — 1 ) development 
of  ascites  without  ankle  edema  or  heart  fail- 
ure, 2)  epigastric  pain  of  unknown  charac- 
ter, 3)  a large  firm  epigastric  mass,  and  4) 
gastrointestinal  bleeding.  The  laboratory 
work  indicates  that  there  was  non-specific 
involvement  of  the  liver,  but  gives  little 
specific  information  concerning  the  liver. 

The  lack  of  fever,  with  the  laboratory 
findings,  indicates  that  there  was  probably 
no  acute  infectious  process  involved.  We 
have  here  equivocal  tests  for  syphilis,  which 
equivocation  is  aggravated  by  the  fact  that 
any  hepatic  disease  may  produce  a falsely 
positive  test  for  syphilis.  The  x-rays  give 
us  two  other  things  to  consider — a large 
mass,  extrinsic  to  the  colon,  probably  in- 
volving the  liver  and  esophageal  varices. 

The  patient’s  first  evidence  of  illness  was 
the  progressive  development  of  ascites  with- 
out ankle  edema.  In  such  development  one 
considers  Pick’s  disease  or  chronic  constric- 
tive pericarditis  (assuming  that  they  are 
not  the  same  disease),  tricuspid  insufficiency 
and  portal  venous  obstruction.  The  first 
three  are  easily  eliminated  because  they 
don’t  produce  a tumor  and  there  was  de- 
scribed a definite  tumor  in  the  epigastrium. 
Portal  obstruction  may  be  of  several  origins. 
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It  may  be  a result  of  portal  cirrhosis.  Seldom 
is  a tumor  of  this  size  produced  in  portal 
cirrhosis.  Carcinoma  of  the  liver  occurs  in 
portal  cirrhosis  in  approximately  four  per 
cent  of  the  cases.  Portal  cirrhosis  may  exist 
for  years  without  any  signs  or  symptoms, 
and  portal  obstruction  with  development  of 
ascites  is  very  common  in  portal  cirrhosis. 
These  things  fit  together  fairly  well  and 
cirrhosis  of  the  liver  with  'primary  carci- 
noma is  a very  distinct  possibility.  Two  other 
conditions  we  can’t  eliminate  but  which  seem 
to  be  unlikely  are:  abscess  of  the  liver , of 
amoebic  origin,  and  echinococcal  cyst  of  the 
liver.  This  latter  is  rare  and  on  that  basis 
alone  is  very  unlikely.  Amoebic  abscess 
seems  unlikely  too,  in  the  absence  of  signs 
of  acute  inflammation.  The  tumor  which  has 
been  described  may  not  be  associated  with 
the  liver  and  if  not  we  have  been  grossly 
misled. 

Turning  to  still  another  diagnosis,  it  is 
my  opinion  that  the  primary  cause  of  death 
in  this  patient  was  syphilis.  I believe  that 
after  the  usual  latent  period  there  developed 
gummata  and  diffuse  hepatic  interstitial 
fibrosis  with  deformity  and  tumor  of  the 
liver,  that  tumor  being  felt  and  described  as 
recorded  in  the  protocol.  The  rapid  down- 
hill course  was  probably  the  result  of  portal 
obstruction  and  was  probably  aggravated 
by  portal  thrombosis.  Two  conditions  that 
we  can  not  rule  out  are  1)  portal  cirrhosis 
with  development  of  primary  malignancy  of 
the  liver  and  2)  metastatic  tumor  in  the 
liver  with  slowly  developing  thrombosis  of 
the  portal  vein. 

ANATOMIC  DIAGNOSIS 

DR.  hopps:  At  autopsy,  external  examina- 
tion revealed  little  except  for  moderate 
icterus  of  sclerae  and  other  mucous  mem- 
branes. The  peritoneal  cavity  contained  only 
several  milliliters  of  light  yellow  clear  fluid. 
The  liver  margin  extended  two  cm.  below 
the  costal  margin  in  the  right  midclavicular 
line.  Its  surface  was  nodular  and  these 
nodules  were  hemispherical  and  up  to  one 
cm.  in  diameter.  The  spleen  did  not  extend 
below  the  costal  margin,  but  it  felt  slightly 
enlarged.  Other  abdominal  viscera  were  not 
remarkable.  It  is  interesting  that  the  fora- 
men of  Winslow  was  closed  and  this  illus- 
trates one  mechanism  which  may  be  re- 
sponsible for  that  change,  namely,  chronic 
ascites.  The  diaphragm  was  at  the  level  of 
the  fourth  rib  on  the  left  and  the  level  of 
the  fifth  rib  on  the  right.  Pleural  cavities 
were  not  remarkable  except  for  filmy  fibrous 
adhesions  posteriorly  over  the  lower  half  of 


the  left  lung  and,  focally,  over  the  base  of 
the  right  lung.  The  pericardial  cavity  was 
essentially  normal.  The  thoracic  viscera  were 
not  remarkable  except  for  moderate  edema 
of  the  lung.  There  was  no  induration  or 
other  change  to  suggest  an  inflammatory  or 
neoplastic  process  here. 

The  liver  weighed  2100  gm.  Extrahepatic 
bile  ducts  were  examined  carefully  as  was 
the  portal  vein  and  its  tributaries.  No  sig- 
nificant abnormality  was  apparent.  How- 
ever, when  intrahepatic  branches  of  the 
portal  vein  were  explored  within  the  sub- 
stance of  the  liver,  the  left  main  branch  was 
found  to  be  partially  obstructed  by  a semi- 
necrotic  mass  which  appeared  to  be  tumor. 
The  right  branch  of  the  portal  vein  was 
entirely  obstructed  by  similar  tissue.  Ex- 
ternal surfaces  of  the  liver  exhibited  coarse 
reddish  mottling  against  a pale  tan  back- 
ground and  there  was  diffuse  nodularity  up 
to  one  cm.  in  diameter.  Some  of  the  nodules 
were  soft,  others  firm.  Cut  surfaces  of  the 
liver  presented  numerous  pale  gray  nodules 
measuring  approximately  five  mm.  in  diam- 
eter. As  on  the  capsular  surface,  some  of 
these  were  soft  and  presented  an  appear- 
ance quite  different  from  the  usual  firm  yel- 
lowish or  tawny  nodules  characteristic  of 
Laennec’s  cirrhosis.  However,  many  nodules 
did  present  this  characteristic  firmness  and 
color  and,  furthermore,  there  was  evidence 
of  perilobular  fibrosis — characteristic  of 
cirrhosis.  The  gallbladder  contained  approxi- 
mately 10  cc.  of  very  dark  green  bile.  The 
gallbladder  was  not  remarkable  except  for 
a thin  creamy  white  plaque  of  rather  dense 
tissue  over  the  medial  aspect  of  the  free 
surface.  This  was  six  x one  cm.  in  area  and 
averaged  0.2  cm.  in  thickness.  The  pancreas 
was  not  remarkable. 

Examination  of  the  gastrointestinal  tract 
revealed  numerous  varicosities  in  the  lower 
one-third  of  the  esophagus  which,  at  the 
time  of  autopsy,  were  collapsed.  No  point 
of  hemorrhage  was  evident.  There  was 
marked  leukoplakia  over  the  lower  third  of 
the  esophagus.  The  stomach  contained  300 
to  400  cc.  of  dark  reddish  brown  material, 
apparently  recently  exuded  blood.  The  re- 
mainder of  the  stomach  and  intestinal  tract 
was  not  remarkable.  The  kidneys  exhibited 
slight  cholemic  nephrosis. 

Microscopic  studies  of  the  liver  were  most 
interesting  and  revealed  marked  multi- 
lobular type  of  cirrhosis  (Laennec’s)  which 
was  quite  active  at  this  stage.  However,  in 
most  areas  there  were  malignant  neoplastic 
cells  arising  from  hepatic  cords  invading 
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and  surrounding  the  non-neoplastic  paren- 
chyma and  infiltrating  veins  and  lymphatics. 
The  neoplasm  appeared  to  be  multicentric 
in  origin.  Many  neoplastic  nodules  exhibited 
central  necrosis  and  in  some  instances  there 
was  necrosis  of  entire  nodules.  Non-neoplas- 
tic portions  of  the  liver  exhibited  marked 
degenerative  changes  probably  secondary  to 
portal  venous  obstruction.  These  changes 
seem  sufficient  to  explain  death  on  the  basis 
of  hepatic  failure.  The  plaque-like  lesion 
described  in  the  gallbladder  proved  to  be 
metastasis  from  the  liver.  The  spleen  ex- 
hibited moderate  passive  congestion,  in 
keeping  with  the  portal  hypertension  evi- 
denced by  esophageal  varicosities,  ascites 

FITE  NAMED  TO  MEDICAL  BOARD; 
JAMES  F.  McMURRY,  M.D.,  RESIGNS 

Governor  Johnston  Murray  has  apointed  W.  P.  Fite, 
M.D.  of  Muskogee  to  the  Medical  Board  of  Examiners 
to  fill  out  the  unexpired  term  of  James  F.  McMurry, 
M.D.  of  Sentinel. 

Doctor  McMurry  submitted  his  resignation  to  Gov- 
ernor Murray  as  he  did  not  feel  that  he  could  continue 
to  give  the  necessary  time  to  the  appointment. 

Doctor  Fite  has  previously  been  a member  of  the 
Board  of  Medical  Examiners. 


and  the  demonstrated  obstruction  to  portal 
veins. 

The  final  anatomic  diagnosis  was : 

Laennec’s  cirrhosis,  advanced,  active 

Hepatic  cell  carcinoma  (multicentric) 
with  extension  into  portal  vein,  com- 
pletely occluding  right  major  division, 
partially  occluding  the  left  major  di- 
vision, and  with  metastasis  to  the  gall- 
bladder 

Icterus,  hepatocellular 

Esophageal  varices,  marked,  with  massive 
hemorrhage 

Ascites,  marked  (recent  paracentesis) 

Passive  congestion,  marked,  of  spleen, 
with  reticular  hyperplasia,  moderate 

TO  DEMO  CONVENTION 

B.  H.  Lynch,  M.D.  of  Hollis  has  been  selected  as  one 
of  the  Delegates  to  the  Democratic  National  Convention 
from  his  district. 

GUEST  AT  MEETINGS 

Outgoing  O.S.M.A.  President  L.  Chester  McHenry, 
M.D.,  Oklahoma  City,  was  guest  at  the  state  conven- 
tions of  both  the  Dental  and  Pharmaceutical  Association 
when  the  groups  held  their  annual  meetings  in  Oklahoma 
City  this  spring. 


ENJOY  A SCIENTIFIC  VACATION  AT 
THE  AIR  CONDITIONED  SHAMROCK  HOTEL,  HOUSTON,  TEXAS 


JULY  21  - 22  - 23  — 1952 


Postgraduate  Medical  Assembly  of  South  Texas 

EIGHTEENTH  ANNUAL  MEETING 

Three  Separate  Sections:  Medical,  Surgical  and  Eye,  Ear,  Nose  and  Throat  9:00  A.M.  to  6:00  P.M.  Daily 

DAILY  LUNCHEON  — For  All  Sections  Combined 

DISTINGUISHED  GUEST  SPEAKERS 


WALTER  C.  ALVAREZ,  M.D.,  Professional  Lecturer,  Univ.  of  III., 
Chicago;  Editor  in  Chief  of  Modern  Medicine. 

JAMES  J.  CALLAHAN,  M.D.,  Prof,  of  Orthopedics,  University  of 
Loyola,  Chicago. 

JOHN  MAXWELL  CHAMBERLAIN,  M.D.,  Associate  Surgeon,  Colum- 
bia Univ./  New  York  City. 

ARTHUR  C.  CURTIS,  M.D.,  Prof,  and  Chairman,  Dept,  of  Derma- 
tology and  Syphilology,  University  of  Michigan. 

WALTER  A.  FANSLER,  M.D.,  Clinical  Prof,  of  Surgery,  Univ.  of 
Minnesota. 

GEORGE  T.  HARRELL,  M.D.,  Prof,  of  Medicine  and  Head  of  Dept., 
Wake  Forest  College,  The  Bowman  Gray  School  of  Medicine, 
Winston  Salem,  N.  C. 

BERNARD  J.  HANLEY,  M.D.,  Clinical  Prof,  of  Obstetrics  and  Gyne- 
cology, Univ.  of  Southern  California,  Los  Angeles. 

CHEVALIER  L.  JACKSON,  M.D.,  Honorary  Prof,  of  Laryngology 
and  Broncho-esophagology,  Temple  Univ.,  Philadelphia. 

CHARLES  A.  JANEWAY,  M.D.,  Thomas  Rotch  Prof,  of  Pediatrics, 
Harvard  Medical  School,  Boston. 

RUDOLPH  H.  KAMPMEIER,  Associate  Professor  of  Medicine,  Van- 
derbilt University,  Nashville,  Tennessee. 


DANIEL  B.  KIRBY,  M.D.,  Prof,  of  Ophthalmology,  New  York 
University  College  of  Medicine,  New  York  City. 

WILLIAIM  B.  KOUNTZ,  M.D.,  Prof,  of  Gerontology,  Washington 
University,  St.  Louis. 

FRANCIS  L.  LEDERER,  M.D.,  Professor  and  Head  of  Dept.,  of 
Otolaryngology,  Univ.  of  Illinois,  Chicago. 

ALBERT  N.  LEMOINE,  JR.,  M.D.,  Prof,  of  Ophthalmology,  Uni- 
versity of  Kansas,  Kansas  City,  Kans. 

VICTOR  F.  MARSHALL,  M.D.,  Associate  Prof,  of  Clinical  Surgery 
(Urology),  Cornell  University,  New  York  City. 

JOHN  PARKS,  M.D., Professor  of  Obstetrics  and  Gynecology,  George 
Washington  University,  Washington,  D.  C. 

JOHN  M.  SHELDON,  M.D.,  Associate  Prof,  of  Medicine,  University 
of  Michigan;  Executive  Committee,  American  Academy  of 
Allergy. 

JAMES  H.  WALL,  M.D.,  Associate  Prof.,  Clinical  Psychiatry,  Cornell 
University,  New  York  City. 

C.  STUART  WELCH,  M.D.,  Prof,  of  Surgery,  Tufts  Medical  College, 
Boston. 

HARRY  M.  WEBER,  M.D.,  Associate  Prof.,  Radiology  Mayo  Founda- 
tion Graduate  School;  Chief  of  Section  on  Roentgenology, 
Mayo  Clinic. 


DANCE EMERALD  ROOM SHAMROCK  HOTEL,  TUESDAY  EVENING,  JULY  22 

INTERESTING  AND  INSTRUCTIVE  SCIENTIFIC  EXHIBITS,  TECHNICAL  EXHIBITS,  MOTION  PICTURES 
REGISTRATION  FEE  $20.00  covers  all  Features,  including  Luncheons 
(Reduced  Fee  of  $10.00  to  doctors  on  Active  Duty  in  the  Armed  Forces.) 

Special  Rates  are  Offered  for  this  Meeting  by  The  Shamrock 
FOR  FURTHER  INFORMATION  WRITE  THE  PROSTGRADUATE  MEDICAL  ASSEMBLY  OF  SOUTH  TEXAS 
229  Medical  Arts  Building,  Houston,  Texas 
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President’s  Pagi 


As  the  curtain  is  rung  down  on  another  Annual  Meeting  of  the  Oklahoma  State  Medical 
Association,  the  stage  is  automatically  set  for  another  year  of  work — and  there  is  plenty  to  do. 

I accept  my  part  of  the  job  cheerfully  because  by  predecessors  have  laid  a fine  and  solid 
foundation  on  which  to  work  and  have  given  me  most  excellent  council. 

The  function  of  our  society  has  become  increasingly  complex  as  we  have  undertaken  more 
and  more  activities.  For  this  reason  closer  cooperation  of  our  members  and  better  coordina- 
tion of  our  efforts  are  required  to  make  the  progress  we  all  so  earnestly  desire. 

We  have  heard  charges,  from  some  quarters,  that  much  is  wrong  with  the  medical 
profession.  We  have  winced  at  undeserved  barbs  and  have  blushed  in  shame  when  occasion- 
ally one  of  our  members  has  let  us  down.  But  for  each  line  on  what  is  wrong,  a book  could 
be  written  on  what  is  right.  I am  proud  of  the  traditions,  the  accomplishments  and  the 
ideals  of  the  profession  which  is  unequalled  in  its  service  to  all  regardless  of  circumstances 
and  which  asks  no  favors  except  to  be  left  alone  by  meddling  politicians. 

In  a quarter  of  a century  of  active  participation  in  the  affairs  of  the  Association  I have 
never  attended  a meeting  at  any  level  where  the  theme  was  not  in  the  interest  of  the  patient. 
Our  Committee  on  Public  Relations  needs  to  be  enlarged.  In  the  matter  of  public  good  will 
and  appreciation  there  is  no  substitute  for  the  individual  physician  who  tries  earnestly  to  dis- 
charge his  full  responsibility  to  his  patient.  To  this  end  I hereby  appoint  each  and  every  one 
of  you  on  this  committee. 

If  you  have  suggestions  or  criticisms  we  shall  be  happy  to  receive  them. 


President 
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Clinical  Results*  with  Banthine  Bromide 

(Brand  of  Methantheline  Bromide) 


22  Published  Reports  Covering  Treatment  of  1443  Peptic  Ulcer  Patients  with  Banthine 

Comprising  the  reports  published  in  the  literature  to  date  which  give  specific  facts  and  figures  of  the  results  of  treatment 

AUTHORS 

No.  of 
Patients 

Chronic. 
Resistant 
to  Other 
Therapy 

TYPES  OF  ULCERS 

RELIEF  OF  SYMPTOMS 
(Chiefly  Pain) 

Surgery 

or 

Compli- 

cations' 

Side  Effects 
Requiring 
Discontinuance 
of  Drug2 

EVIDENCE  OF  HEALING 

Duodenal 

Jejunal 

Stomal 

Gastric 

Good 

Fair 

Poor 

No 

Report 

Complete 

Moderate 

None 

No  Report 

Grimson,  Lyons,  Reeves 

100 

100 

93 

7 

80 

11 

4 

5 

47 

19 

29 

Friedman 

15 

15 

14 

1 

5 

4 

63 

2 

13 

Bechgaard.  Nielsen.  Bang. 
Gruelund.  Tobiassen 

26 

26 

21 

5 

16 

4 

6 

8 

6 

12 

McHardy.  Browne.  Edwards 
Marek.  Ward 

162 

162 

136 

12 

11 

3 

1 

14 

9 

7 

129 

Segal.  Friedman,  Watson 

34 

34 

34« 

14 

13 

7 

2 

5 

8 

14 

Brown.  Collins 

117 

99 

117 

97 

7 

8 

5 

8 

55 

9 

8 

40 

Asher 

77 

65 

7 

5 

52 

9 

16 

16 

9 

21 

47 

Rodriguez  de  la  Vega. 
Reyes  Diaz 

5 

4 

5 

4 

1 

3 

2 

Winkelstein 

116 

116 

102 

8 

6 

102 

14 

53 

18 

45 

Hall,  Hornisher,  Weeks 

18 

18 

18 

11 

1 

6s 

18 

Maier,  Meili 

38 

38 

24 

146 

27 

7 

4* 

10 

2 

5 

21 

Meyer.  Jarman 

25 

18 

25 

21 

4 

25 

Poth.  Fromm 

37 

37 

37 

33 

3 

1 

33 

3 

i 

Plummer,  Burke.  Williams 

41 

41 

41 

36 

5 

38 

3 

McDonough.  O'Neil 

104 

100 

104 

63 

10 

31 

11 

4 

11 

89 

Broders 

60 

60 

58 

1 

1 

35 

19 

6 

10 

1 

49s 

Legerton,  Texter,  Ruffin 

11 

11 

11 

11 

Holoubek.  Holoubek, 
Langford 

76 

69 

76 

35 

27 

10 

4 

10 

26 

10 

36 

Ogborn 

42 

39 

2 

1 

42« 

42 

Shaiken 

48 

48 

48 

33 

10 

3 

2 

33 

10 

3 

Johnston 

145 

145 

145 

143 

2 

2 

143 

2 

Rossett,  Knox.  Stephenson 

146 

141 

5 

146 

410 

53 

93 

TOTALS 

1443 

968 

1380 

17 

8 

38 

1 142 

132 

131 

12 

26 

54 

552 

52 

779 

634 

PERCENTAGES 

67.8 

95.6 

1.2 

0.6 

2.6 

81.3 

9.4 

9.3 

3.7 

70.5 

6.6 

22.9 

1.  Not  included  in  tabulations.  6.  Two  with  symptoms  only;  no  demonstrable  ulcer. 

2.  Included  in  “Relief  of  Symptoms"  as  “Poor”  and  7.  Three  were  psychopathic  patients  and  one  had  a ventricular  ulcer  of  the  lesser  curvature. 

in  "Evidence  of  Healing"  as  "None."  8.  Roentgen  findings  after  treatment  period  of  two  weeks;  forty-seven  had  duodenal  deformity. 

3.  Four  had  no  symptoms  when  Banthine  therapy  was  begun.  9.  All  returned  to  work  within  a week. 

4.  Of  which  seven  were  penetrative  lesions  and  five  partially  obstructive.  10.  In  these  four,  after  relief  of  symptoms.  Banthine  was  discontinued 

5.  No  symptoms  were  present  in  four.  because  of  urinary  retention. 

During  the  past  two  years,  more  than  200  ref- 
erences to  Bantlhne  therapy  in  peptic  ulcer 
and  other  parasympathotonic  conditions  have 
appeared  in  medical  literature.  Of  these  re- 
ports, 22  have  presented  specific  facts  and 
figures  on  the  results  of  treatment  in  a total  of 
1,443  peptic  ulcer  patients,  67.8  per  cent  of 
whom  were  reported  as  chronic  or  resistant 
to  other  therapy.  These  results  are  tabulated 
above  and  show: 

"Good”  relief  of  symptoms  was  obtained  in 
81.3  per  cent  of  the  1,405  patients  on  whom 
reports  were  available. 

"Complete”  evidence  of  healing  was  ob- 
tained in  70.5  per  cent  of  the  883  patients  on 
whom  reports  were  available. 

In  all  but  9.7  per  cent,  relief  of  pain  was 
"good”  or  "fair.”  In  all  but  22.9  per  cent,  evi- 
dence of  healing  was"complete”or"moderate.” 


During  treatment,  26  patients  required  sur- 
gery or  developed  complications  other  than 
ulcer  which  required  discontinuance  of  the 
drug  before  results  could  be  evaluated. 

Of  the  remaining  1,417  patients,  only  3.7  per 
cent  experienced  side  effects  sufficiently  an- 
noying to  require  discontinuance  of  the  drug. 


♦Volume  containing  complete  references,  with  abstracts 
of  39  additional  reports,  will  be  furnished  on  request  by 

G.  D.  Searle  & Co.,  P.  O.  Box  5110,  Chicago 
80,  Illinois. 
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NEW  FACULTY  APPOINTMENTS  AT  THE  SCHOOL  OF  MEDICINE 


Dortor  Wolf 


Stewart  G.  Wolf,  Jr.,  M.D.  lias  been  appointed  by 
the  Regents  of  The  University  of  Oklahoma  as  full- 
time Professor  and  Head  of  the  Department  of  Medi- 
cine at  the  School  of  Medicine.  Doctor  Wolf  comes 
here  from  Cornell  University  Medical  College  where  he 
was  Associate  Professor  of  Medicine.  During  World 
War  II  he  served  as  Captain  and  Major  in  the  U.  S. 
Army  Medical  Corps  with  the  Ninth  General  Hospital 
in  the  Southern  Pacific. 

Doctor  Wolfe  was  born  in  Baltimore,  Maryland,  in 
1914,  attended  Phillips  Academy,  Andover,  Yale  Uni- 
versity, and  Johns  Hopkins  University  and  Medical 
School,  receiving  both  his  A.B.  and  M.D.  from  the 
latter.  He  had  his  internship  and  medical  residencies  at 
the  New  York  Hospital,  New  York.  He  has  also  served 
as  a Research  Fellow  at  Bellevue  Hospital,  the  New 
York  Hospital,  and  at  the  Harvard  Neurological  Unit 
of  Boston  City  Hospital.  Doctor  Wolf  has  membership 
in  many  scientific  societies  and  associations,  and  has 
been  the  author  or  co-author  of  79  articles  published  in 
scientific  journals,  has  contributed  material  for  five 
books,  and  has  published  four  monographs.  His  research 
activities  have  included  the  fields  of  gastrointestinal 
physiology,  neurology,  cardiovascular  diseases  and  dia- 
betes. In  1943  Doctor  Wolf  was  given  the  American 


LONDON  & LANCASHIRE  CANCELS 

Effective  April  1,  1952,  the  London  and  Lancashire 
Indemnity  Company  of  Hartford,  Conn.,  cancelled  the 
master  policy  held  with  the  Association  for  the  writing 
of  malpractice  insurance  for  its  members. 

Prior  to  the  cancellation  of  the  policy,  the  Insurance 
Committee  of  the  Association  made  every  effort  to  re- 
negotiate the  contract  but  without  success. 

The  company  gave  no  specific  reasons  for  the  can- 
cellation of  the  contract,  other  than  the  statement  that 
they  were  withdrawing  from  this  field  of  insurance. 

Physicians  whose  malpractice  insurance  was  with  the 
London  and  Lancashire  will  find  it  necessary  to  place 


Gastroenterological  Association  Award  for  Distinguished 
Research  in  Gastroenterology. 

Appointed  as  Associate  Professor  of  Medicine  is  Rob- 
ert M.  Bird,  M.D.,  who  is  coming  to  assist  Doctor  Wolf 
in  administering  the  Department  of  Medicine.  Doctor 
Bird  also  comes  from  the  Cornell  University  Medical 
College. 

Doctor  Bird  was  born  in  Charlottesville,  Virginia,  in 
1915,  attended  Episcopal  High  School,  Alexandria,  and 
the  University  of  Virginia  and  School  of  Medicine, 
receiving  a B.S.  in  Medicine  in  1937  and  an  M.D.  in 
1939.  He  interned  and  had  a two  year  medical  resi- 
dency at  the  New  York  Hospital.  After  returning  from 
four  years  service  in  the  U.  S.  Army  Medical  Corps  as 
1st  Lt.  to  Major  with  the  Ninth  General  Hospital,  he 
served  both  the  departments  of  Medicine  and  Phy- 
siology at  Cornell  University  Medical  College  as  Instruc- 
tor and  Assistant  Professor. 

Doctor  Bird  is  a diplomate  of  the  American  Board 
of  Internal  Medicine  and  has  membership  in  other 
scientific  societies  and  associations.  Published  articles 
in  various  Journals  which  he  has  authored  or  co-auth- 
ored are  primarily  in  the  fields  of  hematology  and  fat 
metabolism. 


Doctor  Bird 


MALPRACTICE  POLICY  OF  O.S.M.A. 

this  coverage  with  companies  that  are  now  writing  it  in 
the  State  of  Oklahoma.  Local  insurance  agencies  have 
been  advised  of  the  cancellation  of  the  contract  by  the 
London  and  Lancashire  and  should  be  in  a position  to 
place  this  coverage  elsewhere. 

The  Insurance  Committee  of  the  Association  is  attempt- 
ing to  negotiate  a new  contract  with  another  company 
and  as  soon  as  any  negotiations  are  completed,  a special 
announcement  to  the  membership  will  be  immediately 
made. 

Over  985  members  of  the  Association  held  contracts 
with  the  London  and  Lancashire. 
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ANTIBIOTIC  DIVISION 


Rapidly  absorbed  following  oral  administration, 
Crystalline  Terramycin  Hydrochloride  Capsules 
elicit  prompt  therapeutic  response  in  acute 
and  chronic  infections  involving  a wide  range 
of  organs,  systems  and  tissues.  Its  broad  spectrum 
of  antimicrobial  activity  encompasses  organisms 
of  the  bacterial  and  rickettsial  as  well  as 
certain  spirochetal,  viral  and  protozoan  groups. 

Supplied : 250  mg.,  bottles  of  16  and  100; 

100  mg.,  bottles  of  25  and  100; 

50  mg.,  bottles  of  25  and  100. 

Terramycin  is  also  available  as: 

Elixir,  Oral  Drops,  Intravenous, 

Ophthalmic  Ointment,  Ophthalmic  Solution. 


CHAS.  PFIZER  & CO.,  INC.,  Brooklyn  6,  New  York 
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MESSAGE  FRON  THE  DEAN,  SCHOOL  OF  MEDICINE 

Mark  R.  Everett,  Ph.D. 

I am  happy  to  turn  this  month’s  space  over  the  Stewart  G.  Wolf,  Jr.,  M.D.,  newly  appointed  Professor  and 
Head  of  the  Department  of  Medicine.  We  are  fortunate  in  having  such  a leader  in  medical  education  join  our 
Faculty.  I feel  that  we  shall  all  be  stimulated  by  Doctor  Wolf’s  coming  to  Oklahoma,  and  I am  sure  you  will  be 
interested  in  his  forward  looking  ideas  on  medical  education  as  expressed  in  the  accompanying  article. 


THE  NEXT  STEP  IN  MEDICAL  EDUCATION 
Stewart  Wolf,  M.D. 

Before  considering  the  next  step  in  medical  education 
it  is  fitting  to  review  the  important  steps  in  the  past 
which  have  brought  us  to  our  present  position,  and  to 
assess  the  need,  if  any,  for  change.  Prior  to  100  years 
ago  a large  body  of  fairly  exact  data  concerning  the 
structure  of  man’s  body  in  its  dead  state  had  accumu- 
lated together  with  certain  empiricisms  useful  in  dealing 
with  the  symptoms  of  the  sick.  Students  were  taught  in 
didactic  lectures  and  they  had  scarcely  any  clinical  ex- 
perience during  their  school  year. 

Over  the  past  100  years,  however,  changes  have  taken 
place  based  on  a painstaking  collection  of  data  pertain- 
ing to  the  function  of  various  living  organs  and  organ 
systems  in  small  animals  and  in  man.  These  newer 
developments  ultimately  led  to  the  establishment  of  bed- 
side teaching  with  increasing  emphasis  on  laboratory 
procedures  for  diagnosis.  The  limited  command  which 
clinical  teachers  had  of  the  rapidly  growing  knowledge 
of  many  of  the  sciences  basic  to  medicine  necessitated 
the  existence  of  separate  ‘ ‘ pre-clinieal  ’ ’ departments 
for  the  teaching  of  medical  students.  Each  one,  charged 
with  a part  of  the  responsibility  for  educating  the  stu- 
dent, became  a semi-autonomous  organization  with  juris- 
diction over  a certain  number  of  hours  in  the  student ’s 
day.  The  head  of  one  department  could  set  up  his  own 
curriculum  independently  of  other  departments. 

More  modern  developments  in  medicine  are  out  of 
keeping  with  this  comparative  isolation  in  teaching. 
Instead  of  further  separating  our  categories  of  knowl- 
edge, the  march  of  science  has  brought  about  a great 
deal  of  overlapping  and  therefore  a need  for  integra- 
tion in  teaching.  Nevertheless,  our  teaching  in  most 
medical  schools  is  still  highly  departmentalized.  At  our 
present  stage  of  development  a medical  student  learns, 
for  example,  the  structure  and  function  of  the  heart 
from  two  separate  professors.  In  some  cases,  there  is  a 
loose  integration  of  the  courses,  but  no  serious  attempt 
to  combine  the  knowledge  available  on  the  subject.  This 
deficiency  does  not  stem  from  divergent  attitudes  among 
the  members  of  various  departments,  because  nowadays 
the  biological  horizon  of  “pre-clinieal”  teachers  is 
broad.  For  example,  the  interests  of  anatomists,  as 
reflected  by  their  publications,  lie  more  with  function 
than  structure  aud  hence  are  chiefly  physiological. 
Pharmacologists  are  spending  less  time  testing  the 
action  of  chemical  agents  on  isolated  tissues.  The  tests 
for  pharmacologic  action  and  toxicity  are  being  left 
largely  to  the  drug  houses,  while  the  medical  school  de- 
partment of  pharmacology  are  publishing  papers  about 
tissue  metabolism.  So  are  the  biochemists.  Since  the 
department  members  themselves  are  showing  such 
breadth  of  biologic  horizon,  a strictly  departmentalized 
approach  to  teaching  seems  all  the  more  out  of  place. 

Recent  developments  have  also  made  the  ‘ ‘ great 
divide”  between  pre-clinical  and  clinical  teaching  less 
and  less  meaningful.  Judging  again  by  publications  and 
also  by  observing  teaching  in  the  departments,  it  is 
clear  that  in  many  schools  physiologists  are  making 
fewer  and  fewer  animal  preparations  and  instead  are 
inclined  to  observe  experiements  of  nature  in  the  human 
preparation.  By  the  same  token  clinicians  are  becom- 
ing more  ‘ ‘ physiologically  minded.  ’ ’ They  are  less  and 


less  concerned  with  syndromes  and  more  and  more  with 
mechanisms.  Gynecologists  50  years  ago  pmblished’  chiefly 
concerning  new  operative  techniques  and  maneuvers. 
They  are  now  studying  cytology,  endocrinology  and 
metabolism. 

Psychiatrists,  too,  are  applying  their  concepts  to  the 
study  of  the  functioning  human  organisms  rather  than 
restricting  them  to  his  psychological  apparatus.  Thus, 
it  would  appear  that  the  departmentalized  structure  of 
the  medical  student ’s  curriculum  is  more  a matter  of 
tradition  than  conviction.  Why  does  it  persist? 

In  any  medical  discipline  or  department  one  finds  two 
general  lines  of  emphasis:  (1)  The  development  of  tech- 
niques and  ‘ ‘ tools  of  the  trade  ’ ’ and  the  refinement  of 
methods  for  the  execution  of  a special  task;  and  (2) 
The  integration  of  the  work  of  that  discipline  with 
others  in  the  medical  field,  that  is,  the  application  of  the 
data  from  specialized  studies  to  the  general  problem 
of  health  and  disease.  Since  each  department  is  assigned 
a limited  number  of  hours  it  is  probably  to  be  expected 
in  our  competitive  society  that  the  former  should  be 
emphasized  at  the  expense  of  the  latter. 

The  result  of  all  this  has  been  that  the  student ’s  time 
and  energies  are  consumed  by  demands  of  the  various 
departments  to  memorize  numerous  easily  available  data 
so  that  there  is  little  time  for  thought  and  inquiry  into 
what  medicine  is  all  about.  The  branches  of  the  brachial 
plexus  and  the  distribution  of  cutaneous  nerves  are 
memorized  and  rememorized  two  or  three  times  during 
medical  school.  Later  they  are  forgotten.  Important 
matters  of  cellular  metabolism,  on  the  other  hand,  are 
offered  to  the  student  among  a welter  of  biochemical 
data  in  a couple  of  lectures  in  the  first  year  before  he 
can  grasp  what  relevance  a cell  has  to  disease  or  to  the 
functioning  human  organism.  More  time  is  spent  in 
medical  school  on  the  techniques  of  identification  of 
parasitic  worms  in  feces,  a job  which  90  per  cent  of 
doctors  relegate  to  a technician  or  diagnostic  laboratory, 
than  on  the  technique  of  inquiry  into  the  early  develop- 
ment of  family  relationships  of  a patient  with  peptic 
ulcer,  a job  which  only  the  physician  can  do  and  which 
will  confont  him  almost  daily  in  practice.  We  are  asked 
as  physicians  to  view  the  whole  patient  and  yet  our 
medical  education  at  present  does  not  provide  for  the 
development  and  training  of  a whole  doctor  with  suf- 
ficient depth  of  perspective  to  do  the  job. 

The  University  of  Oklahoma  School  of  Medicine  has 
been  trying  to  meet  this  challenge,  especially  over  the 
past  four  years  under  the  able  and  imaginative  leader- 
ship of  Dr.  Mark  R.  Everett  and  amid  a vast  program 
of  expansion. 

Already  departmental  barriers  are  being  broken  down 
toward  a better  perspective  for  the  student.  Nowadays, 
two  or  three  departments  may  participate  in  a single 
teaching  session.  There  are  conferences  in  which  the 
basic  science  teachers  are  brought  together  and  in  ward 
rounds  their  knowledge  is  brought  to  bear  on  live  clinical 
problems.  Diseases  are  being  regarded  no  longer  as  organ 
disturbances,  but  as  integrated  patterns  of  defense  on 
the  part  of  the  whole  human  organism  against  a threat 
to  his  integrity  or  welfare.  The  focus  of  teaching  is  now 
on  the  sick  person  rather  than  just  his  disease. 

With  these  and  further  modifications  of  concept  and 
method  it  is  hoped  that  we  at  Oklahoma  may  be  among 
the  first  to  take  the  next  step  in  medical  education. 


For  greater  clinical  safety  plus  the  advantages  of 
more  rapid  absorption,  better  tissue  distribution  and 
faster  therapeutic  effect. 


Sulfonamide  Mixture  Therapy  At  Its  Best 


TRICOMBISUL 


TRICOMBISUL  Tablets,  0.5  Gm.  total 
sulfonamides,  each  tablet  containing  0.166  Gm.  of 
sulfacetamide,  sulfadiazine  and  sulfamerazine. 

TRICOMBISUL  Liquid,  0.5  Gm.  total  sulfonamides 
(0.166  Gm.  each  of  sulfacetamide  [solubilized], 
sulfadiazine  and  sulfamerazine)  per  teaspoonful  (4  cc.) . 

* T.M. 
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FIFTY  YEAR  PINS  PRESENTED  TO  TWELVE  PHYSICIANS 


Left:  George  LaMotte,  M.D.;  John  M. 
Alford,  M.D. ; Horace  Reed,  M.D. ; 
Lewis  J.  Moorman,  M.D.  and  A.  J. 
Coley,  M.D.  Top : McLain  Rogers,  M.D. 
pins  a 50  Year  Pin  on  A.  H.  Bun- 
gardt,  M.D. 


Seven  Oklahoma  City  physicians,  and  one  each  from 
Castle,  Edmond,  Okmulgee,  and  Cordell  and  one  now 
residing  in  California  are  now  wearing  the  gold  lapel 
pin  signifying  50  years  of  service  as  a member  of  the 
Oklahoma  medical  profession. 

In  recent  ceremonies  sponsored  by  their  county  medical 
societies,  the  following  were  presented  the  pins  denoting 
50  years  in  the  practice  of  medicine:  R.  M.  Howard, 
M.D.,  Horace  Reed,  M.D.,  J.  M.  Alford,  M.D.,  George 
A.  Lamotte,  M.D.,  A.  J.  Coley,  M.D.,  Lewis  J.  Moor- 
man, M.D.,  Everett  S.  Lain,  M.D.,  all  of  Oklahoma  City ; 
J.  W.  Shelton,  M.D.,  formerly  of  Oklahoma  City  and 
now  Los  Angeles,  Calif. ; A.  H.  Bungardt,  M.D.,  Cor- 
dell; A.  C.  Lucas,  M.D.,  Castle;  S.  B.  Leslie,  Sr.,  M.D., 
Okmulgee;  and  James  I.  Lyon,  M.D.,  Edmond. 

Doctor  Bungardt ’s  pin  was  presented  to  him  when 
he  was  guest  of  honor  at  a Chamber  of  Commerce  Ban- 
quet in  Cordell.  Presentation  was  made  by  McLain 
Rogers,  M.D.,  pioneer  Clinton  physician  and  long  time 
friend  of  Doctor  Bungardt.  Doctor  Bungardt  was  grad- 
uated in  1902  from  the  University  of  Missouri  School 
of  Medicine  and  has  been  practicing  medicine  in  Cordell 
since  he  arrived  there  December  11,  1902,  and  purchased 
the  practice  from  a former  physician  there  for  a $100 
note. 

Doctors  Howard,  Reed,  Alford,  LaMotte,  Coley,  Moor- 
man, Lain  and  Lyon ’s  pins  were  presented  at  the 
monthly  buffet  supper  of  the  Oklahoma  County  Medical 
Society.  Doctor  Shelton,  who  moved  to  Los  Angeles  in 


1948  after  50  years’  practice  in  Oklahoma  City,  received 
the  pin  in  absentia. 

Of  the  Oklahoma  County  physicians,  Doctor  Lain 
recently  received  a gold  medal  and  diploma  by  the 
American  Cancer  Society-  for  his  work  in  the  field  of 
research;  Doctor  Moorman,  former  Dean  of  the  Medi- 
cal School,  is  widely  known  in  the  field  of  tuberculosis 
and  as  the  author  of  Tuberculosis  and  ' Genius  and  Pio- 
neer Doctor;  Doctor  Coley,  who  is  94,  remembers  fighting 
epidemics  with  his  intuition  in  place  of  modern  public 
health  methods;  Doctor  Howard,  now  retired,  taught 
surgery  at  the  University  of  Oklahoma  and  was  once 
president  of  the  American  Goiter  Association;  Doctor 
Reed  was  associate  on  the  teaching  staff  at  Epworth 
University  Medical  School  which  later  merged  with  the 
University  of  Oklahoma  School  of  Medicine;  Doctor 
Alford,  another  50  Year  Pin  wearer  who  has  not  retired, 
says,  ‘ ‘ I want  to  take  out  someone ’s  appendix  today 
and  go  to  heaven  tomorrow  ’ ’ ; Doctor  Lamotte  is  pro- 
fessor emeritus  of  medicine  at  the  School  of  Medicine; 
Doctor  Lyon,  who  is  82  years  old  and  practiced  medi- 
cine almost  (10  years  before  he  retired,  was  formerly 
physician  and  health  director  for  the  Kickapoo  and 
Pottamatomic  Indians  at  McCloud. 

O.S.M.A.  President  L.  Chester  McHenry,  M.D.  pre- 
sented 50  Year  pins  to  A.  C.  Lucas,  M.D.,  Castle,  and 
S.  B.  Leslie,  Sr.,  M.D.,  Okmulgee,  at  a meeting  of  the 
Okmulgee  and  Okfuskee  County  Medical  Societies. 


OKLAHOMA  STUDENT  A.M.A. 
REPRESENTED  AT  ANNUAL  MEETING 

For  the  first  time  in  the  history  of  the  Oklahoma 
State  Medical  Association,  representatives  of  the  Stu- 
dent body  at  the  University  of  Oklahoma  School  of  Medi- 
cine participated  in  the  deliberations  of  the  House  of 
Delegates. 

William  B.  Stover  and  William  F.  Denny  were  the 
first  delegates  from  the  Student  A.M.A.  chapter  to 
serve  in  this  .capacity.  Local  chapters  have  been  estab- 
lished in  practically  all  the  approved  schols  of  medicine 
in  order  to  acquaint  the  students  with  the  purposes  of 
the  county,  state  and  American  Medical  Association. 


INDIAN  HOSPITAL  MAY  BE 
OPENED  TO  NON-INDIANS 

A recent  law  enacted  by  Congress  gives  the  Secretary 
of  Interior  the  right  to  open  Indian  Department  Hos- 
pitals for  the  care  of  non-Indians  when  the  area  served 
by  the  Indian  Hospital  may  not  otherwise  have  adequate 
hospital  facilities. 

The  hospital  rate  to  be  charged  by  Indian  hospitals 
is  to  be  the  average  cost  per  patient  day  for  the  re- 
spective Indian  hospital. 

No  effective  date  for  the  opening  of  Indian  hospitals 
has  been  established  and  will  depend  upon  an  individual 
survey  of  each  area  served  by  an  Indian  hospital. 
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CHARLES  DICKENS 
1812-1870 


Scene  from  "Oliver  Twist" 


^ &mmh 

Charles  Dickens,  the  renowned  British  novelist,  was  subject  to 
cyclic  moods  of  pronounced  depression  characterized  by  intense 
nervous  irritability  and  by  the  shedding  of  tears  all  day  long.  He 
was  exceedingly  sensitive  to  his  own  experiences  as  well  as  to  the 
suffering  of  others. 


In  the  great  majority  of  psychoneurotics,  there  is  no  serious  mental  illness,  but 
merely  an  emotional  imbalance  which  often  can  be  greatly  improved  by  proper 
psychotherapeutic  and  sedative  management.  In  the  treatment  of  psychoneurosis, 
particularly  agitated,  depressed  and  anxiety  states,  Mebaral  is  preferred  by  many 
because  it  combines  a high  degree  of  sedative  effectiveness  — producing  emotional 
stability  — with  a relative  freedom  from  side  effects  such  as  languor  and  drowsiness. 
Patients  usually  become  calmer,  more  cheerful  and  better  adjusted  to  their  surround- 
ings without  clouding  of  mental  faculties. 

Average  sedative  dose: 


Adults,  32  mg.  to  0.1  Gm.  (Vi  to  Wi  grains) 
three  or  four  times  daily; 
children,  16  to  32  mg.  ( Va  to  Vz  grain) 
three  or  four  times  daily. 

Supplied  In  tablets  of  32  mg., 

0.1  Gm.  and  0.2  Gm. 


Mebaral 


1 


tasteless 


daytime  sedative 


EFFECTIVE  ANTIEPILEPTIC 


INC.  New  York  18/  N.  Y.  • Windsor,  Ont. 


Mebaral,  trademark  reg.  U.  S.  & Canada,  brand  of  mepfiobarbital 
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NEW  CLINIC  BUILT  IN  ADA 


Pictured  above  is  the  new  Gill-McBride  Clinic  in  Ada. 
Physicians  associated  in  the  clinic  are  William  T.  Gill, 
M.D.,  Ollie  McBride,  M.D.,  Carl  D.  Osborn,  M.D.  and 
Stearley  P.  Harrison,  M.D.  The  clinic,  which  contains 
20  rooms  with  4,300  square  feet  of  floor  space,  also  has 
a parking  area  for  40  cars.  It  is  conveniently  located 
cross  the  street  from  Valley  View  Hospital. 

ELECTROCARDIOGRAPHY  COURSE 
IS  WELL  ATTENDED 

Two  physicians  from  Canada,  and  12  doctors  from 
surrounding  states  were  among  those  attending  the 
Electrocardiography  Course  held  at  the  School  of  Medi- 
cine the  week  of  March  3-8,  1952.  This  postgradute 
course  presented  a review  of  the  fundamentals  of  elec- 
trocardiography and  resume  of  the  newer  applications 
to  this  subject  including  spatial  vectors. 

The  couse  was  conducted  by  Robert  Bavley,  M.D., 
Ernest  Reynolds,  M.D.,  and  George  Winn,  M.D.,  faculty 
of  the  School  of  Medicine. 

The  following  physicians  attended  the  course: 

Alfred  T.  Baker,  M.D.,  Durant,  Oklahoma 

II.  Richard  Bath,  M.D.,  Wilmington,  Ohio 

R.  E.  Beamish,  M.D.,  Winnipeg,  Manitoba,  Canada 

R.  M.  Bellamy,  M.D.,  Pampa,  Texas 

O.  T.  Davis,  M.D.,  Owensboro,  Kentucky 

E.  Grey  Diamond,  M.D.,  Kansas  City,  Kansas 

Leonard  J.  Ellis,  M.D.,  Oklahoma  City,  Oklahoma 

R.  W.  Goen,  M.D.,  Tulsa,  Oklahoma 

John  E.  Gruetter,  Jr.,  M.D.,  Little  Rock,  Arkansas 

A.  B.  Houston,  M.D.,  Winnipeg,  Manitoba,  Canada 

J.  Allen  Howell,  M.I).,  Wellington,  Kansas 

William  E.  Hubbard,  M.D.,  Oklahoma  City,  Oklahoma 

T.  H.  Jones,  M.D.,  Waldo,  Arkansas 

R.  R.  Kinsinger,  M.D.,  Blackwell,  Oklahoma 
W.  W.  Lippert,  M.D.,  Wilmington,  Ohio 
Vincent  Mazzarella,  M.D.,  Hominy,  Oklahoma 
Dalton  B.  Mclnnis,  M.D.,  Oklahoma  City,  Oklahoma 
E.  C.  Mohler,  M.D.,  Ponca  City,  Oklahoma 
Kenneth  S.  Lane,  M.D.,  Vinita,  Oklahoma 

C.  A.  Laubach,  Jr.,  M.D.,  Danville,  Pennsylvania 
J.  B.  Morey,  M.D.,  Ada,  Oklahoma 
H.  E.  Nicholson,  M.D.,  Wheeler,  Texas 
Orville  M.  Rippy,  M.D.,  Stillwater,  Oklahoma 
James  R.  Ricks,  M.D.,  Oklahoma  City,  Oklahoma 
C.  J.  Roberts,  M.D.,  Enid,  Oklahoma 
Herman  W.  Roth,  M.D.,  Monte  Vista,  Colorado 

S.  C.  Shepard,  M.I).,  Tulsa,  Oklahoma 
Harry  D.  Silsby,  M.I).,  Springfield,  Missouri 
Vincel  Sundgren,  M.D.,  Tulsa,  Oklahoma 
Dealt  C.  Walker,  M.D.,  Tulsa,  Oklahoma 

LeRoy  A.  Wolever,  M.D.,  Midwest  City,  Oklahoma 
Harry  C.  Wolohon,  M.D.,  Oklahoma  City,  Oklahoma 
J.  F."  York,  M.D.,  Madill,  Oklahoma 


HAVE  YOU  HEARD? 

A.  B.  Word,  21. D.,  Bartlesville,  recently  spoke  on 
socialized  medicine  at  a meeting  of  the  Washington 
County  Bar  Association. 

Charles  E.  Green,  21.1).,  Lawton,  discussed  the  need 
for  a Comanche  County  Council  for  Retarded  Children 
at  the  organizational  meeting  of  the  group. 

Floyd  E.  Warterfield,  21. D.,  82,  pioneer  Muskogee 
physician,  has  been  awarded  a 50-Year  Masonic  pin 
and  certificate. 

Bay  Lindsey,  21. D.,  Pauls  Valley,  is  building  a new 
30x40  foot  wing  on  his  hospital. 

F.  21.  Adams,  21. D.,  superintendent  of  Eastern  Okla- 
homa Hospital,  was  principal  speaker  at  a meeting  of 
the  Vinita  Chamber  of  Commerce. 

E.  T.  Cook,  J r.,  21. D.,  Anadarko,  reported  on  phases 
of  preventive  medicine  at  a Kiwanis  club  meeting  in 
that  city. 

Eugene  A.  Hale,  21. D.,  1950  graduate  of  the  Uni- 
vertsity  of  Oklahoma,  is  the  new  full  time  physician 
for  the  Oklahoma  State  Penitentiary  in  McAlester. 

Cody  Bay,  21. D.,  Pawhuska,  was  guest  speaker  at  the 
District  13,  Oklahoma  State  Nurses  Association. 

B.  G.  Obermiller,  21. D.,  Woodward,  recently  took  a 
postgraduate  course  in  New  Orleans. 

Oscar  B.  White,  21. D.,  Oklahoma  City,  has  been  elected 
president  of  the  University  of  Oklahoma  Board  of 
Regents. 

Mark  B.  Johnson,  21. D.,  Norman,  who  has  been  serv- 
ing with  the  45th  Division,  has  been  promoted  to  major. 

Malcolm  Phelps,  M.D.,  El  Reno,  has  been  named  to 
the  Board  of  Directors  of  the  American  Academy  of 
General  Practice. 

J.  B.  Clark,  M.D.,  Coalgate,  has  been  elected  chair- 
man of  the  council  of  the  new  Mary  Hurley  Hospital 
of  Coalgate. 

William  P.  Longmire,  Jr.,  21. D.,  son  of  the  late  W.  P. 
Longmire,  M.D.  of  Sapulpa,  is  spending  four  months 
in  Germany  where  he  will  teach  at  the  University  of 
Berlin  and  do  some  surgery. 

Gordon  Livingston,  M.D.,  Cordell,  is  president  of  the 
Kiwanis  Club  of  that  city. 

J.  Baymond  Hinshaw,  M.D.,  son  of  J.  R.  Hinshaw, 
M.D.,  Norman,  and  surgeon  at  Strong  Memorial  Hospi- 
tal, Rochester,  recently  lectured  at  Cornell  Medical  Col- 
lege, giving  some  of  his  findings  in  his  research  work  as 
atomic  coordinator  for  the  navy. 

B.  n.  Mayes,  M.D.,  Anadarko,  has  been  appointed 
county  superintendent  of  health  for  Stephens  and  Caddo 
counties. 

James  F.  Holil,  M.I).,  Major  (MC)  has  been  awarded 
the  Bronze  Star  Medal  for  distinguished  service  in 
Korea  during  the  period  March  19,  to  October  6,  1951. 
Major  Hold  served  as  company  commander  and  regi- 
mental surgeon  during  this  phase  of  operations. 

Five  Oklahoma  Physicians  recently  participated  in 
postgraduate  courses  at  the  Cook  County  Graduate  School 
of  Medicine  in  Chicago.  They  are:  Fred  T.  Perry,  M.D., 
Watonga ; Glen  W.  McDonald,  M.I).,  Pawhuska ; Eugene 
II.  Arrendell,  M.D.,  Ponca  City;  Joe  L.  Duer,  M.D., 
Woodward;  and  Richard  G.  Stoll,  M.D.,  Chickasha. 
ties. 

William  TV  caver,  11. D.,  Muskogee,  presided  at  one  of 
the  sessions  when  the  District  No.  3 Nurses  Association 
held  a two  day  institute  in  Muskogee. 

B.  B.  Hannas,  Jr.,  M.D.  will  join  the  McMurry- 
Stowers  Clinic  and  Hospital  in  Sentinel  July  1 when  he 
finishes  his  year’s  surgical  residency  at  the  University 
of  Kansas. 
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They’d  make 
quite  a family  reunion.. 


^ w I , / 


...the  44  patients  who  represent  each  of  the  many  conditions 
for  which  short-acting  NEMBUTAL  is  effective. 


Even  if  you’ve  tried  short-acting 
Nembutal  in  no  more  than  a few  of 
its  44  uses,  the  advantages  would  still 
be  apparent. 

You  would  already  know,  for  example, 
how  adjusted  doses  of  short-acting 
Nembutal  can  achieve  any  desired  de- 
gree of  cerebral  depression,  from  mild 
sedation  to  deep  hypnosis. 

You  would  be  familiar  with  the  rapid  on- 
set, the  brief  duration,  the  rare  incidence 
of  cumulative  effect  and  "hangover  ”. 
And,  more  important,  you  would  know 
that  short-acting  Nembutal  s smaller 
dosage — only  about  half  that  required  by 
many  other  barbiturates — results  in  less 
drug  to  be  inactivated,  marked  clinical 
safety,  definite  economy  to  the  patient. 
For  further  information,  why  not  write 
for  your  copy  of  the  new  booklet, 
"44  Clinical  Uses  for  Nembutal’’.1 
Just  address  a card  to  Abbott  Labora- 
tories, North  n n . . 

Chicago,  Illinois.  (JLWjDA>C 


In  equal  oral  doses,  no  other  barbiturate 
combines  QUICKER,  BRIEFER, 

MORE  PROFOUND  EFFECT  than... 

Nembutal’ 

(PENTOBARBITAL,  ABBOTT) 


44 


SEDATIVE 


OF 

NEMBUTAL’S 

CLINICAL 

USES 


Cardiovascular 

Hypertension 
Coronary  diseose 
Angina 

Decompensation 
Peripheral  vascular  diseose 

Endocrine  Disturbances 

Hyperthyroidism 
Menopause 
Nausea  and  Vomiting 
Functional  or  organic  diseose 
[acute  gastrointestinal 
and  emotional) 

X-ray  sickness 
Pregnancy 
Motion  sickness 

Gastrointestinal  Disorders 

Cordiosposm 
Pylorospasm 
Sposm  of  biliary  froct 
Spasm  of  colon 
Peptic  ulcer 
Colitis 

Biliary  dyskinesio 

Allergic  Disorders 

Irritability 

To  combat  stimulation  of 
ephedrine  alone,  etc. 

Irritability  Associated 
With  Infections 
Restlessness  and 
Irritability  With  Pain 
Central  Nervous  System 
Paralysis  ogitons 
Chorea 
Hysteria 

Delirium  tremens 
Memo 

Anticonvulsant 

Traumatic 

Tetanus 

Strychnine 

Eclampsia 

Status  epilepticut 

Anesthesia 

HYPNOTIC 

Induction  of  Sleep 

OBSTETRICAL 

Nausea  and  Vomiting 

Eclampsia 

Amnesia 

SURGICAL 

Preoperative  Sedation 
Basal  Anesthesia 
Postoperative  Sedation 

PEDIATRIC  Sedation  for: 

Special  examinations 
Blood  transfusions 
Administration  of  parenteral 
fluids 

Electroencephalography 
Minor  surgery 

Preoperative  Sedation 
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OBITUARIES 

J.  W.  CRAIG,  M.D. 

1871- 1952 

J.  W.  Craig,  M.D.,  a practicing  physician  in  north- 
eastern Oklahoma  for  more  than  60  years,  died  March 
14  at  his  home  in  Miami  after  an  illness  of  five  weeks. 

Dr.  Craig  began  his  practice  at  his  native  Shelby, 
Mo.,  in  1891.  In  1902  lie  moved  tq  Vinita  where  he  lived 
for  more  than  20  years  before  coming  to  Miami. 

Survivors  include  his  widow,  three  daughters  and  a 
brother. 

E.  E.  NORVELL,  M.D. 

1872- 1952 

E.  E.  Norvell,  M.D.,  Oklahoma  City,  died  April  21  in 
an  Oklahoma  City  hospital. 

Born  in  Arkansas,  he  was  a graduate  of  Vanderbilt 
University  Medical  School.  Until  his  retirement  last 
year,  he  had  practiced  medicine  in  Oklahoma  City  21 
years.  Prior  to  moving  to  Oklahoma  City,  he  had  prac- 
ticed in  Shawnee  and  Wynnewood.  He  was  a member 
of  the  Baptist  church,  Odd  Fellows  lodge  and  was  a 
32nd  degree  Mason. 

ROBERT  KEYES,  M.D. 

1877-1952 

Robert  Keyes,  M.D.,  Ada,  died  February  26  in  an  Ada 
hospital. 

Doctor  Keyes,  who  retired  10  years  ago  because  of 
poor  eyesight,  was  born  at  LaFayette,  Ga.,  and  came 
to  Indian  Territory  as  a young  physician  practicing  in 
Seminole  and  Okfuskee  Counties. 

He  was  a member  of  the  Methodist  church,  a 32nd 
degree  Mason  and  was  active  in  civic  affairs. 

Survivors  include  the  widow,  two  sons,  one  sister,  one 
niece  and  one  nephew. 

DAVID  W.  GILLICK.  M.D. 

1895-1952 

David  W.  Gillick,  M.D.,  chief  medical  director  of  the 
Talihina  Medical  Center,  died  April  30. 

Doctor  Gillick  was  born  in  St.  Louis,  Mo.,  and  re- 
ceived his  M.D.  degree  in  1919.  He  had  served  since 
1921  in  various  Indian  hospitals  in  New  Mexico,  Kansas, 
Oklahoma,  Mississippi,  North  Carolina  and  Florida.  He 
was  active  in  the  Knights  of  Columbus  and  the  Talihina 
Lions  club. 

Survivors  include  his  widow,  one  son  and  one  daugh- 
ter. 

ATTEND  A.C.P. 

Nine  Oklahoma  City  physicians,  six  from  Tulsa  and 
one  each  from  Ada  and  Kingfisher  attended  the  Ameri- 
can College  of  Physicians  in  Cleveland,  Ohio,  April 
21-25,  1952. 

Those  attending  were : from  Oklahoma  City- — Turner 
Bynum,  Robert  Howard  Furman,  Philip  Marsden  Mc- 
Neill, Henry  H.  Turner,  James  R.  Colvert,  Wann  Lang- 
ston, Robert  C.  Lawson,  W.  T.  McCollum  and  Henry 
Louis  Schmidt,  Jr.,;  from  Tulsa — A.  A.  Hood,  Homer 
A.  Ruprecht,  II.  E.  Ryder,  Marcella  R.  Steel,  Paul 
Theodore  Strong,  Albert  Wicken  Wallace ; and  J.  B. 
Morey,  Ada;  and  John  Robert  Taylor,  Kingfisher. 


MEDICAL  SOCIETIES 
AROUND  THE  STATE 

Cleveland  County 

Executive  Secretary  Dick  Graham  was  guest  speaker 
at  a recent  meeting  of  the  Cleveland  County  Medical 
Society.  A medical  motion  picture  was  also  shown  at 
the  meeting. 

Garfield-Kingfisher 

• ‘ Recent  Advances  in  Treatment  of  Cancer  ’ ’ was 
J.  Samuel  Binkley ’s,  M.D.  topic  when  he  addressed  a 
recent  meeting  of  the  Garfield-Kingfisher  County  Medical 
Society.  Doctor  Binkley  is  from  Oklahoma  City. 

Woods-Alfalfa 

Two  Wichita  physicians,  Harry  O.  Anderson,  M.D. 
and  John  W.  Warren,  M.D.  were  guest  speakers  at  a 
meeting  of  the  Woods-Alfalfa  County  Medical  Society. 
Doctor  Anderson  spoke  on  ‘ ‘ Painful  Feet  ’ ’ and  Doctor 
Warren ’s  topic  was  ‘ ‘ Newer  Treatment  for  Kidney 
Stones.  ’ ’ 

Atoka-Bryan-Coal 

Speaking  on  the  activities  of  the  State  Association 
and  the  A.M.A.,  L.  Chester  McHenry,  M.D.,  1951-52 
President,  spoke  to  the  members  and  Auxiliary  of  the 
Atoka-Bryan-Coal  County  Medical  Society  at  a banquet 
in  Durant  recently. 

Northwestern 

Members  of  the  Northwestern  Counties  Medical  So- 
ciety met  at  the  Williams  Clinic  in  Woodward  for  a 
recent  meeting  and  postgraduate  lectures  on  “Reviews 
of  General  Medicine.  ’ ’ 

Kiowa- Washita 

Members  of  the  Kiowa-Washita  Counties  Medical  So- 
ciety and  Auxiliary  met  in  Mt.  View  for  a dinner  meet- 
ing recently.  Following  the  dinner,  a film  from  the 
American  Academy  of  General  Practice  meeting  was 
shown  to  the  Society. 


A.M.A.  IS  JUNE  9-13 

When  the  101st  annual  meeting  of  the  American 
Medical  Association  opens  in  Chicago  June  9-13,  doors 
will  be  opened  to  the  public  for  the  first  time  through 
the  medium  of  television. 

Two  half-hour,  coast-to-coast  telecasts  of  the  con- 
vention are  planned.  As  the  nation ’s  top  medical  au- 
thorities report  on  the  very  latest  developments  in  the 
field  of  science  and  medicine  to  approximately  14,000 
colleagues  attending  the  meeting,  mobile  television 
cameras  will  transmit  the  news  to  the  rest  of  the  nation. 

The  programs  will  be  carried  over  the  N.B.C.  tele- 
vision network  at  9:30  p.m.  (E.D.S.T.)  Tuesday,  June 
10,  and  at  another  date  to  be  announced  later.  They  will 
be  sponsored  by  Smith,  Kline  and  French  Laboratories, 
a Philadelphia  pharmaceutical  firm,  in  cooperation  with 
the  A.M.A. 
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From  among 
all  antibiotics, 
Orthopedic  Surgeons 
often  choose 


New  aureomycin  minimal  dos- 
age for  adults — four  250  mg- 
capsules  daily , with  milk. 


AUREOMYCIN 


because 

Aureomycin,  following  oral  administra- 
tion, diffuses  rapidly  into  the  skeletal  and 
structural  tissues  of  the  body. 

Aureomycin  exhibits  little  tendency  to 
favor  the  development  of  resistant  bac- 
terial strains. 

Aureomycin  in  daily  repeated  small  dos- 
age gives  satisfactory  serum  levels,  and 
may  be  continued  over  a long  period. 

Aureomycin  has  been  reported  to  be  clin- 
ically effective  against  susceptible  organ- 
isms in  the  following  conditions  fre- 
quently seen  by  the  orthopedic  surgeon: 
Suppurative  Arthritis  • Osteomyelitis 
Infected  Compound  Fractures  • Osteitis 
Brucella  Arthritis  • Periostitis 


Throughout  the  world,  as  in 
the  United  States,  aureomycin  is 
recognized  as  a broad-spectrum 
antibiotic  of  established  effectiveness. 


Capsules:  50  mg. — Bottles  of  25  and  100;  250  mg.— Bottles 
of  16  and  100.  Ophthalmic:  Vials  of  25  mg.  with  dropper; 
solution  prepared  by  adding  5 cc.  of  distilled  water. 


LEDERLE  LABORATORIES  DIVISION 


AMERICAN 


Cyan/unid 


COMPANY 


30  Rockefeller  Plaza,  New  York  20,  N.  Y. 


Hydrochloride  Crystalline 


/ / / / i I 

The  Reading  Room,  Folger-Shakespeare  library,  Washington,  D.G 
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CURRENT  ACTIVITIES  AT  THE  OKLAHOMA 
MEDICAL  RESEARCH  FOUNDATION 


Edward  C.  Reifenstein,  Jr.,  M.D. 

DIRECTOR 

This  is  the  seventh  in  a 
series  of  monthly  articles 
concerning  the  activities  of 
the  Oklahoma  Medical  Re- 
search Foundation.  In  this 
article  will  be  discussed 
the  activities  in  the  field 
of  clinical  research  in 
Endocrinology  and  Metabolism  now  under  way  at  the 
Oklahoma  Medical  Research  Institute  and  Hospital.  This 
program  is  under  the  direction  of  Dr.  Edward  C.  Reifen- 
stein, Jr.,  Head  of  the  Section  of  Endocrinology  and 
Metabolism  and  Dr.  R.  Palmer  Howard,  a member  of 
the  Section  of  Endocrinology  and  Metabolism. 

In  addition  to  the  funds  that  have  been  supplied  by 
the  Oklahoma  Medical  Research  Foundation,  grants  made 
by  several  other  organizations  are  being  utilized  in  this 
program.  These  include  a grant-in-aid  from  the  National 
Institute  of  Arthritis  and  Metabolic  Diseases,  the  Upjohn 
Company,  the  Ciba  Company,  Ayerst,  McKenna  and 
Harrison,  Limited,  and  Chemical  Specialties  Company, 
Incorporated. 

One  of  the  chief  interests  of  the  section  is  in  dis- 
turbances of  calcium  metabolism  and  metabolic  bone 
disorders.  The  initial  problem  to  be  investigated  will 
involve  a Study  of  patients  with  atrophy  (osteoporosis) 
of  bone  from  disuse.  In  the  normal  individual,  bone  is  in 
a state  of  dynamic  equilibrium,  with  bone  resorption 
and  bone  formation  going  on  simultaneously  in  different 
parts  of  the  bone.  Physical  activity  and  weight-bearing 
provide  the  physiologic  stimuli  for  bone  formation  in 
the  normal  individual.  When  a person  is  immobilized 
with  illness,  however,  bone  formation  is  reduced,  and 
since  bone  resorption  continues,  the  bones  become  thin 
or  atrophic;  the  bone  disease  that  is  thus  developed  is 
called  osteoporosis  of  disuse. 

The  investigations  planned  at  the  Oklahoma  Medical 
Research  Institute  and  Hospital  in  relation  to  osteo- 
porosis of  disuse  have  to  do  with  determining  whether 
or  not  patients  with  this  disorder  respond  favorably  to 
therapy  with  estrogens,  androgens  and  similar  com- 
pounds. In  previous  work  done  by  the  writer  with  Dr. 
Fuller  Albright  of  Boston,  Mass.,  it  has  been  demon- 
strated that  these  compounds  have  a beneficial  effect  on 
the  osteoporosis  found  in  post  menopausal  women  and 
in  senile  men  and  women. 

In  order  to  study  the  problem,  the  response  of  patients 
with  osteoporosis  of  disuse  to  steroids  will  be  measured 
by  a number  of  simultaneous  observations  including: 

(1)  the  composition  of  bone  specimens  taken  by  biopsy, 

(2)  the  density  of  bone  in  roentgenograms,  (3)  the 
localization  of  radioactive  isotopes  in  bone,  (4)  the 
mineral  and  nitrogen  balances,  and  (5)  the  clinical  status. 
As  the  study  progresses  it  will  be  possible  to  determine 
whether  or  not  the  response  of  patients  with  atrophy 
of  disuse  to  the  steroids  is  similar,  quantitatively  and 
qualitatively,  to  that  of  patients  with  post-menopausal 
and  senile  osteoporosis  who  are  known  to  respond  favor- 
ably to  these  materials.  Finally,  it  is  hoped  that  this 
study  will  lead  to  knowledge  as  to  whether  or  not  the 
administration  of  such  steroids  will  have  a preventive 
as  well  as  a therapeutic  role  in  relation  to  the  osteo- 
porosis of  disuse. 

Balance  studies  will  be  performed  in  individuals  who 
have  been  immobilized  by  orthopedic  or  surgical  pro- 


cedures for  a considerable  period  of  time,  or  until  there 
is  gross  x-ray  evidence  of  osteoporosis,  and  who  will 
still  require  further  immobilization  for  the  period  of  the 
study.  Such  individuals  will  be  investigated  by  the 
technics  outlined,  for  several  metabolic  periods  before, 
and  for  several  after,  the  administration  of  the  steroids. 
Such  studies  will  provide  clues  as  to  the  therapeutic 
effectiveness  of  these  agents. 

In  order  to  determine  whether  or  not  the  steroids 
have  a preventive  role,  studies  will  be  made  in  previ- 
ously healthy  adult  individuals  who  are  required  for 
some  medical  or  surgical  reason  to  undergo  an  opera- 
tive procedure  which  will  be  followed  by  prolonged 
immobilization.  These  patients  will  be  given  steroid 
therapy  either  before  or  immediately  after  operation 
and  will  be  compared  with  suitable  control  studies,  so 
that  it  will  be  possible  to  determine  whether  or  not 
there  has  been  any  preventive  effect  of  the  therapy  on 
the  development  of  atrophy  of  disuse. 

The  patients  will  be  studied  in  the  Oklahoma  Medical 
Research  Hospital  and  all  of  the  biological  specimens 
will  be  analyzed  in  the  Central  Laboratory  of  the  Okla- 
homa Medical  Research  Institute  and  in  the  individual 
laboratories  of  the  collaborating  investigators.  The 
patients  will  be  placed  on  constant  diets,  the  composi- 
tion of  which  will  be  determined.  The  urine  and  feces 
will  be  collected,  and  balances  of  nitrogen,  calcium, 
phosphorus  and  other  minerals  will  be  determined  ac- 
cording to  standard  technics.  Excretions  of  such  sub- 
stances as  creatine,  creatinine,  uric  acid,  amino  acids, 
glucose,  steroids,  and  gonadotropins  will  be  determined. 
The  serum  levels  of  protein  fractions,  glucose,  alkaline 
phosphatase,  and  chemical  elements,  such  as  phosphorus, 
calcium,  and  other  minerals,  will  be  followed.  Hematolo- 
gical studies  will  include  determinations  of  the  hemo- 
globin concentration  and  the  numbers  of  formed  blood 
elements. 

Bone  tissue  from  a site  involved  by  the  atrophy  of 
disuse  will  be  obtained  before,  during,  and  after  various 
therapeutic  procedures.  The  specimens,  when  removed, 
will  be  studied  by  roentgenographic  procedures,  by 
histochemical  methods,  by  histological  technics,  and  by 
biochemical  analyses.  Roentgenograms  of  the  vertebral 
column,  pelvis,  lower  extremities  and  other  involved 
bones  will  be  taken  at  frequent  intervals  with  attention 
to  standardization  of  posturing,  filming,  and  developing 
procedures,  in  order  to  minimize  the  errors  in  interpre- 
tation due  to  variations  in  these  technics.  It  is  planned 
to  use  a specifically-designed  and  constructed  photo- 
electric microdensitometer  for  making  objective  esti- 
mations of  mineral  density  in  bones  from  the  roentgeno- 
grams. Other  investigations  of  the  mineral  balances  will 
be  undertaken  by  the  utilization  of  isotopes,  such  as 
phosphorus32  or  strontiums2.  These  studies  will  be  carried 
out  in  conjunction  with  the  Coordinator  of  Isotope 
Studies  for  the  Oklahoma  Medical  Research  Institute 
and  Hospital,  Dr.  Cleve  Beller.  Tracer  amounts  of  the 
isotopes  will  be  administered  to  certain  individuals  at 
appropriate  times  prior  to  the  biopsy  of  bones,  in  the 
periods  before,  during  and  after  the  administration  of 
the  various  steroids.  The  amount  excreted  in  the  urine 
and  feces  will  be  determined ; the  amount  present  in 
the  bone  specimens  will  be  measured.  In  addition,  an 
attempt  will  be  made  to  determine  the  exact  cellular 
localization  of  the  isotope  in  bone  tissue  before  and 
during  therapy  by  radioautography. 

The  data  from  such  studies  will  be  interpreted  in 
several  ways:  each  patient  will  serve  as  his  own  control; 
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then  as  the  data  accumulate,  the  patient  on  a specific 
therapy  will  be  compared  with  another  on  the  same 
therapy;  later  on,  he  will  be  compared  with  patients 
on  different  therapies.  Finally,  the  response  of  patients 
with  osteoporosis  of  disuse  will  be  compared  with  that 
of  patients  with  post  menopausal  and  senile  osteoporosis 
as  reported  in  the  literature  and  as  observed  in  the 
previous  studies  by  Doctor  Reifenstein,  and  also  in  in- 
vestigations done  independently  by  Doctor  Howard. 

It  should  be  pointed  out  that  bed  confinement  has 
been  curtailed  in  recent  years  in  many  forms  of  illness. 
However,  in  certain  conditions,  such  as  fractures  of  the 
lower  extremities,  essential  surgical  procedures,  and 
other  severe  medical  illnesses,  immobilization  cannot  be 
avoided,  and  hence  osteoporosis  of  disuse  occurs.  Phy- 
siotherapy has  been  the  only  treatment  employed.  Steroid 
therapy  has  not  been  used  in  this  form  of  osteoporosis 
except  in  very  preliminary  studies  involving  a very  small 
number  of  patients.  These  preliminary  studies  are  not 
adequate  to  form  a basis  upon  which  to  recommend  fur- 
ther therapy.  It  is  of  both  scientific  and  practical  clinical 
interest  to  ascertain  whether  or  not  the  condition  of 
osteoporosis  from  disuse  may  be  treated  and/or  prevented 
by  steroid  hormones.  The  therapeutic  value  of  such 
therapy  has  already  been  demonstrated  in  post-meno- 
pausal osteoporosis  by  Albright  and  his  collaborators. 

Applications  have  been  made  to  several  organizations 
for  support  of  further  work  on  calcium  metabolism  and 
particularly  for  studying  in  more  detail  the  action  of 
parathyroid  hormone  on  bone.  This  latter  problem  is 
one  of  considerable  interest.  There  is  very  good  evi- 
dence that  the  patients  can  have  large  excesses  of  para- 
thyroid hormone  arising  from  adenomas  of  the  para- 
thyroid glands  without  having  any  involvement  in  bone 
that  is  demonstrable  by  the  methods  now  available  by 
roentgenographic  study  or  bone  biopsy.  It  is  known 
that  parathyroid  hormone  alters  the  excretion  of  phos- 
phorus into  the  urine  and  as  a result  undersaturates  the 
body  fluids  in  terms  of  the  calcium  X phosphorus 
product.  This  undersaturation  of  the  body  fluids  fre- 
quently is  met  by  an  increased  intake  of  calcium,  and 
then  it  is  unnecessary  to  withdraw  any  calcium  from 
the  bone.  However,  there  is  evidence  from  animal  experi- 
ments that  parathyroid  hormone  under  certain  circum- 
stances does  have  a definite,  direct  action  on  bone.  The 
conditions  under  which  these  two  different  actions  occur 
are  not  well  defined  and  it  is  proposed  to  find  out  by 
a series  of  experiments  in  animals  and  man  under 
exactly  what  conditions  parathyroid  hormone  will  have 
its  effect  only  on  the  excretion  of  phosphorus  in  the 
urine,  and  under  what  conditions  it  will  have  an  action 
on  resorption  of  bone. 

A number  of  studies  dealing  with  endocrinology  are 
in  progress  also  at  the  Oklahoma  Medical  Research 


Institute  and  Hospital.  In  these  studies,  Doctor  Reifen- 
stein and  Doctor  Howard  are  collaborating  with  Dr. 
Henry  H.  Turner  of  Oklahoma  City,  who  is  Chief  of  the 
Endocrine  Clinic  at  the  University  of  Oklahoma  School 
of  Medicine,  University  Hospital.  This  clinic  is  now  be- 
ing expanded  to  include  a large  number  of  patients  with 
a multiplicity  of  endocrine  disturbances.  Materials  for 
diagnosis  and  treatment  of  certain  of  these  endocrine 
disturbances  have  been  made  available  to  the  investiga- 
tors, for  use  in  the  clinic,  by  several  of  the  pharma- 
ceutical companies. 

One  of  the  studies  of  particular  interest  which  is 
being  supported  by  a pharmaceutical  company  is  that 
of  the  determination  of  the  relative  effectiveness  of  cer- 
tain forms  of  androgenic  preparations  which  are  said  to 
have  prolonged  action  following  a single  injection.  Com- 
parison of  the  effect  of  the  usual  preparations  with 
the  new  long-acting  ones  will  be  made  on  the  basis  of 
the  appearance  of  steroid  metabolites  in  the  urine  and 
of  the  alterations  in  the  anabolism  of  protoplasm  in 
balance  studies. 

Another  study  of  considerable  interest  is  an  effort  to 
evaluate  the  effectiveness  of  a series  of  new  estrogenic 
compounds.  Alterations  in  gonadotropin  excretion  and 
in  the  nature  of  vaginal  smears  are  being  utilized  as 
end-points  and  in  evaluating  these  compounds.  Another 
long-range  study  is  under  way  involving  the  effective- 
ness of  various  steroid  compounds  in  mycological  in- 
fections in  both  in  vivo  and  in  vitro  studies  in  animals, 
and  also  in  elinieal  studies  of  patients  with  such  infec- 
tions. The  use  of  certain  steroid  preparations  in  psychia- 
tric disorders  is  also  being  investigated.  The  current 
investigations  also  include  two  other  problems:  precoci- 
ous puberty,  and  the  status  of  the  testes  in  patients  with 
endocrine  disorders  and  in  persons  with  chronic  non- 
endocrine  diseases  associated  with  debility. 

In  addition  to  the  work  described  above,  which  is  in 
the  field  of  clinical  investigation  of  the  problems  of 
endocrinology  and  metabolism,  animal  and  chemical 
studies  in  the  same  field  are  also  under  way,  directed 
by  Dr.  Charles  D.  Koehakian  of  the  Oklahoma  Medical 
Research  Institute.  Doctor  Koehakian  made  the  initial  ob- 
servations on  the  anabolic  effect  of  androgenic  substances 
such  as  testosterone.  He  has  been  engaged  for  a number 
of  years  in  studying  the  factors  involved  in  this  anabol- 
ism, and  has  made  many  contributions  to  our  knowledge 
concerning  the  intermediary  metabolism  of  testosterone. 
He  has  also  studied  the  effect  of  steroids  upon  the  size 
of  the  kidney  and  upon  the  size  of  the  muscle  in  several 
species  of  animals.  He  has  been  studying  the  effect  of 
various  steroids,  growth  hormone,  thyroid,  and  insulin 
upon  a number  of  enzyme  systems  in  the  tissues  of 
animals.  He  has  also  studied  the  action  of  parathyroid 
(Continued  on  Page  237) 
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BOOK  REVIEWS 


HANDBOOK  OF  XUTBITIOX.  A symposium  prepared 
under  the  auspices  of  the  Council  on  Foods  and 
Xutrition  of  the  A.  M.  A.  Second  Edition.  Xew  York, 
Philadelphia,  Toronto,  The  Blakiston  Company.  1951. 

Make  no  mistake  about  it.  The  time  is  fast  approach- 
ing when  no  physician  will  feel  adequately  fitted  for 
his  profession  who  does  not  have  a scientific  under- 
standing of  nutrition  since  nutrition  is  rapidly  becom- 
ing applied  human  biochemistry.  To  prepare  for  this 
day  the  Handbook  of  Xutrition  recently  published 
under  the  auspices  of  the  A.M.A.  serves  admirably;  (1) 
to  bring  together  in  one  volume  much  that  is  now 
known  about  protein,  fat,  carbohydrate,  vitamins  and 
minerals  and  (2)  to  reacquaint  the  physician  with 
recognized  experts  in  each  field  whose  further  publica- 
tions may  be  followed  in  the  Journal  of  the  A.M.A. 
and  other  medical  literature. 

To  reveal  one  of  the  reasons  why  physicians  must 
keep  up-to-date,  Dr.  James  S.  McLester  states  in  the 
foreword:  “Only  a few  years  ago  a host  of  ills  were 
ascribed  to  protein  decomposition  products,  and  any- 
thing approaching  liberality  in  protein  intake  was  be- 
lieved to  be  distinctly  harmful.  All  of  this  is  now 
changed.  The  physician  has  made  a complete  about 
face,  and  clinical  opinion  enthusiastically  favors  rather 
than  frowns  on  a liberal  protein  allowance.  ’ ’ 

The  book  contains  over  700  pages. — Lucille  Spire 
Blachly,  M.D. 

SAVAGE  SOX.  Oren  Arnold.  University  of  Xew  Mexico 
Press,  Albuquerque.  1951.  Price  $4.50. 

In  this  attractive  little  volume  of  approximately  300 
well  printed  pages,  the  author  has  vividly  presented  the 
exciting  saga  of  a savage  Apache  Indian  from  the  re- 
mote Arizona  desert.  Barely  escaping  the  massacre  of 
his  people  at  the  hands  of  the  Pimas;  released  from 
captivity  to  an  educated  parepatetic  photographer  at  the 
age  of  six  for  30  pieces  of  silver;  rapidly  achieving 
civilization  through  worldly  knowledge,  travel  and 
formal  education  apparently  aided  by  a spark  of 
genius;  the  study  of  medicine  with  a remarkable  medi- 
cal career  at  various  agencies  under  the  Indian  Bureau 
culminating  in  a busy  practice  with  high  professional 
rating  in  Chicago  and  finally  the  development  of  dia- 
betes and  pulmonary  tuberculosis  with  complete  rever- 
sion to  the  blanket  on  the  Arizona  desert  where  he  died 
with  the  bare  necessities  known  to  his  tribe  at  the  time 
of  his  birth  in  the  1860 ’s. 

Knowing  from  personal  experience  the  potential  pos- 
sibilities for  his  people  (all  Indians)  and  observing  the 
traditional  shortcomings  of  government  paternalism,  he 
became  militant  in  his  fight  for  racial  freedom  with 
socio-economic  and  moral  opportunities.  Being  utterly 
disappointed  in  the  Bureau’s  response  and  the  Indians’ 
indifference,  this  bouyant  popular  Chicago  physician 
succumbed  to  both  physical  and  mental  exhaustion  and 
apparently  assumed  the  racial  silent,  fatalistic  attitude 
not  only  toward  his  beautiful  wife  but  towards  his 
friends  and  his  work  and  disappeared  from  the  scene 
of  civilization. 

There  is  pleasure  in  the  reading  of  this  story  and 
for  Oklahomans  who  live  in  contact  with  nearly  one- 
third  of  all  the  Indians  in  the  U.  S.,  it  should  prove 
profitable. — Lewis  J.  Moorman,  M.D. 


PROCEEDINGS  OF  THE  SECOND  CLINICAL  ACTII 

CONFERENCE.  John  R.  Mote,  M.D.,  Editor.  Two 

volumes.  The  Blakiston  Company,  1951. 

In  1950  the  availability  of  fairly  large  quantities  of 
ACTH  resulted  in  the  acceleration  of  investigative  and 
therapeutic  studies.  In  order  to  exchange  further  infor- 
mation and  data  between  investigating  groups,  the 
Armour  Laboratories  called  the  Second  Clinical  ACTH 
Conference  in  December,  1950.  One  hundred  and  four 
papers  were  presented. 

The  proceedings  are  published  in  two  parts — a first 
volume  designated  as  “Research,”  and  a second  volume 
designated  as  “Therapeutics”;  but  there  is  of  neces- 
sity a constant  overlapping  in  both  volumes  since  all  the 
papers  are  presentations  of  research  either  fundamental 
or  clinical.  Study  of  these  two  eolumes  reveal  a marked 
extension  of  knowledge  concerning  the  role  of  the 
adrenal  gland  in  health  and  disease,  and  the  practical 
applications  of  ACTH  in  treating  different  disease  syn- 
dromes. In  the  first  volume  stress  is  on  the  role  of  the 
adrenal  cortex  in  electrolyte,  carbohydrate,  protein,  fat, 
and  vitamin  metabolism.  Effects  of  adrenal  cortical 
stimulation  on  liver  disease  and  on  hemopoietic  system 
are  presented.  Other  studies  relate  to  inflammatory 
disease,  especially  of  the  eye,  and  the  tissue  response 
to  injuries,  especially  burns.  Finally  results  of  studies  on 
development  of  antibodies  and  hypersensitivity  are  pre- 
sented. 

In  the  second  volume,  after  papers  of  general  interest 
such  as  long  acting  forms  of  ACTH,  intravenous  use 
of  ACTH,  the  possibility  of  relative  Adrenal  Cortical 
insufficiency  in  many  diseases,  results  of  treatment  with 
ACTH  in  various  diseases  are  presented.  The  number 
of  disease  syndromes  where  the  drug  is  indicated  has 
been  reduced.  The  reader  is  impressed  with  this  as  lie 
reviews  the  studies  on  metabolic  or  endocrine  abnormali- 
ties, muscular  and  demyelinating  diseases,  malignancies, 
hemopoietic  diseases,  surgical  and  stress  conditions,  in- 
fectious diseases,  hypersensitivity  states,  inhibition  of 
tissue  reaction  to  toxic  materials,  acute  inflammatory 
conditions  of  unknown  etiology,  skin  diseases  and  col- 
lagen diseases. 

The  result  of  the  studies  reveal  that  the  problems  of 
the  therapeutic  use  of  ACTH  in  the  treatment  of  spe 
cific  disease  syndromes,  though  substantially  clarified  is 
far  from  solved.  Those  who  would  use  this  potent  drug 
should  study  these  two  volumes  and  follow  closely  the 
succeeding  publications. — Sumner  Yale  Andelman,  M.D. 

Rx  FOR  MEDICAL  WRITING.  Edwin  P.  Jordan,  M.D. 

and  Willard  C.  Shepard.  W.  B.  Saunders  Company. 

1951. . 

This  brief,  concise  book  of  less  than  100  pages  should 
be  essential  to  anyone  who  contemplates  writing  a book 
or  even  a paper  on  a medical  subject. 

The  book  is  divided  into  essentially  three  parts,  the 
chapters  on  medical  writing,  the  chapters  on  illustra- 
tions, and  the  appendices. 

The  chapters  on  medical  writing  are  systematic  and 
concise  and  cover  the  preliminary  needs,  the  various 
drafts  of  the  manuscript,  the  need  for  a beginning  that 
will  inspire  the  reader  to  continue  and  an  ending  that 
will  cover  the  summary  and  conclusions  adequately. 

The  chapters  on  the  illustrations  cover  the  subject 
thoroughly  and  contain  enough  illustrations  to*  explain 
the  need  and  type  of  illustrations  best  suited  to  the 
manuscript  contemplated. 
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The  remaining  chapters  cover  in  detail  the  subject  of 
the  use,  the  essentials,  and  the  various  types  of  statis- 
tics that  are  employed  in  medical  papers  and  by  reading 
this  summary  the  medical  writer  will  certainly  improve 
the  presentation  of  this  portion  of  the  manuscript  which 
in  so  many  cases  are  essential  for  a good  presentation 
of  the  subject. 

The  appendices  cover  the  important  subjects  as  refer- 
ences, abbreviations,  proofreader's  marks,  and  various 
essential  tables  that  are  important  for  a finished  paper. 

The  book  can  be  recommended  as  essential  for  prac- 
tically all  members  of  the  medical  profession  as  at  some 
time  everyone  prepares  a manuscript  for  presentation 
before  some  branch  of  the  medical  association  and  by 
properly  preparing  himself  by  following  the  essentials 
as  outlined  here,  the  medical  writer  can  present  a better 
medical  paper  in  a more  concise  manner,  cover  the  sub- 
ject adequately  without  using  unnecessary  words,  illus- 
trations and  statistics. — E.  Eugene  Rice,  M.D. 

CLASSIFIED  ADS 

FOR  SALE  FOR  CASH:  Standard  office  scale,  ad- 
justable chair  table,  instruments  (including  forceps, 
scissors,  knives,  probes,  speculae,  etc.),  instrument  stand 
with  glass  enclosed  cabinet,  monocular  microscope,  Sim- 
plex one-speed  centrifuge  (electrically  operated),  leather 
ob.  bag  and  leather  Boston  bag  (medicine  case),  both 
bags  fitted.  Library  includes  texts  old  and  new  and 
Davis’  Gynecology  and  Obstetrics,  and  Tice  and  Bren- 
neman’s  Practice  of  Pediatrics.  For  further  information 
contract  Mrs.  H.  A.  Higgins,  S20  E.  Street,  NAY.,  Ard- 
more, Phone  4894. 

OKLAHOMA  MEDICAL  RESEARCH  FOUNDATION 

(Continued  from  Page  235) 

hormone,  and  has  found  that  in  animals  it  causes  diuresis 
of  phosphorus  in  the  urine,  but  it  does  not  change  the 
phosphatase  enzymes  in  the  kidney. 

In  summary,  therefore,  the  problems  of  calcium 
metabolism  and  bone  disease,  particularly  the  bone  dis- 
ease of  aging  people  and  atrophy  of  disuse,  are  under 
intensive  investigation  at  the  Oklahoma  Medical  Re- 
search Institute.  A number  of  other  important  problems 
are  being  studied  by  the  personnel  of  the  Institute, 
utilizing  the  facilities  of  the  University  of  Oklahoma 
School  of  Medicine,  University  Hospital  with  its  clinics, 
the  laboratories  of  the  Research  Institute  and  the  facili- 
ties of  the  Research  Hospital.  The  investigations  in  the 
field  of  endocrinology  and  metabolism  have  already  at- 
tracted considerable  attention  among  physicians,  and  it 
is  anticipated  that  when  this  phase  of  the  program  of 
the  Oklahoma  Medical  Research  Foundation  gets  fully 
activated,  it  will  be  of  great  interest  to  the  physicians 
and  to  the  citizens  of  the  State. 
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EDITORIALS 


A PUZZLING  PARADOX 

While  many  people  living  in  many  coun- 
tries less  fortunate  than  our  own  have  an 
annual  individual  income  of  less  than  $50.00 
and  die  from  malnutrition  and  disease  before 
they  reach  the  age  of  35,  our  hearts  are 
softened  and  our  purse  strings  loosened. 
We  send  billions  in  money  and  the  equivalent 
in  knowledge,  skills,  machinery  and  per- 
sonnel. 

While  this  worthy  humanitarian  program 
is  in  the  process  of  execution,  our  own  socio- 
economic and  political  policies  in  Washing- 
ton and  the  stealthy  insinuation  of  socialistic 
doctrines  in  our  schools  are  preparing  us 
for  a national  decline  which  will  bring  pov- 
erty, malnutrition,  disease  and  death  with 
abbreviated  longevity  paralleling  that  we  see 
so  clearly  in  other  countries  now  character- 
ized as  underprivileged. 

In  his  Ode  to  the  Roman  People,  Horace 
extolled  the  adequacy  of  Rome’s  defensive 
powers  until  destroyed  by  internal  strife  and 
corruption  which  he  epitomized  as  follows, 
“.  . . but  we,  an  impious  race,  whose  blood  is 
devoted  to  perdition  shall  destroy  her 
(Rome)  ; and  this  land  shall  again  be  pos- 
sessed by  wild  beasts.” 

What  we  are  doing  to  help  people  in  un- 
fortunate countries  is  most  commendable, 
what  we  are  doing  toward  the  destruction 
of  the  freedoms  and  the  opportunities  our 
American  children  have  a right  to  expect 
is  damnable  and  unforgivable. 

The  least  we  can  do  is  to  let  our  law- 
makers and  our  bureaucrats  know  what  we 
think.  Do  we  think  enough  of  our  own  future 
as  American  citizens  and  our  children  and 
our  American  way  of  life  to  write  our  pro- 
test. Only  concerted,  militant,  crusading 
against  dishonesty  and  corruption  in  gov- 
ernment and  the  growth  of  socialization 
with  governmental  support  can  save  the 
country  and  redeem  our  traditional  reputa- 
tion for  individual  and  national  integrity. 


WORTH  QUOTING 

In  the  light  of  world  affairs  and  present 
day  confusion,  the  following  words  from 
Pasteur  spoken  at  the  opening  of  the  Pas- 
teur Institute  are  of  great  significance: 

“Two  contrary  laws  stand  today  opposed ; 
one  a law  of  blood  annd  death,  which,  invent- 
ing daily  new  means  of  combat,  obliges  the 
nations  to  be  ever  prepared  for  battle;  the 
other  a law  of  peace,  of  labor,  of  salvation, 
which  strives  to  deliver  man  from  the 
scourges  which  assail  him.  One  looks  only 
for  violent  conquest ; the  other  for  the  relief 
of  suffering  humanity.  The  one  would  sacri- 
fice hundreds  of  thousands  of  lives  to  the 
ambition  of  a single  individual ; the  other 
places  a single  human  life  above  all  vic- 
tories. The  law  of  which  we  are  the  instru- 
ments essays  even  in  the  midst  of  carnage 
to  heal  the  wounds  caused  by  the  law  of 
war.” 

OWED  TO  OXYGEN 

When  we  were  only  unicellular  organisms 
groping  in  slime,  we  were  dependent  upon 
oxygen.  Through  eons  of  time  we  existed  by 
virtue  of  oxygen  though  utterly  ignorant  of 
its  presence.  Our  debt  is  great  and  long 
overdue.  Not  until  the  turn  of  the  18th  Cen- 
tury did  we  learn  about  gasses  and  the  mod- 
ern theory  of  respiration.  In  1757  Joseph 
Black  discovered  hydrogen  (1766).  Nitrogen 
was  discovered  by  Rutherford  (1772)  ; oxy- 
gen by  Priestly  and  Scheele  (1771),  and 
Lavoisier  (1775). 

Now  we  know  that  one-fifth  of  the  atmos- 
phere is  oxygen  and  that  it  composes  eight- 
ninths  of  water  and  about  one-half  of  the 
globe’s  crust. 

According  to  recent  investigations,  our 
simian  forbears  were  elevating  the  oxygen 
content  of  their  blood  when  they  swung 
down  from  the  trees  and  exercised  their 
brains  to  draw  up  the  first  declaration  of 
human  independence  at  the  foot  of  a tree 
(Hooton).  John  Wheelock  (1754-1817)  was 
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doing  the  same  when  he  opened  a medical 
course  at  Dartmouth  College  with  this 
prayer : 

“0,  Lord,  we  thank  Thee  for  the  oxygen 
gas;  we  thank  Thee  for  the  hydrogen  gas; 
and  for  all  the  gases.  We  thank  Thee  for 
the  cerebrum,  the  cerebellum  and  the  ob- 
longata.” Wheelock  did  not  know  that  he 
was  drawing  upon  a high  level  of  oxygen 
when  he  uttered  this  prayer ; he  did  not 
realize  how  dependent  the  brain  is  upon 
oxygen.  Nevertheless,  he  placed  the  objects 
of  his  gratitude  in  their  proper  order. 

Now  comes  Doust,  Lovell  and  Schneider1 
with  experimental  evidence  connecting  oxy- 
gen with  the  long  recognized  mystery  of 
sleep  and  mental  alertness.  They  have  ob- 
served that  sleep  is  associated  with  a low 
oxygen  blood  level  (87  to  88  per  cent)  and 
that  during  the  normal  waking  hours  the 
level  is  about  96  per  cent.  Evidently  the  oxy- 
gen level  was  running  low  when,  in  A Mid- 
summer Night's  Dream,  Shakespeare  said, 
“and  I pray  you  let  none  of  your  people  stir 
me.  I have  an  exposition  of  sleep  come 
upon  me.” 

With  all  our  knowledge  we  can  say  no 
more  than  was  said  by  Cervantes  . . . “sleep 
is  the  best  cure  for  waking  troubles.” 


1.  Doust,  J.  W.  Lovell;  and  Schneider,  Robert  A.:  Studies 
on  the  Psysiology  of  Awareness:  Anoxia  and  the  Levels  of 
Sleep.  Brit.  Med.  J.,  p.  4756  (March  1)  1952. 

PRAYER 

The  physician  who  does  not  pray  for  guid- 
ance is  lost ; the  psysician  who  does  not  pray 
for  mercy  has  buried  his  shortcomings  in 
the  fathomless  depths  of  his  egotism  and 
ignorance — God  help  him. 

TWO  SMALL  BOOKS 

Even  in  Solomon’s  day  it  seemed  there  was 
no  end  to  making  of  books.  Yet  William 
Osier  would  not  set  sail  without  them, 
though  he  recognized  words  as  “.  . . danger- 
ous things.  They  change  colour  like  a 
chameleon,  and  they  return  like  a boom- 
erang.” 

The  little  Book  by  Edwin  P.  Jordan  and 
William  P.  Shepard,1  Rx  for  Medical  Writ- 
ing is  designed  to  help  the  medical  writer  to 
choose  words  with  a definite  meaning  and 
to  give  them  a fast  color  and  a fixed  place 
in  the  expression  of  thought.  In  a few  pages 
he  supplies  the  necessary  ingredients  and 
shows  how  to  mix  them. 

Dr.  Walter  R.  Bett,  who  teaches  medical 
writing  in  Great  Britain  said  in  an  address 


on  the  art  and  technique  of  medical  writing 
at  the  University  of  Oklahoma  School  of 
Medicine,  that  if  he  had  known  such  a book 
had  been  written  on  the  subject,  he  would 
have  considered  his  address  unnecessary. 
Even  case  records  deserve  good  writing ; 
medical  reporting  for  publication  demands 
it.  Doctor  Jordan’s  little  book  of  112  pages 
tells  how  it  is  done. 

In  the  handy  pocket  size  Osier,  the  Man 
and  the  Legend,  Walter  R.  Bett2  has  pro- 
duced a fine  example  of  good  writing.  With 
well  chosen  words  he  has  packed  125  pages 
with  more  pertinent  facts  about  William 
Osier  and  his  work  than  can  be  found  in 
any  comparable  volume  devoted  to  the  mas- 
ter clinician,  teacher,  author,  bibliophile  and 
medical  humanist.  If  there  is  a “must” 
among  books  on  the  cultural  side,  this  is  it. 
Read  and  write  while  you  run,  that  some- 
thing may  remain  when  the  race  is  done. 

Since  the  charm  of  Osier’s  physical  pres- 
ence passed  more  than  30  years  ago,  we 
should  look  in  this  fascinating  little  volume 
“.  . . . for  the  reasons  why  Osier  should  still 
seem  to  float  so  naturally  on  the  unemotional 
ocean  of  our  professional  lives.” 


1.  Rx  for  Medical  Writing.  Edwin  P.  Jordan,  M.D.  and 
William  C.  Shepard.  W.  B.  Saunders  Company,  Philadelphia, 
London.  1952. 

2.  Osier:  The  Man  and  the  Legend.  W.  R.  Bett,  William 
Heinemann,  London,  1951.  15s.  net. 

A GREAT  VOICE 

Are  we  losing  our  freedom  because  this 
voice  is  silent?  Why  not  revive  the  murmur 
by  letters  to  our  representatives  in  Wash- 
ington from  the  hills  and  vales  throughout 
the  country.  Think  on  this  from  Woodrow 
Wilson  and  write: 

“The  great  voice  of  America  does  not 
come  from  the  seats  of  learning.  It  comes 
in  a murmur  from  the  hills  and  woods  and 
farms  and  factories  and  the  mills,  rolling 
and  gaining  volume  until  it  comes  to  us 
from  the  homes  of  common  men.” 

TRUSTY  WEAPON  PRESENTED 
TRUSTEES 

Believe  it  or  not,  a gavel  made  from  a 
piece  of  wood  from  the  reconstructed  White 
House  is  now  in  the  hands  of  the  Trustees 
of  the  American  Medical  Association.  Im- 
mediately two  questions  arise;  how  did  the 
wood  escape  the  political  termites  and  who 
is  the  donor? 

Let  us  hope  it  is  a good  omen  but  for  the 
present  we  suggest  that  the  Trustees  knock 
on  wood — wood  of  the  White  House. 
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Scientific  Articles 

"CARCINOMA  OF  THE  CERVICAL  STUMP" 

(A  Plea  for  Early  Diagnosis  and  Prevention) 

Gerald  Rogers,  M.D.,  F.A.C.S. 

OKLAHOMA  CITY,  OKLAHOMA 


The  incidence  of  carcinoma  of  the  cervical 
stump  in  collected  statistics,  varies  from 

0.1  to  7.4  per  cent  of  sub-total  hysterectomys 
performed.  Ward  and  Sackett1  report,  in 
their  clinic,  56  cases  in  752  patients,  a per- 
centage of  7.4  per  cent.  Farrar2,  at  Women’s 
Hospital  in  New  York  City,  found  stump 
cancer  in  seven  per  cent  of  the  cervical  can- 
cers treated  in  their  hospital.  Healy  and 
Arneson3  found  67  stump  cancers,  (2.6  per 
cent)  in  2,600  cancers  of  the  servix  at  the 
Memorial  Hospital  in  New  York. 

A study  of  the  incidence  of  cancer  in  the 
cervical  stump,  after  supra  vaginal  hysterec- 
tomy, more  generally  known  as  “carcinoma 
of  the  cervical  stump,”  naturally  includes  a 
consideration  of  associated  problems.  One  of 
these  is  to  ascertain  how  often  cancer  is 
found,  or  develops,  in  the  cervical  stump. 
The  combined  reports  of  others  may  be 
noted,  as  well  as  cases  occurring  under  one’s 
own  observation.  Eight  patients  with  carci- 
noma of  the  cervical  stump  seen  in  five  years 
in  my  private  and  consultation  practice  in- 
spired this  study.  A second  problem  is 
whether  the  cancer  of  the  cervical  stump 
was  overlooked  at  the  time  of  the  hysterec- 
tomy or  whether  it  developed  sometime 
afterwards,  and  what  treatment  has  to  offer 
these  patients.  A third  problem,  and  one  of 
greatest  importance,  is  how  may  this  un- 
fortunate complication  be  avoided. 

The  patients  developing  carcinoma  in  the 
stump  of  the  cervix  are  usually  divided  into 
two  groups: 

1.  True  carcinoma  of  the  stump:  those 
which  occur  in  the  stump  three  or  more 
years  after  surgery. 


*Presented  at  the  Annual  Meeting  of  the  Oklahoma  State 
Medical  Association,  May  19,  1952,  Oklahoma  City,  Oklahoma. 


2.  Persistent  carcinoma  of  the  cervical 
stump : those  which  occur  in  the  stump 
less  than  than  four  years  after  the 
removal  of  the  corpus. 

Different  authors  use  from  one  to  three 
years  as  the  time  interval  following  hysterec- 
tomy in  formulating  standards  as  to  which 
are  true  carcinomas  of  the  stump.  Three 
years  is  the  most  commonly  accepted  period. 
The  former  group  usually  presents  a mis- 
taken diagnosis.  It  is  likely  that  the  lesion 
was  there  at  the  time  of  the  sub-total 
hysterectomy  but  was  not  detected.  This  is 
the  group  that  can  be  decreased  by  more 
adequate  evaluation  of  the  cervix  if  com- 
plete removal  is  not  contemplated. 

The  diagnosis  of  cervical  carcinoma  in  its 
asymptomatic  stage  may  be  extremely  dif- 
ficult, even  for  the  experienced  gynecologist. 
Early  carcinoma  is  characterized  by  histo- 
logical changes  which  produce  no  gross 
lesions.  Symptomatic  carcinoma,  in  more 
advance  stages,  can  be  positively  diagnosed 
only  by  biopsy  or  cytologic  studies.  Cervices 
of  normal  appearance,  or  having  mild  de- 
grees of  cervicitis  and  erosion,  may  harbor 
carcinoma.  The  diagnosis  of  cervical  carci- 
noma always  depends  ultimately  on  path- 
ologic study,  whether  the  carcinoma  be  early 
or  well  advanced.  No  method  of  palpation 
or  visualization  of  the  cervix  will  dependably 
enable  one  to  decide  that  a patient  does  or 
does  not  have  carcinoma. 

Diagnostic  methods  have  been  perfected 
in  recent  years  to  stimulate  interest  in  the 
diagnosis  of  early  lesions  of  the  cervix. 
Schiller’s4  iodine  test,  I feel,  to  be  of  distinct 
value.  Not  as  a specific  test  for  cancer,  but 
its  chief  value  is  in  indicating  to  the  phy- 
sician which  areas  should  be  biopsied.  It  is 
based  upon  the  observation  that  normal 
aquamous  epithelial  cells  contain  glycogen 
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which  stains  dark  brown  with  Lugols  Solu- 
tion. Cancer  cells  exhibit  excessive  glycolytic 
activity  and,  therefore,  do  not  take  the  stain. 
The  exfolliative  cellular  methods  first  intro- 
duced by  Papanicolaou  and  Traut,5  furnish 
a simple  and  reliable  method  of  preliminary 
diagnosis  and  determination  of  which  cer- 
vices should  have  additional  examination.  If 
the  smears  or  spreads  contain  cells  indica- 
tive of  neoplastic  activity,  further  investiga- 
tive and  confirmatory  studies  must  be  under- 
taken. Various  types  of  endocervical  curettes 
also  furnish  valuable  aid  in  obtaining  strips 
of  endocervical  mucosa  to  determine  those 
carcinomas  which  may  be  present  within  the 
canal.  It  is  to  be  emphasized,  however,  that 
the  actual  diagnosis  of  cervical  carcinoma 
depends  upon  actual  material  recovered  from 
biopsy  properly  embedded  and  stained.  The 
only  real  controversy  concerning  the  treat- 
ment of  carcinoma  of  the  cervical  stump, 
has  to  do  with  prophylaxis.  Arguments  con- 
tinue and  the  literature  is  replete  wdth 
articles  advocating  total  versus  supravaginal 
hysterectomy  in  benign  surgical  lesions  of 
the  uterus.  Proponents  of  total  hysterectomy 
emphasize  the  incidence  of  carcinoma  aris- 
ing in  the  cervical  stump  which  the  litera- 
ture shows  to  be  about  eight  of  every  1000 
supravaginal  hysterectomy  cases.  Though 
not  germain  to  this  discussion  they  also  cite 
the  frequency  with  which  infections  and 
other  benign  complications  arise  in  the  re- 
tained cervical  stump. 

To  validate  the  claim  that  total  hysterec- 
tomy should  be  done  to  salvage  patients 
otherwise  doomed  to  develop  carcinoma  of 
the  cervical  stump,  it  is  obvious  that  total 
hysterectomy  should  show  a mortality  as 
low  as  that  of  supravaginal  hysterectomy. 
Prior  to  the  development  of  modern  chemo- 
therapeutic and  antibiotic  drugs,  the  statis- 
tics showed  definitely  a higher  mortality 
with  the  total  procedure.  More  recent  figures, 
however,  show  that  there  is  little,  if  any, 
difference  in  the  mortality  between  the  two 
operations  when  performed  by  capable  pelvic 
surgeons.  If  one  elects  to  do  supravaginal 
hysterectomy  in  some  cases,  and  totals  in 
others,  where  should  the  dividing  line  be 
drawn?  When  the  cervix  is  allowed  to  re- 
main, there  is  some  question  as  to  the 
amount  of  protection  offered  by  deep  coniza- 
tion of  the  cervix  from  above  and  either 
cauterization  or  conization  of  the  vaginal 
portion  from  below. 

Ward  flatly  states  that  conization  and 
cautery  offer  nothing  in  the  prevention  of 


carcinoma  of  the  cervical  stump  since  over 
80  per  cent  arise  from  the  portio  vaginalis 
and  he  adds  that  the  procedures  increase  the 
morbidity  of  the  operation  by  opening  paths 
of  infection  when  the  usually  infected  cervix 
is  disturbed.  It  is  recommended  that  total, 
in  preference  to  supravaginal  sub-total  hys- 
terectomy be  performed  in  the  surgical  treat- 
ment of  benign  lesions  of  the  uterus,  and 
that  sub-total  hysterectomy,  if  done  at  all, 
be  ultilized  only  in  the  selected  cases  in 
which  a very  careful  examination  indicates 
the  cervix  to  be  entirely  healthy  and  without 
the  presence  of  any  pre-cancerous  lesions  or 
hidden  malignancy.  We  certainly  do  not  ad- 
vocate the  total  procedure  when  it  involves 
undue  hazard  or  frank  foolhardiness. 

It  is  hoped,  in  this  wray,  to  salvage  the 
estimated  eight  out  of  every  1000  suprava- 
ginal hysterectomy  cases  who  subsequently 
develop  carcinoma  of  the  cervical  stump. 
Our  plea  is  not  for  complete  hysterectomy 
in  all  patients  requiring  removal  of  the 
uterus.  We  feel  that  this  decision  rests  with 
the  individual  surgeon.  We  do  wish  to  vigor- 
ously emphasize  that  the  operator  should 
know  the  status  of  the  cervix  prior  to  any 
type  of  hysterectomy.  When  contemplating  a 
hysterectomy,  the  cervix  should  be  thor- 
oughly examined.  The  presence  of  a myoma 
does  not  eliminate  carcinoma  of  cervix.  On 
the  contrary,  many  authors  believe  that  car- 
cinoma of  the  cervix  occurs  more  frequently 
in  the  patients  with  myoma  of  the  uterus. 
Likewise,  nulliparity  does  not  mean  that  a 
patient  does  not  have,  or  will  always  remain 
free  from  carcinoma  of  the  cervix.  Mere 
inspection  of  the  cervix  is  not  enough.  If  the 
cervix  has  a normal  appearance,  and  the 
operator  is  not  planning  a complete  opera- 
tion, he  should,  at  least,  obtain  cervical 
cytologic  smears  to  be  sure  there  is  no  hid- 
den neoplastic  disease.  The  responsibility 
does  not  end  here.  After  the  incomplete 
operation,  the  patient  should  be  followed  and 
the  cervix  checked  at  periodic  intervals.  If 
the  cervix  is  eroded  or  lacerated,  it  should 
not  be  divorced  from  the  uterine  corpus  by 
the  sub-total  method.  The  patient  deserves 
the  complete  operation. 

Many  feel  that  the  sub-total  hysterectomy 
combined  with  coning  of  the  cervix,  either 
above  or  below,  is  adequate.  This  is  not  our 
belief.  It  is  impossible  to  remove  the  entire 
portio  vaginalis  by  this  method,  hence  car- 
cinoma is  still  a threat.  It  is  to  be  remem- 
bered as  an  accepted  fact,  that  the  incidence 
of  carcinoma  of  the  cervix  is  no  higher  in 
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the  stump  than  carcinoma  of  the  cervix  in 
the  intact  uterus.  The  accident  to  be  avoided 
is  the  catastrophic  one  of  amputating  the 
corpus  thru  a cancerous  cervix  or  the  em- 
barrassing one  of  discovering  a few  days, 
or  a few  months,  after  the  incomplete  hyste- 
rectomy, that  the  patient  has  cervical  can- 
cer. Unsuspected  carcinomas  of  the  cervix 
are  not  uncommonly  found  in  uteri  removed 
by  total  hysterectomy.  It  must  be  conceded 
that  knowing  of  this  prior  to  operation 
would  enable  the  surgeon  to  render  more 
intelligent  and  beneficial  service  to  his 
patients. 

The  treatment  is  the  same  as  for  any  car- 
cinoma of  the  cervix.  By  intracavitary  use 
of  radium,  only  one  capsule  can  be  placed  in 
the  cervix.  A fairly  effective  dose  of  gamma 
Roentgens  can  be  given  by  use  of  a colpostat 
with  wide  lateral  placement  of  the  sources 
of  radium.  The  results  of  this  treatment  are 
little  short  of  those  obtained  in  cancer  of 
the  cervix  in  general  which,  in  our  experi- 
ence, is  40  per  cent  of  five  year  survivals. 
The  use  of  interstitial  needles  offers  another 
means  of  application.  In  advanced  cases,  a 
radium  plaque  held  in  place  with  a rubber 
bath  sponge  is  useful. 

Roentgen  therapy,  by  the  transvaginal 
cone,  may  in  some  of  these  cases  be  superior 
to  intracavitary  radium,  especially  those  in 
which  the  intracervical  tube  cannot  be  well 


placed. 

SUMMARY 

1.  The  incidence  of  carcinoma  of  the  cer- 
vical stump  is  discussed. 

2.  Total  hysterectomy  is  the  operation  of 
choice  of  benign  lesions  of  the  uterus 
when  feasible. 

3.  Careful  evaluation  of  the  cervix  by  all 
diagnostic  methods. 

4.  Malignant  disease  arising  in  the  re- 
maining cervical  stump  is  almost 
always  preventable.  Complete  removal 
of  the  uterus  is  usually  feasible.  It  is 
inevitable  that  a certain  per  cent  of 
cervical  stump  carcinomas  will  occur 
so  long  as  the  sub-total  hysterectomy  is 
performed. 
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MEET  OUR  CONTRIBUTORS 


Don  E.  0 'Donogliue,  M.D.  and  Marvin  B.  Eays,  M.D., 
both  of  Oklahoma  City,  have  an  article  on  ‘ ‘ The  Patella, 
Basie  Considerations,”  in  this  issue  of  the  Journal. 
Doctor  O ’Donoghue  was  graduated  from  the  University 
of  Iowa  College  of  Medicine  and  interned  at  the  Iowa 
University  Hospitals  and  served  his  residency  at  the 
University  and  Crippled  Children’s  Hospitals;  Oklahoma 
City.  He  has  been  certified  by  the  American  Board  of 
Orthopedic  Surgery  and  is  a member  of  the  American 
College  of  Surgeons,  International  College  of  Surgeons, 
American  Academy  of  Orthopedic  Surgery  and  the 
Association  of  Orthopedic  and  Fracture  Surgery. 

Doctor  Eays  was  graduated  from  the  University  of 
Oklahoma  School  of  Medicine  in  1945  and  served  a 
general  rotating  internship  at  University  Hospitals  and 
a residency  in  orthopedic  surgery  at  University  Hos- 
pitals. 

A.  Bay  Wiley,  M.D.,  Tulsa,  is  the  author  of  “Recent 
Advances  in  Surgery”  in  this  issue.  Doctor  Wiley,  was 
graduated  from  the  University  of  Oklahoma  and  served 


his  internship  and  residency  at  Polyclinic  Hospital,  New 
Y'ork.  He  is  a fellow  of  the  American  and  International 
Colleges  of  Surgery. 

ir.  Carl  Lindstrom,  M.D.,  Tulsa,  was  graduated  from 
the  University  of  Oklahoma  School  of  Medicine.  He  is 
the  author  of  “A  Method  of  Management  for  the  In- 
fertile Couple.  ’ ’ Doctor  Lindstrom,  who  is  a member  of 
the  American  College  of  Surgeons,  interned  at  Evanston 
Hospital,  Evanston,  111.  He  served  56  months  in  the 
army  and  was  a Lt.  Col.  when  released  from  service. 

Gerald  Sogers,  M.D.,  Oklahoma  City,  has  an  article 
on  “Carcinoma  of  the  Cervical  Stump — A Plea  for  Early 
Diagnosis  and  Prevention”  in  this  Journal.  Doctor 
Rogers  was  graduated  from  the  University  of  Oklahoma 
School  of  Medicine  and  served  his  internships  and  resi- 
dency in  Chicago  and  Detroit.  He  is  a member  of  the 
American  College  of  Surgeons  and  has  been  certified  by 
the  American  Board  of  Obstetrics  and  Gynecologists.  He 
servey  in  the  navy  in  World  War  II. 
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A METHOD  OF  MANAGEMENT  FOR  THE 
INFERTILE  COUPLE 


W.  Carl  Lindstrom,  M.D. 

TULSA,  OKLAHOMA 


It  is  unfortunate  that  as  much  progress 
in  general  have  stimulated  interest  in  the 
infertile  couple.  As  a result  considerable 
progress  has  been  made  in  aiding  these  un- 
fortunate people.  The  work  of  Dr.  I.  Rubin 
of  New  York  has  been  most  stimulating  in 
this  field. 

It  is  unfortunate  that  as  much  progress 
has  not  been  made  in  the  work  with  the 
male  as  with  the  female  partner.  Unfor- 
tunate because  much  must  be  learned  of 
infertility  in  the  male  also  if  a great  num- 
ber of  these  couples  are  to  be  helped.  Only 
recently  has  emphasis  been  placed  on  the 
study  of  both  partners.  Wives  have  had  ex- 
tensive study,  and  at  times  even  surgery  to 
correct  infertility  and  the  status  of  the  hus- 
band has  never  been  questioned.  A basic 
requirement  for  conception,  an  adequate 
sperm  supply,  is  ignored  in  spite  of  many 
articles  and  discussions  pointing  out  the 
necessity  for  study  also  of  the  male.  It  has 
been  my  belief  that  the  laity  is  becoming 
cognizant  of  this  necessity  more  rapidly  than 
is  the  profession. 

Any  program  for  investigation  and  man- 
agement of  this  problem  must  be  based  on 
the  knowledge  of  the  requirements  for,  and 
the  control  of  conception.  The  basic  require- 
ments are  an  adequate  sperm  supply,  normal 
pelvic  viscera  with  patent  oviducts,  and  an 
ovum  capable  of  being  fertilized.  If  these 
requirements  are  met,  the  majority  of 
couples  will  achieve  pregnancy.  There  are 
certain  factors  not  well  understood  that  pre- 
vent conception  which  will  be  mentioned 
later. 

When  the  patient  presents  herself  with 
the  primary  complaint  of  infertility,  ade- 
quate history  as  to  general  health,  menses, 
and  surgery  is  obtained  and  a complete 
physical  examination  is  made.  If  there  are 
no  obvious  physical  causes  for  her  inability 
to  conceive,  the  patient  is  given  a brief  out- 
line as  to  the  procedure  to  be  followed.  It  is 


* Presented  at  the  Annual  Meeting  of  the  Oklahoma  State 
Medical  Association  May  21,  1952. 


explained  that  she  must  devote  12  to  18 
months  to  the  problem  before  she  can  rea- 
sonably expect  results.  If  the  patient  has 
not  had  at  least  one  year  of  exposure  to 
pregnancy,  she  is  advised  about  the  period 
of  fertility,  frequency  of  sexual  activity,  and 
is  in  general  reassured.  If,  after  one  year, 
she  has  not  conceived,  the  investigation  to 
be  outlined  is  instituted.  If  the  patient  is 
in  the  latter  half  of  her  child  bearing  period, 
six  months  exposure  to  pregnancy  may  be 
considered  adequate  before  instituting  the 
investigation  as  to  possible  cause  for  her 
infertility.  To  begin  the  fertility  “workup” 
the  patient  must  have  her  husband  investi- 
gated before  any  further  work  is  to  be  done 
with  her. 

The  investigation  of  the  husband  is  done 
by  a urologist.  This  study  should  consist  of 
a general  physical  examination  and  a search 
for  conditions  that  are  thought  to  reduce 
fertility.  Specifically,  a masturbated  semen 
specimen  is  obtained  and  examined  for  the 
following:  volume,  viscosity,  sperm  count 
per  cubic  centimenter,  percentage  of  ab- 
normal and  dead  sperm  and  motility.  Normal 
figures  generally  accepted  are  volume  three 
— five  cc,  low  viscosity  after  five — 10  min- 
utes, 1000,000,000  sperm  per  cc,  with  10  per 
cent  or  less  abnormal  or  dead  sperm  and 
remain  motile  approximately  four  hours 
without  special  care  except  to  prevent  dry- 
ing. The  generally  accepted  lower  limit  of 
fertility  is  60,000,000  sperm  per  cc  or  a 
total  number  of  180,000,000  sperm  per 
ejaculate.  A masturbated  specimen  is  neces- 
sary. Condom  samples  or  samples  obtained 
from  the  vagina  post  coitus  are  misleading 
and  unreliable.  A single  specimen,  if  in  the 
lower  limits  of  fertility,  must  not  be  ac- 
cepted. More  specimens  must  be  examined, 
especially  following  rest  from  sexual  activ- 
ity, before  his  status  can  be  ascertained.  We 
have  observed  considerable  variation  in 
sperm  production  in  a given  male. 

If  the  male  is  sub-fertile,  the  basal 
metabolic  rate  is  determined,  and,  if  low,  he 
is  placed  on  an  adequate  dose  of  thyroid 
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extract.  Thyroid  extract  when  needed  is  very 
effective.  No  other  therapy  used  has  resulted 
in  improvement  of  male  fertility.  One  of  the 
urologists  with  whom  I work  on  this  prob- 
lem uses  large  doses  of  androgen  for  several 
months  to  suppress  spermatogenesis.  A tem- 
porary increase  in  sperm  count  occurs  when 
androgen  is  withdrawn.  Our  experience  with 
this  procedure  is  too  meager  to  evaluate  it. 
The  only  treatment  we  have  used  in  the  male 
with  sustained  improvement  in  the  sperm 
count  is  thyroid  extract  in  those  individuals 
with  a mild  to  moderately  severe  hypothy- 
roidism. 

In  the  male  with  azospermia  a testicular 
biopsy  may  be  done  to  be  positive  that  ger- 
minal epithelium  is  deficient.  Permanent  oc- 
clusion of  the  spermatic  ducts  is  not  com- 
mon. In  our  experience  azospermia  has  been 
associated  with  atrophy  of  the  geminal  epi- 
thelium. 

The  investigation  of  the  female  partner  is 
to  determine  the  normalcy  of  the  pelvic 
viscera  and  the  patency  of  the  fallopian 
tubes.  In  addition  to  the  bimanual  examina- 
tion, a hystosalpingogram  is  done.  This,  in 
our  opinion,  is  more  desirable  than  the 
Rubin  test,  because  the  uterine  cavity  is  also 
well  visualized.  Unsuspected  anomalies  may 
be  found  which  obviate  the  probability  of 
pregnancy.  In  addition,  the  tubes  are  visual- 
ized and  their  patency  or  occlusion  deter- 
mined, and,  of  considerable  importance  in 
treatment,  the  location  of  the  occlusion  if 
present.  The  discovery  by  hystosalpingogram 
of  an  infantile  uterus  is  quite  infrequent. 
Many  patients  seen  for  infertility  have  been 
told  that  they  could  not  become  pregnant 
because  they  have  an  infantile  uterus.  Bi- 
manual examination  in  this  group  of  patients 
reveals  apparently  small  uteri  but  the  x-ray 
generally  shows  a perfectly  normal  uterus. 
Actually,  I have  yet  to  find  an  infantile 
uterus. 

The  technique  used  for  the  hystosalpingo- 
gram is  as  follows : It  is  done  at  the  approxi- 
mate time  of  ovulation.  Lipiodol  is  the  radio- 
opaque medium  used.  The  patient  is  placed 
in  the  lithotomy  position  on  a cystoscopic 
table,  the  cervix  exposed  and  grasped  with 
a tenaculum.  A cannula,  especially  made  for 
hystosalpingography,  is  inserted  2 - 3cm.  into 
the  cervical  canal  and  a seal  is  obtained 
with  the  rubber  acorn  on  the  cannula  tip. 
The  oil  is  injected  slowly  with  little  pressure 
with  an  ordinary  10  cc  syringe.  Four  to  six 
cc  of  oil  is  adequate  to  fill  the  uterus  and 
tubes  and  allow  for  spill  from  the  fimbriated 


end.  The  smallest  volume  of  oil  possible  is 
used  lest  granulomata  form  about  the  oil 
droplets.  Low  pressure  is  of  importance  to 
avoid  complications.  Spasm  is  also  reduced 
by  low  pressure  injection.  This  procedure  is 
done  without  sedation  or  analgesia  of  any 
type.  One  film  is  taken  immediately  following 
injection  of  the  oil,  a second  film  approxi- 
mately five  minutes  later.  In  approximately 
10  per  cent  of  the  cases  the  second  film  will 
show  spill  from  the  fimbriated  end  of  the 
tubes.  A 12  hour  film  is  taken  to  confirm  the 
findings  of  the  first  two  films. 

The  next  problem  is  to  determine  that  the 
female  partner  is  ovulating  and  the  approxi- 
mate time  of  ovulation.  The  simplest  method 
is  the  use  of  the  basal  temperature  chart. 
The  patient  is  instructed  in  obtaining  the 
temperature  and  properly  recording  it.  A 
feature  of  the  temperature  determination 
which  is  felt  to  be  necessary  for  accurate 
interpretation  is  that  all  temperatures  be 
taken  by  rectum  for  a definite  time  by  the 
clock,  usually  three  minutes,  but  always  the 
same  time  each  morning.  The  interpretation 
of  the  chart  is  not  always  simple.  A diphastic 
curve  indicates  ovulation  but  time  of  ovula- 
tion is  not  always  definite  in  some  patients. 
In  these  patients,  endometrial  biopsies  or 
vaginal  smears  may  be  indicated. 

Both  endometrial  biopsies  and  vaginal 
smears  are  office  procedures.  Endometrial 
biopsies  taken  early  on  the  first  day  of 
menstruation  and  showing  secretory  en- 
dometrium is  evidence  that  ovulation  has 
taken  place.  The  vaginal  smears  may  be 
used  to  determine  the  date  of  ovulation. 
Daily  smears  are  taken  beginning  on  the 
eighth  day  of  the  menstrual  cycle  until  the 
cells  show  the  changes  typical  of  progestin 
activity.  These  changes  occur  shortly  after 
the  ovary  begins  its  production  of  progestin 
thus  indicating  that  ovulation  has  occurred 
within  the  24  hours  preceding  this  change. 
Ordinarily  five  to  six  smears  are  all  that  are 
needed.  These  latter  procedures  are  seldom 
necessary,  however,  as  one  becomes  more 
familiar  with  the  basal  temperature  chart. 

It  has  been  our  experience  that  the  tem- 
perature changes  are  a result  of  the  glandu- 
lar changes  taking  place  and  there  is  a 
definite  lag  between  the  glandular  changes 
and  temperature  change.  It  has  been  deter- 
mined by  successful  inseminations  that  the 
ovulation  probably  occurs  about  24  hours 
prior  to  the  temperature  rise  on  the  chart 
and  usually  coincides  with  the  temperature 
drop  prior  to  the  marked  rise  that  has  been 
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described  as  the  indication  that  ovulation 
occurred  on  that  date.  The  patient  is  re- 
quested to  keep  basal  temperature  charts  for 
two  consecutive  cycles  before  they  are 
studied  for  time  of  ovulation. 

Assuming  adequate  sperm,  patent  tubes 
and  normal  pelvic  viscera,  and  the  wife  is 
ovulating,  the  couple  is  advised  about  the 
timing  of  intercourse  in  relation  to  ovula- 
tion. The  female  partner  must  also  be  in- 
structed to  remain  in  bed  quietly  for  10  to 
15  minutes,  preferably  for  the  remainder  of 
the  night  without  a douche.  This  latter  cau- 
tion may  seem  to  be  unnecessary  but  I have 
found  several  of  my  fertility  problems  rush- 
ing to  douche  immediately  after  intercourse 
because  she  is  “so  uncomfortable  and  doesn’t 
like  to  be  unclean”  or  something.  Couples 
who  are  in  this  group  are  infertile  because 
of  ignorance  and  surprisingly  constitute  a 
fair  proportion  of  patients  seeking  aid  to 
conceive.  Unfortunately,  all  are  not  in  this 
situation. 

If  the  problem  is  in  the  male  with  a low 
fertility  rating  the  instructions  are  varied 
slightly.  The  couple  is  asked  not  to  have 
intercourse  from  the  beginning  of  the  men- 
ses until  the  expected  date  of  ovulation  and 
then  to  have  intercourse  two  times  in  12 
hours.  Usually  the  night  of  the  ovulation 
and  the  following  morning.  Each  time 
keeping  the  penis  in  the  vagina  until  com- 
pletely flaccid  to  maintain  the  sperm  in  the 
vagina  as  long  as  possible  without  leakage. 
The  wife  is  instructed  particularly  to  remain 
quietly  in  bed  for  a minimum  of  15  minutes. 
If  no  pregnancy  results  in  four  to  six  months 
with  this  schedule,  insemination  using  the 
husband’s  sperm  should  be  tried. 

The  experience  with  husband’s  sperm  in- 
semination is  not  good  although  pregnancies 
do  result  from  this  procedure.  The  technique 
is  simple.  A mastubated  semen  specimen  is 
obtained,  allowed  to  liquify,  and  injected  in 
the  cervical  canal  with  a cannula.  A small 
amount  may  be  injected  above  the  internal 
os  but  this  usually  results  in  uterine  spasm 
and  there  is  some  danger  of  pelvic  infec- 
tion. The  excess  semen  flowing  back  from  the 
cervix  is  caught  in  the  posterior  blade  of  the 
speculum  and  the  cervix  submerged  in  the 
semen  for  five  minutes.  Mechanical  devices 
such  as  diaphragms  to  keep  the  semen  in 
the  vagina  have  been  used  but  thus  far  have 
contributed  nothing. 

The  women  with  occluded  oviducts  consti- 
tute the  largest  single  group.  The  location 


of  the  occlusion  is  of  great  importance. 
Those  closed  at  the  corneal  end  are  least 
likely  to  respond  to  treatment.  Those  closed 
at  the  fimbriated  end  are  most  likely  to  re- 
spond. 

Many  forms  of  treatment  have  been  used 
with  varying  degrees  of  success.  The  least 
successful  in  all  hands  is  surgery.  The  best 
results  reported  in  any  hands  is  15  per  cent. 
Thus  far,  the  few  I have  attempted  to  cor- 
rect surgically,  and  all  have  been  incidental 
to  surgery  for  other  indications,  have  been 
total  failures. 

A common  method  of  treatment  for  tubal 
occlusion  is  that  devised  by  Rubin — repeated 
controlled  tubal  insufflation.  In  his  hands 
this  has  been  quite  effective.  Our  results 
have  been  much  less  satisfactory. 

The  procedure  of  hystosalpingography  has 
considerable  therapeutic  value.  The  high  vis- 
cosity of  the  lipiodal  is  believed  to  be  an 
important  contributing  factor.  This  is  par- 
ticularly true  in  the  secondary  sterility 
group,  the  so-called  “one  baby  sterility.”  Too 
many  patients  who  have  tried  unsuccessfully 
to  achieve  pregnancy  for  several  years,  will 
conceive  a short  time  following  this  pro- 
cedure for  it  to  be  coincidental.  Several  pa- 
tients have  failed  to  menstruate  following 
hystosalpingography  and  delivered  normal 
children  nine  months  later. 

Another  method  of  treatment  for  tubal 
occlusion  which  I feel  has  great  merit  is 
intravaginal  heat  therapy.  By  increasing  the 
pelvic  circulation  with  heat  many  pathologi- 
cal conditions  of  the  tubes  will  improve  suf- 
ficiently to  allow  conception.  This  is  espec- 
ially true  of  occlusion.  It  has  been  our  ex- 
perience that  more  is  accomplished  by 
intravaginal  heat  than  by  electrically  in- 
duced heat. 

The  most  difficult  and  discouraging  results 
are  obtained  with  the  anovulatory  patients, 
as  with  the  male  who  has  poor  spermato- 
genesis. 

If  the  patient  has  hypothyroidism  to  some 
extent,  she  may  be  made  to  ovulate  regu- 
larly with  thyroid  extract.  In  fact,  even 
those  who  have  normal  metabolic  rates  will 
improve  their  basal  temperature  curve  and 
conceive  following  small  doses  of  thyroid. 

Theoretically,  anterior  pituitary  extracts 
will  induce  ovulation.  Unfortunately,  there 
are  no  extracts  available  that  will  produce 
ovulation  in  the  human.  Estrogen  in  the 
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estrogen  deficient  patient  would  be  of  value 
though  it  is  difficult  to  determine  estrogen 
deficiency  in  the  young  woman  and  adminis- 
tration of  estrogen  has  a depressing  effect 
on  the  pituitary.  The  same  can  be  said  of 
progesterone. 

Chorionic  gonadotropin  will  only  produce 
increased  lutein  phases  of  the  cycle  as  has 
been  repeatedly  demonstrated.  One  report 
I have  seen,  however,  has  mentioned  that 
administration  of  chorionic  gonadotropin  for 
five  days,  doses  of  500  units  daily,  beginning 
with  the  10th  day  of  the  cycle  has  produced 
pregnancies,  in  otherwise  anovulatory  pa- 
tients, the  month  following  therapy  too  fre- 
quently to  be  coincidental.  We  have  had  too 
little  experience  in  this  to  comment. 

In  general,  all  investigators  in  this  field 
believe  that  thyroid  is  the  only  hormone  of 
value  in  the  treatment  of  anovulatory  cycles 
in  the  human.  However,  one  still  sees  pa- 
tients who  have  been  taking  “shots”  for  a 
year  or  more  in  an  attempt  to  achieve  preg- 
nancy. On  the  basis  of  the  results  of  those 
who  have  extensive  experience  with  these 
problems  it  is  difficult  to  understand  why 
we  continue  to  hear  reports  from  patients 
of  such  treatment. 

I do  wish  to  mention  something  that  I am 
sure  many  have  experienced.  In  treating 
young  women  for  endometriosis  with  doses 
of  stilbesterol  that  should  suppress  ovula- 
tion, pregnancy  occasionally  occurs  during 
the  course  of  such  treatment.  No  rational 
explanation  comes  to  my  mind.  Though  we 
have  been  tempted  to  try  it  in  some  of  the 
more  resistant  cases,  we  have  not  yet 
done  so. 

There  are  at  least  two  other  factors  in 
infertility  which  must  be  mentioned.  I know 
of  no  solution  nor  a sure  way  to  recognize 
their  existence.  The  first  is  incompatibility 
between  the  ovum  and  sperm  of  a given- 
couple.  These  people  are  in  every  way  we 
can  determine  fertile  but  they  do  not  have 
children.  Proof  that  such  does  exist  is  that 
the  same  couple  with  different  partners  will 
reproduce.  The  second  is  the  psychological 
influence  in  fertility.  What  part  this  plays 
is  at  the  moment  impossible  to  evaluate  but 
it  does  definitely  play  a part.  The  old  famil- 
iar sterility,  adoption,  then  pregnancy,  is 
well  known  and  must  be  in  large  part 
psychological.  Also  the  couple  who  finally 
gives  up  trying  to  achive  pregnancy  then 
can’t  seem  to  stop  having  children,  is  also 
familiar.  There  is  increasing  evidence  that 


there  is  some  influence  exerted  on  the  pitui- 
tary by  the  hypothalmus  to  give  a definite 
basis  for  some  psychic  control  over  this 
problem. 

We  have  tried  to  outline  without  too  much 
detail  a plan  for  management  for  the  infer- 
tile couple,  on  the  basis  of  known  and  gen- 
erally accepted  principles.  This  is  the  method 
we  use  in  practice.  The  proof  of  the  pudding, 
so  to  speak,  is  in  the  results  and  we  would 
like  to  give  you  a few  figures  from  our  ex- 
perience with  this  procedure  as  outlined. 

For  the  years  1949-1951,  inclusive,  we  saw 
111  patients  with  the  primary  complaint  of 
inability  to  conceive.  Of  this  group  17  were 
seen  only  once  and  no  follow-up  was  thus 
possible.  Of  the  remaining  94,  45  became 
pregnant.  This  represents  47.8  per  cent  of 
the  total  and  37  living  children.  Twelve  are 
due  to  deliver  in  the  near  future,  and  five 
patients  were  pregnant  and  moved  away  and 
no  further  information  about  them  is 
available. 

There  was  one  child  with  an  imperforate 
anus  who  has  been  successfully  treated.  No 
other  abnormalities  resulted. 

Twenty-four  patients  or  25.5  per  cent  had 
some  type  of  tubal  occlusion.  Twenty-five 
husbands  or  26.6  per  cent  were  sub-fertile 
or  worse. 

In  summary,  we  wish  to  re-emphasize  that 
fertility  studies  must  include  both  husband 
and  wife.  Progress  has  been  made  in  the 
past  few  years  to  aid  these  people,  but  more 
knowledge  of  the  problem  of  the  infertile 
male  and  the  anovulating  woman  must  be 
forthcoming  before  greater  success  can  be 
expected. 
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The  number  of  articles  written,  or  dis- 
cussions held  on  a certain  subject,  is  usually 
determined  by  two  factors ; first,  the  general 
importance  of  the  problem  itself,  and  second, 
the  lack  of  a wholly  satisfactory  or  generally 
acceptable  solution  to  that  problem.  Path- 
ology of  the  patella  is  of  such  interest,  and 
is,  as  yet,  not  wholly  solved,  although  many 
steps  have  been  taken  toward  its  solution  in 
the  past  10  years. 

Pathology  of  the  patella  should  be 
treated  only  after  due  consideration  of  the 
basic  physiological  and  morphological  fac- 
tors involved.  It  is  the  purpose  of  this  dis- 
cussion to  correlate  some  of  this  basic  infor- 
mation concerning  the  patella.  Proper  treat- 
ment of  each  individual  case  must  be  kept 
as  a separate  problem  and  certain  basic  fac- 
tors will  help  the  surgeon  to  reach  the 
logical  solution  in  a given  situation. 

The  patella  is  classified  anatomically  as  a 
true  bone.  There  is,  however,  considerable 
evidence  that  it  is  nothing  more  than  a 
glorified  sessamoid.  This  question  of  classifi- 
cation may  make  for  interesting  discussion 
but  is  largely  academic  in  consideration  of 
the  role  of  the  patella  in  the  function  of  the 
knee  joint. 

The  infant  patella  consists  of  a cartilagin- 
ous center  only.  Ossification  begins  at  about 
two  or  three  years  of  age  and  is  complete 
in  the  17th  or  18th  year.  The  adult  patella 
fits  as  a disc  of  bone  on  the  posterior  surface 
of  the  quadriceps  tendon.  It  measures  ap- 
proximately five  centimeters  in  diameter. 
The  posterior  surface  is  covered  by  a layer 
of  hyaline  cartilage  about  seven  millimeters 
thick  as  compared  with  three  millimeters  for 
the  femur  and  four  millimeters  for  the  tibia. 
This  cartilaginous  face  of  the  patella  is 
divided  into  two  major  parts  in  conforma- 
tion to  the  two  sides  of  the  femoral  furrow 
through  which  it  rides.  It  is  sub-divided  into 
seven  distinct  faces ; three  pairs  being 
shaped  to  correspond  to  the  three  major 
positions  of  the  patella  as  it  glides  over  the 
femoral  condyles  during  flexion  and  exten- 
sion. (Figs.  1 and  2)  This  shaping  of  the 
articular  face  apparently  has  developed  in 
response  to  demand.  Should  it  appear  desir- 
able to  replace  a defective  patella  with  an 
artificial  one,  it  would  be  reasonable  to  ex- 


pect such  a prosthesis  to  conform  to  use  a 
material  for  this  prosthesis  which  has  some 
degree  of  elasticity,  such  as  nylon,  in  order 
to  minimize  trauma  to  the  femoral  articular 
surfaces.  None  such  is  as  yet  available. 

Animal  studies  have  established  certain 
interesting  factors  which  are  of  practical 
value  when  applied  to  the  human.  Slow  mov- 
ing species  of  mammals  tend  to  have  large 
patellae,  while  the  more  active  species  have 
small  or  absent  patellae.  This  characteristic 
is  true  of  the  species  but  does  not  vary  with 
individuals  within  the  species.  For  example, 
a kangaroo  has  a massive  quadriceps  with 
no  trace  of  patella;  the  two-toed  sloth  is 
noted  for  his  sluggish  movement  and  has  a 
very  large  patella.  It  does  not  follow  that 
removal  of  the  patella  would  speed  up  the 
activities  of  the  sloth  or  make  him  a more 
active  and  efficient  creature.  By  the  same 
token,  removal  of  the  patella  from  a normal 
knee  could  not  be  expected  to  improve  the 
efficiency  of  the  knee.  One  should  not  seri- 
ously consider  advocating  removal  of  a nor- 
mal patella,  although  certain  well  qualified 
writers  have  suggested  that  improved  func- 
tion might  be  the  result. 

Experimental  investigation  of  the  patellar 
function  in  the  knee  has  offered  considerable 
information,  some  of  which  appears  to  be 
misleading  and  much  of  which  is  conflicting. 
As  is  usually  the  case,  clinical  investigation 
has  of  necessity  lagged  behind  in  some  of  its 
concepts,  since  it  is  difficult  to  prepare  alter- 
nate series  of  cases  reproducing  the  same 
conditions.  Recently,  however,  various  re- 
ports of  clinical  material  have  added  much 
to  the  sum  of  our  knowledge  as  to  the  func- 
tion of  the  patella  and  the  residual  function 
of  the  knee  following  its  removal.  Although 
correlation  of  laboratory  and  clinical  re- 
sults is,  at  present,  insufficient,  there  have 
been  sufficient  reports  by  capable  observers 
to  indicate  that  clinical  and  laboratory  re- 
sults are  not  always  parallel,  and  that  what 
may  appear  to  be  ideal  as  a result  of  work 
on  laboratory  animals  and  on  cadavers  and 
anatomical  specimens  may  not  necessarily 
be  directly  applicable  to  the  human  being. 

The  mechanical  role  of  the  patella  has 
remained  obscure  and  controversial.  All 
agree  that  it  serves  as  a protector  of  the 
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femur,  and  indirectly  the  tibia  and  quadri- 
ceps tendon.  Examination  of  the  knee  of  a 
person  who  kneels  a great  deal,  will  reveal 
callouses  over  the  anterior  tibial  tubercle  and 
often  over  the  inferior  margin  of  the  patella. 
Additional  evidence  of  this  weight  bearing 
function  is  the  occurrence  of  prepatellar 
bursitis  in  the  scrub  woman  or  the  miner. 
After  patellectomy,  some  patients  may  de- 
velop tenderness  over  the  patellar  tubercle 
of  the  tibia,  indicating  an  increase  of  weight 
bearing  in  this  area  because  of  the  lack  of 
the  patella.  These  observations  would  seem 
to  indicate  that  the  patella  and  the  patellar 
tubercle  of  the  tibia  share  the  load  in  many 
kneeling  positions.  That  the  patella  serves 
as  a bumper  and  protector  of  the  femoral 
condyles  is  an  experience  common  and  pain- 
ful to  us  all.  Moreover,  it  is  much  better 
suited  to  receive  direct  blows  than  is  the 
articular  face  of  the  femoral  condyles.  It 
may  serve  as  a protector  to  the  quadriceps 
tendon  in  its  gliding  across  the  femoral  sur- 
face and,  in  fact,  may  originate  in  demand 
to  this  need  for  protection. 

In  the  extensor  mechanism  of  the  knee, 
the  patella  has  variously  been  described  as 
a pulley,  a gear-box,  or  a lever.  Actually,  it 
seems  to  share  certain  similarities  to  several 
mechanical  principles.  Normally,  the  smooth 
cartilaginous  surfaces  shift  the  direction  of 
force  at  an  angle  with  a little  loss  of  power. 
When  there  is  interference  with  this  gliding 
ability,  by  roughness  or  irregularity  of  the 
under  surface  of  the  patella,  power  is  lost 
but  as  the  degree  of  extension  at  the  knee 


approaches  180°,  this  loss  of  power  actually 
increases  at  a greater  rate  with  a roughened 
patella  than  a normal  one,  although  it  would 
seem  that  there  is  distinctly  less  pressure  of 
rough  surfaces  as  the  extended  position  is 
reached.  Recent  clinical  work  by  the  authors 
has  shown  that  there  is  uniformly  more  loss 
of  strength  following  patellectomy  as  exten- 
sion is  reached.  The  patella  is  most  missed 
at  180°,  where  its  leverage  factor  would 
seem  to  be  the  least.  Pain,  rather  than 
strength,  is  the  important  factor  in  the 
calacic  knee.  This  pain  is  much  more  severe 
in  the  flexed  position  as  the  rough  surfaces 
as  forcibly  pressed  together  and  rubbed 
across  the  other  and  is  often  completely  re- 
lieved by  patellectomy. 

The  lever  action  of  the  patella  is  only  part 
of  the  general  lever  mechanism  of  the  entire 
knee  joint.  There  is  in  effect  in  the  knee,  a 
double  “Jack-spar”  leverage  action.  This 
mechanism  exists  due  to  the  location  of  the 
axis  of  rotation  of  the  knee  joint  posterior 
to  the  longitudinal  axis  of  the  shafts  of  the 
tibia  and  femur,  thus,  in  effect  creating  an 
eccentric  motion  and  permitting  the  leverage 
action  previously  mentioned.  There  are  two 

major  “spars”  evident.  The 
first  reaches  from  the  femoral 
rotation  axis  of  the  knee  to 
the  patella ; and  the  second, 
from  the  same  femoral  axis 
to  the  tibial  tubercle.  (Fig.  3) 


Figure  1.  Showing  divisions  of 
the  articular  face  of  the  patella ; 
the  numbers  1,  2,  and  3 indicate 
the  portion  in  contact  with  the 
femur  at  the  positions  as  shown  in 
figure  2. 

Figure  2.  Showing  the  contact 
of  various  portions  of  the  patella 
with  the  femur  at  180°,  135°, 
and  90°. 

Figure  3.  As  the  knee  is  ex- 
tended A,B  loses  its  advantage  and 
is  replaced  by  A,C.  (A,B  is  the 
primary  spar.  ASC  is  the  secondary 
spar,  BC  represents  the  tibial- 
femoral  force  line,  BD  represents 
the  quadriceps  force  line.) 
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It  should  be  noted  that  the  femoral  axis 
shifts  anteriorly  as  the  knee  is  extended.  The 
shift  of  leverage  from  the  first  to  the  second 
spar  allows  maintenance  of  the  mechanical 
advantage  throughout  extension.  The  patella 
serves  as  the  anterior  end  of  the  primary 
spar  and  is  responsible  for  about  35  per  cent 
of  its  length  at  90°  flexion,  but  for  only 
about  15  per  cent  of  its  length  at  135°  flex- 
ion. This  advantage  is  offset  by  two  factors : 
one,  as  extension  increases  past  135°,  the 
patellar  spar  decreases  in  its  function  and 
is  essentially  zero  when  complete  extension 
is  reached ; second,  with  removal  of  the 
patella,  the  angle  of  force  is  more  obtuse 
with  increased  mechanical  advantage. 

DISCUSSION 

In  the  athlete,  the  manual  worker  and  the 
person  exposed  to  the  trauma  of  falling  on 
the  knee,  the  patella  is  an  important  pro- 
tector of  the  knee  joint.  Preservation  of  this 
function  may  enable  the  individual  to  con- 
tinue the  work  best  suited  to  his  abilities. 
It  it  is  necessary  to  sacrifice  the  patella  in 
such  an  individual,  it  might  be  advisable  to 
consider  its  replacement  by  a suitable  pros- 
thesis provided  that  certain  criteria  can  be 
met  in  regard  to  elasticity,  lack  of  reaction 
in  tissue  and  so  forth.  It  would  seem  that 
these  criteria  have  not  been  adequately  met 
by  any  replacement  yet  available  for  the 
patella.  Although  the  patella  normally  aids 
in  extension  by  virtue  of  its  gliding  ability, 
when  its  articular  surface  is  roughened  or 
scarred  it  becomes  a liability  and  greatly 
hinders  the  transmission  of  force  at  the  knee 
joint.  The  fact  that  the  so-called  lever 
mechanism  of  the  patella  would  seem  to  be 


most  important  in  the  flexed  position,  would 
appear  to  indicate  that  this  should  be  the 
position  where  the  greatest  weakness  should 
be  felt  following  its  removal.  This  has  been 
proved  by  clinical  investigation  to  be  not  the 
case,  indicating  that  the  lever  mechanism 
of  the  patella  is  not  essential  to  good  strong 
and  active  utilization  of  the  quadriceps 
muscle.  This  may  well  be  the  result  of  the 
tremendous  reserve  power  in  the  quadriceps 
muscle.  Excision  of  the  patella  does  not 
greatly  diminish  the  functional  strength  of 
the  knee.  Loss  of  strength  following  patel- 
lectomy is  due  primarily  to  physiological  de- 
fects rather  than  mechanical  defects.  Re- 
habilitation demands  judicious  surgery,  a 
proper  mental  attitude  on  the  part  of  both 
the  patient  and  surgeon,  and  suitable  physi- 
cal therapy. 

SUMMARY 

1.  The  normal  patella  is  an  important 
part  of  the  knee  joint  and  should  not  be 
sacrificed  as  a matter  of  convenience  to  the 
surgeon. 

2.  The  abnormal  patella  is  a liability  and 
should  be  removed  if  normal  or  near  normal 
gliding  surfaces  cannot  be  obtained. 

There  is  as  yet  no  available  prosthesis 
adequately  replacing  the  patella  and  suitable 
for  general  use. 

4.  The  mechanical  role  of  the  patella  in 
extension  of  the  knee  joint  is  of  little  im- 
portance when  a patellectomy  is  indicated 
for  other  reasons. 

One  need  for  fear  a critical  diminution  in 
strength  of  the  quadriceps  function  follow- 
ing removal  of  the  patella. 


News  From  Oklahoma  Defense  Blood  Center 


J.  R.  B.  Branch,  M.D.,  Director 

Regardless  of  what  happens  in  Korea  or  has  happened 
since  this  was  written,  the  need  for  blood  for  the  Armed 
Forces  will  continue  for  months  to  come.  The  Oklahoma 
Defense  Blood  Center  so  far  has  been  meeting  its 
share  of  this,  and  averaged  from  Nov.  1 through  April 
a little  over  4,000  pints  a month.  The  total  as  of  April 
30  was  24,098.  Of  this,  7,254  pints  were  collected  in 
Oklahoma  County,  and  1(5,844  pints  in  the  36  participat- 
ing chapters  throughout  the  state.  Seventy  operations 
in  Oklahoma  County,  and  131  in  the  other  36  chapters, 
were  conducted.  The  largest  amounts  of  blood  taken  in 
one  day  were  at  Claremore  on  April  15,  313  pints,  and 
Pryor  on  April  16,  304  pints,  when  we  set  up  both 
mobile  units. 

As  mentioned  in  a previous  report,  a part  of  this 
goes  as  whole  blood  direct  to  Korea.  The  balance  is 
processed  into  plasma,  and  distributed  whenever  needed 
by  the  Armed  Forces.  We  are  proud  of  the  fact  that 
though  the  Oklahoma  Defense  Blood  Center  is  the  young- 


est in  the  Midwestern  Area,  it  ranks  third  of  the  15 
in  the  amount  of  blood  sent  to  Korea.  This  has  been 
made  possible  through  the  support  of  the  general  pub- 
lic and  the  enthusiastic  work  of  the  large  number  of 
Red  Cross  Volunteers  in  recruiting  donors  and  assisting 
at  the  operations.  We  are  also  grateful  for  the  great 
assistance  we  have  had  from  the  medical  profession. 

County  Medical  Societies  have  already  appointed 
Medical  Advisory  Committees  to  work  with  the  local 
Red  Cross  Chapters.  Not  only  have  they  backed  the 
Blood  Program  in  general,  but  have  actively  participated 
in  recruiting  donors  and  giving  medical  coverage  during 
operations  of  our  mobile  units.  Local  nurses  and  labora- 
tory technicians  have  likewise  responded  and  given  in- 
valuable help. 

In  addition  to  carrying  on  our  regular  day  in  and 
day  out  work,  we  have  been  asked  to  train  nurses  for 
other  centers,  an  honor  never  before  given  to  a center 
so  young. 
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RECENT  ADVANCES  IN  SURGERY 

A.  Ray  Wiley,  M.D.,  F.A.C.S..,  F.I.C.S. 

TULSA,  OKLAHOMA 


Whether  a recent  development  is  new  or 
not  is  relative.  To  appreciate  recent  advances 
one  must  know  the  trends  in  surgery  and 
what  has  led  up  to  any  new  advance.  These 
trends  are  not  only  interesting  but  they  often 
point  the  way  so  that  one  can,  in  a measure, 
anticipate  future  developments. 

As  a group  the  neuro-surgeons  are  always 
finding  new  techniques  and  improving  old 
techniques.  This  is  to  their  credit.  Arterio- 
grams were  being  made  25  years  ago,  but 
have  only  recently  come  into  their  own.  The 
localization  of  cerebral  lesions,  tumors, 
aneurysms,  thrombosis,  and  ruptured  ves- 
sels are  difficult  problems.  The  risk  of  air 
injections  and  the  subsequent  prolonged  dis- 
tress in  many  cases  discouraged  this  method, 
although  it’s  use  was  a definite  advance  when 
it  was  introduced.  Arteriograms  are  particu- 
larly useful  in  vascular  lesions.  With  the  use 
of  the  Sanchez-Perez  rapid  x-ray  cassette 
changer,  many  more  of  these  lesions  can  now 
be  identified,  especially  basalar  aneurysm. 
(Courville  report  findings  .3  per  cent  basal 
aneurism  in  30  thousand  autopsies.) 

Another  step  in  improving  localization  is 
the  use  of  fluorescein.  By  injecting  five  c.c. 
of  a 20  per  cent  solution  of  sodium  fluore- 
scein at  the  beginning  of  the  operation,  a 
neoplasm  can  be  better  outlined.  Fluorescein 
has  an  affinity  for  neoplastic  tissue.  A source 
of  ultra  violet  light  and  a Wood’s  filter  is 
necessary.  As  a further  step  in  localization, 
but  still  in  the  research  field,  is  to  tag  the 
sodium  fluorescein  with  radio  active  iodine 
and  checking  it  with  a counter.  Positron  em- 
miting  isotopes  are  also  being  used.  All  of 
this  broadens  the  field  of  neurosurgery. 

We  are  all  acquainted  with  the  work  of 
Freeman  in  introducing  the  lobotomy  and 
the  work  of  Moniz  with  leukotomy.  These 
techniques  were  later  improved  by  topec- 
tomies and  thalamotomies.  In  certain  cases 
where  shock  therapy  fails  or  is  not  indicated, 
often  lobotomy  can  be  extremely  useful. 
These  operations  have  been  a big  boon  in 
relieving  some  of  the  cases  of  compulsion 


neurosis,  some  maniac  depressive  and  also 
in  some  cases  of  intractable  pain.  Now  with 
the  new  stereotaxic  instrument  devised  by 
Horsley  and  Clark  for  animal  experimenta- 
tion only,  and  later  one  by  Hayne  and  Sto- 
wed, the  first  one  used  on  man,  small  lesions 
in  the  thalamus  can  be  directly  attacked  and 
accurate  lobotomies  can  be  done  with  a mini- 
mum of  danger. 

The  field  of  peripheral  neurosurgery,  par- 
ticularly of  the  sympathetics,  is  not  new  but 
is  now  opening  up  into  broader  fields.  Al- 
though, for  years  we  have  used  sympathec- 
tomies for  the  relief  of  certain  types  of 
hypertension,  for  vascular  dilatation  and  the 
relief  of  pain  in  certain  conditions,  the  new 
view  is  not  only  these  uses,  but  using  them 
to  control  or  modify  the  physiology  of  cer- 
tain organs  by  attack  of  their  sympathetic. 
The  blocking  of  the  sympathetics  in  acute 
pancreatitis  is  just  one  example. 

In  thyroid  surgery  the  whole  picture  has 
been  changed  by  the  introduction  of  anti- 
thyroid drugs  and  by  the  use  of  radio  active 
iodine.  Out  of  this  has  grown  a better 
knowledge  of  the  management  of  these  in 
connection  with  surgery.  Hyperthyroidism, 
either  the  diffuse  toxic  type  or  the  nodular 
toxic  type  are  considered  here.  The  patient 
with  diffuse  toxic  thyroid  under  the  age  of 
50  years  will  usually  respond  to  the  use  of 
propylthyurourcil.  If  this  is  not  effective  or 
can  not  be  tolerated  radio  active  iodine 
should  be  the  next  step.  The  ultimate  matter 
of  surgery  in  these  cases  must  rest  on  the 
judgment  of  the  surgeon  as  to  the  response 
of  these  drugs  and  prognosis  of  the  treat- 
ment. 

Most  surgeons  feel  that  surgery  is  prefer- 
able, especially  in  the  patient  under  50.  Our 
attitude  of  the  nodular  toxic  type  is  more 
emphatic.  These  cases  are  all  candidates  for 
surgery  as  soon  as  they  can  be  “cooled” 
either  with  antithyroid  drugs  or  radio  active 
iodine.  This  later  is,  as  a rule,  not  so  effec- 
tive in  the  nodular  type.  The  nodular  goiter 
usually  occur  in  the  older  age  group  of  pa- 
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tient,  complicated  by  other  conditions  or 
diseases.  They  are  more  difficult  to  deal  with. 
No  fast  and  dogmatic  rule  can  be  applied  to 
any  group  of  thyroid  patients.  Thyroid  ade- 
nomas and  Hashamoto’s  disease  calls  for 
thyroidectomy,  regardless  of  B.M.R.  present. 
We  no  longer  shell  out  the  adenoma  for  too 
often  it  is  multiple  and  there  is  the  pos- 
sibility of  leaving  a potential  source  of 
cancer. 

In  cardio-vascular  surgery,  the  efforts  of 
the  earlier  investigators  of  the  past  decade 
have  been  crowned  by  successful  corrective 
and  curative  procedures  in  the  application 
of  their  ideas  in  the  human.  The  exact  ana- 
tomico-pathologic  diagnosis  is  no  longer  one 
of  purely  academic  importance,  since  during 
the  last  decade,  hundreds  of  patients  with 
cardiac  and  great  vessel  lesions  have  been 
successfully  operated  and  restored  to  nor- 
mal health  or  greatly  improved.  Essentially 
these  patients  can  be  divided  into  two 
groups,  those  with  cyanosis  and  those  with- 
out cyanosis.  The  acyanotic  group  is  com- 
posed of  those  with  patent  ductus  arteriosis, 
coarctation  of  the  aorta,  congenital  vascular 
rings,  and  a few  other  less  common  condi- 
tions. The  cyanotic  group  consists  chiefly  of 
those  lesions  associated  with  stenosis  of  the 
pulmonary  artery.  The  first  ligation  of  a 
patent  ductus  arteriosis  was  done  by  Gross 
in  1939.  Hundreds  have  been  operated  since 
then  and  many  cardiac  cripples  have  been 
rehabilitated.  The  patent  ductus  can  be  dealt 
with  in  two  ways.  It  can  be  tied,  in  con- 
tinuity with  two  sutures  with  a transfixing 
suture  in  between,  (Blalock).  It  can  be 
clamped,  divided  and  each  end  sutured  in- 
dividually. (Gross).  Simple  tying  of  the  duct 
carries  about  10  per  cent  reoccurence ; tying 
and  transfixing  suturing  about  four  per  cent 
reoccurence.  The  optimal  age  period  to  op- 
erate the  patent  ductus,  patient  is  between 
the  age  of  six  and  16  years.  Rarely  ever 
should  they  be  operated  before  first  year  of 
life.  The  ductus  may  close  in  this  period.  In 
tetrology  better  at  six  to  seven  years  of  age. 
Earlier  if  necessary. 

There  are  two  types  of  coarctation  of  the 
aorta,  the  infantile  and  the  adult.  There  are 
three  common  methods  of  treating  this  con- 
dition. Either  an  anastomosis  of  the  sub- 
clavian artery  to  the  distal  aorta,  with  or 
without  resection  of  the  coarctated  area ; 
resection  of  the  coarctated  area  and  an  end 
to  end  anastomosis,  or  resection  of  the  co- 
arctated area  and  replacement  of  the  de- 
fect with  an  arterial  graft.  In  many  respects, 


the  most  distressing  type  of  congenital  heart 
diseases  are  those  associated  with  cyanosis. 
Probably  the  largest  single  group  of  these 
anomolies  is  the  so  called  “Tetrology  of 
Fallot.”  The  four  features  which  constitute 
the  tetrology  are  pulmonary  stenosis,  dextra 
position  of  the  aorta,  a defect  of  the  ventricu- 
lar septum,  and  a right  ventricular  hyper- 
trophy. The  only  improvement  surgical  in- 
tenvention  can  offer  is  to  increase  the  flow  of 
blood  thru  the  pulmonary  artery.  This 
can  be  either  by  anastomosing  the  pulmon- 
ary artery  to  one  of  the  peripherial  sys- 
temic vessels,  such  as  the  subclavian  or 
innominate  artery,  or  by  anastomosing  the 
pulmonary  directly  to  the  decending  aorta. 
In  this  way  systemic  arterial  blood,  which 
is  desaturated,  is  made  to  flow  to  the  pul- 
monary tree  and  be  reoxygenated. 

The  most  common  operative  intracardiac 
procedure  done  today  is  commissurotomy.  It 
consists  of  dividing  the  scarred  cardiac 
valves  along  their  normal  fissure  lines.  This 
may  be  accomplished  by  insertion  of  the 
operator  finger  thru  the  scarred  “fish-mouth” 
mitral  valve  and  fracturing  the  calcified 
valves,  or  by  division  of  the  scarred  valve 
by  use  of  a special  commissurotomy  knife 
that  fits  onto  the  finger.  In  the  experimental 
animal  work  it  is  possible  to  by-pass  the 
heart  with  a mechnical  heart  or  to  use  a 
double  transfusion  connection  with  another 
animal.  This  allows  longer  time  and  more 
accurate  intracardiac  surgery.  It  may  open 
up  another  field  of  cardiac  surgery. 

In  abdominal  surgery  our  first  thought  is 
apt  to  turn  to  vagotomies.  Any  discussion 
of  recent  advance  of  surgery  should  include 
some  discussion  of  vagotomy.  While  the  cut- 
ting of  the  vagus  nerves  is  not  new,  the 
work  of  Dragstedt  has  renewed  considerable 
interest  and  it  is  now  finding  its  rightful 
place  in  the  armamentarium  of  the  surgeon. 
Of  the  scores  of  recent  articles  about  vago- 
tomies, it  appears  that  the  general  feeling 
is  that  this  procedure  is  indicated  in  the 
following  situations:  1.  In  all  patients  with 
a marginal  ulcer  or  anastomotic  ulcer  oc- 
curring in  a former  resection  of  the  stomach 
or  a former  gastro-enterostomy.  It  should 
always  be  combined  with  a gastro-enteros- 
tomy, not  just  a vagotomy  alone.  2.  It  is  in- 
dicated in  a patient  with  non-malignant  ex- 
tensive doudenal  ulcer  associated  with  ex- 
tensive edema  about  the  doudenum  and 
adjacent  organs  or  tissues,  especially  if 
these  tissues  are  dangerously  friable  for 
resection  and  ligation.  3.  In  the  poor  risk 
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patient  where  a vagotomy  and  simple  gastro- 
jejunostomy would  be  tolerated  but  an  ex- 
tensive gastric  resection  would  not  be.  The 
final  and  true  evaluation  of  the  use  of  the 
vagotomy  will,  probably,  take  some  years 
yet.  Its  final  effect  on  the  liver,  the  pancreas, 
spleen  and  intestinal  tract  has  not  yet  been 
fully  determined.  All  the  information  I have 
indicates  in  cases  of  duodenal  ulcer  that  the 
final  end  results  in  five  years  or  more  are 
better  with  gastric  resection  than  in  vago- 
tomosis  or  a post  coloic  anastomosis  is  better, 
lower  in  vagotomies.  In  general  I have  been 
better  pleased  with  gastric  resections  than 
vagotomies.  The  cases  that  have  disappointed 
me  in  gastric  resection  I now  feel  were  due 
to  too  little  resection  of  stomach  tissue  and 
subsequent  marginal  ulcers.  In  these  that  I 
have  reoperated  I have  been  doing  a more 
extensive  resection  and  a vagotomy.  This 
brings  up  the  point  of  amount  of  gastric 
tissue  to  resect.  It  is  now  generally  agreed 
that  75  to  80  per  cent  of  the  stomach  should 
be  resected  to  get  satisfactory  permanent 
results  in  duodenal  ulcers.  There  is  still 
argument  as  to  whether  an  antecoloic  anas- 
tomsis  or  a post  poloic  anastomosis  is  better. 
My  results  are  better  with  the  antecolic 
type.  It  was  felt  that  a long  proximal  loop 
should  be  avoided,  and  this  is  true. 

To  obtain  a short  antecolic  loop  the  peri- 
toneum supporting  the  ligament  of  Treitz 
can  be  severed.  This  mobilized  the  duodenal- 
jejunal  junction  and  allows  a shorter  up- 
swing of  the  loop.  Then  by  splitting  the 
omentum  up  to  the  transverse,  gastricepi- 
ploicas,  blood  vessels  a loop  from  five  to 
seven  centimeters  can  ordinarily  be  obtained. 
In  extensive  gastric  resection,  where  little 
stomach  tissue  is  left  and  the  line  of  anas- 
tomosis cannot  be  in  the  mesentery,  and  a 
posterior  loop  is  used,  a double  loop  of  the 
jejuneum  has  to  be  brought  thru  the  mesen- 
tery, up  to  the  stomach.  This  has  caused  a 
construction  about  the  jejunal  loops.  This  is 
one  reason  why  an  antecoloic  anastomosis 
is  preferred. 

The  crushing  of  the  left -phrenic  nerve  in 
association  with  vagal  resection  plus  gastro- 
enterostomy is  now  coming  into  the  litera- 
ture. The  crushing  is  done  at  the  sclenus 
anticus  level.  The  phrenic  crushing  is  done 
to  counter-act  some  of  the  undesirable  side 
actions  of  the  vagotomy.  Apparently  this  is 
accomplished  but  the  number  of  cases  to 
date  are  too  small  to  draw  any  conclusions. 

Biliary  tract  surgery  has  been  very  much 


in  the  limelight  recently.  It  is  now  generally 
felt  that  the  presence  of  gall  bladder  stones 
associated  with  or  without  jaundice  was 
definite  indication  for  common  duct  explora- 
tion. This  adds  about  one  per  cent  more  to 
the  mortality  rate,  when  the  duct  is  explored. 
The  chance  of  stricture  following  common 
duct  exploration  cannot  be  overlooked,  al- 
though most  such  strictures  are  caused  by 
technical  errors  in  tying  off  the  cystic  duct. 
Trauma  from  common  duct  exploration  can 
and  in  the  hands  of  the  careless  operator 
does  cause  stricture.  A stricture  always  pre- 
sents a problem.  This  is  mainly  due  to  the 
fact  that,  while  most  every  thing  has  been 
used  as  a splice  or  substitute  for  the  com- 
mon duct  no  completely  adequate  substitute 
tissue  or  material  has  been  found.  In  any 
repair  the  average  time  for  reoccurence  of 
the  stricture  is  about  five  years.  The  results 
of  all  of  this  is  to  re-evaluate  and  revive 
common  duct  surgery.  In  the  recent  past  and 
at  present,  in  the  hands  of  several  operators, 
cholangiograms  are  made,  AFTER  the 
T-tube  has  been  placed.  This  is  contrast  to 
the  thinking  that  if  cholangiograms  could 
be  made  before  any  dissection  and  manipu- 
lation were  done  that  scattered  stones  could 
be  better  localized.  With  this  thought  in  mind 
intravenous  injections  of  20  per  cent  solu- 
tion of  sodium  fluorescein  has  been  made 
just  before  surgery.  When  the  abdomen  is 
opened  and  the  entire  biliary  tract  is  visual- 
ized, even  some  intra-hepatic  stones  located. 
Those  using  this  have  very  favorably  re- 
ported on  it.  I have  not  used  it.  The  difficulty 
in  its  use  is  that  it  requires  a darkened 
operating  room,  a source  of  ultra  violet  light 
and  a Wood’s  filter.  Repeated  looks  are  time 
consuming.  I use  the  technique  of  injecting 
diodrast  or  lipiodal  into  the  common  duct  as 
soon  as  the  fundus  is  brought  into  view. 
Diodrast  is  somewhat  less  irritating  than 
lipiodal.  The  common  duct  is  aspirated  anl 
filled  with  the  diodrast.  If  the  cystic  duct 
is  open  the  gall  bladder  biliary  tract  fills.  An 
x-ray  tunnel  cassett  is  placed  under  thet  pa- 
tient before  draping.  A good  cholangiogram 
is  then  secured  andn  viewed.  Valuable  infor- 
mation is  thus  obtained  in  locating  stones  or 
obstructed  areas.  This  information  can  help, 
if  for  any  reason  it  is  felt  that  the  gall  blad- 
der or  a portion  of  it  should  be  preserved  to 
by-pass  the  bile  to  the  duodenum  or  anywhere 
in  the  jejuneum,  for  example,  should  one  find 
the  head  of  the  pancreas  and  the  doudenum 
needed  resection  for  a malignancy.  The 
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transduodenal  approach  to  the  lower  end  of 
the  common  duct  has  been  avoided  rather 
scrupulously  in  the  past,  on  account  of  creat- 
ing a remaining  fistula  or  other  complica- 
tion. The  pendulum  is  now  swinging  back 
to  more  use  of  this  opening.  Better  operative 
preparation  and  better  post  operative  care 
has  made  this  possible. 

There  has  been  some  new  development  in 
surgery  for  portal  hypertension  or  cirrhosis 
of  the  liver.  In  the  past  we  have  tried  to 
relieve  this  by  portal-caval  shunts  or  by 
spleno-renal  vein  shunts.  The  portal-caval 
shunts  by  means  of  a Eck’s  fistula  is  difficult 
in  the  human.  The  spleno-renal  shunt  is 
frought  with  failure  thru  the  difficulty  of 
dissecting  the  splenic  vein,  especially  if  it 
runs  thru  the  tail  of  the  pancreas.  The  num- 
ber of  thrombosis  occuring  in  the  procedure 
has  been  discouraging.  None  of  these  pro- 
cedure get  at  the  real  cause  of  the  trouble. 
It  has  become  evident  that  the  real  mechan- 
ism of  portal  hypertension  is  that  the 
changes  in  the  liver  due  to  the  cirrhosis 
produces  a build  up  of  the  arterial  pressure 
thru  the  sinuses  of  the  liver,  allowing  the 
arterial  pressure  to  produce  a back  pressure 
into  the  venous  system.  This  also  caused  a 
development  of  the  collateral  arterial  circu- 
lation. Berman  of  Indianapolis  reasoned 
that  if  the  arterial  pressure  to  the  liver  could 
be  reduced  this  would  reduce  the  portal 
hypertension.  He  tied  off  the  hepatic  artery 
and  the  splenic  artery  as  close  to  the  celiac 
axis  as  possible  but  not  the  axis.  In  a per- 
sonal communication  he  says,  “Hepatic  liga- 
tion is  not  as  easy  operation  but  it  is 
definitely  less  hazardous  than  the  portacaval 
shunt  or  the  splenorenal  shunt  because  it  is 
technically  easier  and  the  chance  for  com- 
plication is  certainly  less.  The  collateral 
circulation  in  a cirrhotic  is  actually  better 
developed  insofar  as  the  liver  and  the  stom- 
ach and  the  spleen  are  concerned.  This  has 
been  made  apparent  to  us  because  recently 
I have  been  ligating  not  only  the  hepatic 
and  the  splenic  arteries  but  also  the  left  gas- 
tric artery.  The  pressure  in  the  coronary 
vein  is  reduced  after  ligation  of  this  vessel. 
If  it  were  not  for  the  collateral  circulation 
in  the  stomach  certainly  this  would  not  be 
a feasible  procedure,  although  I am  aware 
that  this  form  of  devascularization  may  be 
done  even  in  the  normal  stomach.  A pre- 
operative determination  of  the  collateral 
circulation  could  be  made  but  we  have  not 
deemed  it  necessary  or  advisable.  The  point 
of  election  for  ligation  of  the  hepatic  and 


the  splenic  arteries  is  as  close  to  the  celiac 
axis  as  possible  but  not  around  the  celiac 
artery.  We  believe  that  the  collateral  circula- 
tion is  best  stimulated  at  a point  approxi- 
mately one  to  one  and  a half  centimeters 
from  the  celiac  artery.  We  have  had  no  cases 
of  massive  liver  necrosis.  In  our  experi- 
mental work  we  found  that  the  closer  we 
came  to  the  liver  in  our  ligation,  the  greater 
was  the  possibility  of  hepatic  necrosis.  I am 
sure,  however,  that  occasionally  a case  of 
hepatic  necrosis  will  occur,  even  though  the 
ligations  are  made  at  the  point  of  election. 
At  present  I am  convinced  that  ligation  of 
the  hepatic,  the  splenic  and  the  left  gastric 
arteries  offers  more  for  the  advanced  cases 
of  portal  cirrhosis  with  bleeding  varces  and 
ascites  than  any  other  procedure  with  which 
I am  familiar.”  (J.  K.  Berman). 

Acute  cholecystitis  can  present  some  seri- 
ous diagnostic  and  operative  problems.  It  is 
generally  agreed  now  that  all  acute  cholecys- 
tis  cases  should  be  operated  as  soon  as  fluid 
balance  and  blood  needs  are  corrected.  A 
paravertebral  novocain  block  can  be  very 
comforting  to  the  patient  but  must  not  lead 
one  into  a sense  of  security  that  is  false. 
The  operation  of  choice  is  cholecystectomy. 
But  one  must  remember  that  the  ligation  of 
the  cystic  duct  and  particularly  the  cystic 
artery  must  be  made  on  live,  viable  tissues 
that  will  withstand  ligation.  In  about  20  per 
cent  of  acute  cholecystitis  patients,  drainage 
only  can  be  made.  It  is  better  to  operate 
them  within  the  first  18  hours  of  onset,  if 
possible.  However  any  delay  is  hazardous. 
Acute  pancreatitis  produces  an  acute  ab- 
domen but  is  no  longer  an  indication  for 
opening  the  abdomen.  If  a mistake  has  been 
made  and  the  abdomen  is  opened  and  a diag- 
nosis of  acute  pancreatitis  is  made  and  you 
are  accustomed  to  doing  vagotomies,  this 
may  be  made  but  nothing  else  at  that  time. 
Of  course  the  tip  off  before  surgery  is  an 
elevated  serum  amylase.  This  occurs  early 
and  usually  disappears  in  a matter  of  hours 
or  a day  or  so.  Also,  there  can  be  an  eleva- 
tion of  serum  amylase  in  acute  cholecystitis. 
The  treatment  of  choice  in  acute  pancreatitis 
is  paravertebral  or  sympathetic  block.  The 
right  side  should  be  blocked  first.  This  is 
more  apt  to  relax  the  major  pancreatic 
ducts.  If  this  does  not  sufficiently  relieve  the 
patient  and  no  serious  shock  has  occurred, 
then  the  left  side  is  blocked.  Demoral  and 
atrophine  are  used.  Morphine  can  cause  a 
spasm  of  the  sphincter  of  Oddi  and  should 
not  be  used.  If  these  methods  do  not  relieve 
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the  pain  then  a spinal-block  anesthesia 
should  be  used,  either  using  the  continuous 
or  intermittent  technique.  In  1945  Kernitz 
isolated  a crystallin  protein  from  soybean 
meal  that  was  active  in  the  inhabition  of  the 
proleotytic  action  of  trypsin.  It  was  given 
the  name  of  S.B.I.  Since  there  is  increased 
proteolytic  activity  of  serum  in  acute  hemor- 
rhage pancreatitis  Rush  and  Clifton  (Yale 
University)  have  used  this  (S.B.I.)  in  ex- 
perimental acute  pancreatitis  produced  in 
dogs.  It  inhabited  the  tryptic  proteolytic 
action  and  raised  the  antiproteolytic  titer 
of  the  dog’s  serum.  It  also  acted  as  a power- 
ful blood  anticoagulant.  It  seems  possible 
that  some  form  of  this  product  may  be  made 
available  in  the  therapy  of  acute  pancrea- 
titis. 

In  cancer  surgery  there  is  more  and  more 
a tendency  for  the  surgeon  to  do  wider  ex- 
cision. It  is  true  that  mutilating  operations 
should  be  avoided  if  possible  but  it  has 
become  apparent  that  in  many  cases  only 
wide  incision  can  be  of  value  and  that  cancer 
surgery  is  no  place  for  compromise  and  that 
it  is  no  place  for  the  timid  surgeon.  We  used 
to  think  that  the  Weirtheim  operation  was 
extensive.  Now  observe  the  work  of  Meigs, 
Brunswick,  Pack,  Wangenstein  and  many 
others.  Brunswick  reported  last  fall  on  100 
cases  in  which  he  had  removed  all  the  pelvic 
viscera,  including  the  colon,  the  rectum,  the 


bladder  and  vagina  and  in  some  cases  the 
vulva.  They  had  received  all  possible  irradia- 
tion therapy  and  were  considered  hopeless 
patients.  He  has  17  survivals,  four  being 
four  year  survivals.  Such  operations  as 
removal  of  all  of  the  stomach,  all  the  pan- 
creas, all  the  doudenum,  the  transverse 
colon  en  bloc  are  being  reported.  The 
removal  of  the  os  innominate  with  the 
lower  extremity  for  cancer  of  the  femur 
should  be  placed  in  this  class.  Such  pro- 
cedure shows  the  trends  in  cancer  surgery 
at  this  time.  I am  very  much  interested  in 
what  Dr.  Harrell  Dodson  is  doing.  That  is, 
in  total  gastrectomies,  he  is  transplanting 
the  cecum  into  the  position  of  the  stomach 
to  substitute  for  this  organ.  I hope  that  he 
will  report  on  this  work  soon.  Another  inter- 
esting development  is  Doctor  Wangensteen’s 
idea  of  a “second  look.”  Although  the  patient 
may  be  symptomless  at  the  end  of  six  months 
after  some  abdominal  surgery  for  malig- 
nancy, he  reopens  at  this  time  for  a “second 
look.”  This  will  be  interesting  to  follow.  It 
may  be  worthwhile. 

This  does  not  cover  all  recent  advances, 
but  I hope  gives  some  ideas  of  the  many 
new  ideas  annd  changes  taking  place.  Sur- 
gery is  still  on  the  march.  Someone  has  sug- 
gested that  maybe  we  should  put  a ticker 
tape  in  our  office  to  keep  up  to  date,  lest  in 
the  morning  we  would  be  outmoded ! 


Minutes  Of  House  Of  Delegates 

Complete  minutes  of  the  First  Session  of  the  House  of  Delegates  held  Sun- 
day, May  18,  will  appear  in  the  August  issue.  Minutes  of  the  Second  Session  will 
run  in  the  September  edition  of  the  Journal.  Physicians  who  did  not  attend  the 
House  of  Delegates  are  especially  urged  to  read  the  transactions  of  the  House  of 
Delegates. 
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Therapeutic  Conference 

The  University  of  Oklahoma  School  of  Medicine 
Presented  by  the  Department  of  Pharmacology 

Peripheral  Vascular  Diseases 

Edgar  W.  Young,  M.D.  (M.C.  USAF),  John  Powers  Wolff,  M.D., 
and  Paul  W.  Smith,  Ph.D. 


doctor  smith  : The  therapeutic  conference 
today  deals  with  the  management  of  certain 
of  the  more  frequently  encountered  peri- 
pheral vascular  diseases.  I have  asked  Doctor 
Wolff  and  Doctor  Young  to  participate  in 
this  conference  because  of  Doctor  Wolff’s 
wide  experience  with  peripheral  vascular 
diseases,  and  because  Doctor  Young  has  for 
some  time  had  a special  interest  in  certain 
phases  of  management  of  such  conditions. 
In  his  present  position  as  a flight  surgeon, 
Doctor  Young  is  also  keenly  aware  of  the 
necessity  of  adequate  peripheral  circulation 
in  the  personnel  who  pilot  modern  aircraft. 
The  condition  which  is  most  frequently  en- 
countered in  general  practice,  and  consti- 
tutes therefore  one  of  the  most  serious  prob- 
lems for  the  general  practitioner,  is  the 
obliterative  change  which  comes  on  as  a re- 
sult of  arteriosclerosis.  Various  types  of 
management  of  this  condition  are  available ; 
physical  therapy,  drug  therapy,  or  surgical 
procedures,  each  of  which  has  merit  under 
the  proper  circumstances.  I am  asking  Doc- 
tor Wolff  to  start  the  discussion  this  after- 
noon by  dealing  with  the  management  of 
the  obstruction  encountered  in  arterio- 
sclerosis. 

doctor  wolff  : The  condition  to  which  we 
are  referring  is  arteriosclerosis  obliterans, 
which  occurs  in  the  leg,  in  the  patient  of 
middle  age  or  older.  We  see  a reduced  arter- 
ial blood  supply  which  gradually  interferes 
with  circulation  until  some  accident  causes 
a sudden  further  impairment.  Trauma,  cold 
and  exposure  are  the  principle  inciting 
causes.  The  trauma  may  consist  only  of  a 
sudden  and  extreme  flexing  of  the  leg,  or 
violent  or  unaccustomed  exercise  may  bring 
on  an  obstructive  crisis.  Since  the  general 

*This  report  represents  the  recording  of  a Therapeutic  Con- 
ference held  in  the  auditorium  of  the  University  of  Oklahoma 
School  of  Medicine.  These  conferences  are  held  each  Monday  at 
4:00  P.M.  and  are  attended  by  the  upper  classmen  in  the 
School  of  Medicine,  interns,  residents,  and  other  physicians. 
Any  physician  is  welcome  to  attend  and  participate.  The  con- 
ferences are  conducted  under  the  sponsorship  of  the  Department 
of  Pharmacology. 


course  of  the  disease  is  characterized  by  a 
slowing  down  of  the  blood  stream  in  the 
arterial  system,  plaques  may  fragment  in 
the  artery  and  precipitate  thrombosis ; I like 
to  use  the  term  in  these  cases,  “thrombosis 
of  the  leg.”  I should  like  to  refer  you  to  a 
very  excellent  monograph  by  Edward  A. 
Edwards,  entitled  Thrombosis  in  Arterio- 
sclerosis of  the  Lotver  Extremities.  Follow- 
ing the  occurrence  of  thrombosis,  there  is 
secondard  spasm,  and  the  patient  comes 
in  with  a cold  leg.  The  first  thing  to  do 
of  course,  is  to  reduce  the  spasm  in  the 
arterial  system  of  the  leg  if  that  is  possible. 
For  this  we  can  use  a general  vasolidator, 
but  we  prefer  to  use  localized  vasodilation 
and  I think  the  best  way  to  do  this  initially 
is  with  paravertebral  block,  which  inhibits 
vasoconstriction.  Then  we  must  prevent  the 
extension  of  the  thrombosis  in  the  vascular 
bed.  This  occurs  not  only  in  the  arteries, 
but  in  the  arterioles,  capillaries  or  any  part 
of  the  vascular  system.  If  we  cannot  reverse 
this  occlusion  fairly  quickly,  gangrene  en- 
sues and  the  leg  will  be  lost.  Therefore,  after 
we  have  allayed  the  construction,  either  with 
a generalized  vasodilator,  or  better  with  a 
localized  blocking  of  the  sympathetics,  we 
use  an  anti-coagulant  drug.  Any  of  the  anti- 
coagulants can  be  used,  but  I prefer  heparin, 
given  intravenously  every  four  hours  in  50 
mg.  doses.  Repository  heparin  given  sub- 
cutaneously, can  also  be  used,  after  which, 
in  either  case,  dicumarol  is  begun  for  pro- 
longed inhibition  of  coagulation.  After  the 
leg  has  become  warm,  indicating  restoration 
of  a fairly  adequate  circulation,  we  can  dis- 
charge the  patient,  or  a sympathectomy  can 
be  done  to  prevent  a recurrence  of  spasm. 

doctor  smith:  Doctor  Young  has  been 
dealing,  for  the  past  year  or  more,  with  a 
rather  select  group  of  personnel  in  an  Air 
Force  Base  Installation.  I should  like  for  him 
to  say  something  about  the  likelihood  of 
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encountering  such  a condition  as  this  among 
such  a selected  group. 

doctor  YOUNG:  Doctor  Wolff  mentioned 
that  this  disease  is  fundamentally  one  of 
middle  age  and  over.  Since  in  the  Armed 
Forces  we  are  dealing  primarily  with 
younger  people,  we  don’t  see  much  of  it.  Of 
course  some  of  the  individuals  do  drift  into 
this  age  group  and  the  problem  becomes  one 
of  management  of  the  chronic  arteriosclero- 
tic. In  other  words,  how  long  can  a man 
be  maintained  in  a condition  which  will 
allow  him  to  do  his  job  in  military  service? 
This  has  its  application  in  civilian  practice 
as  well.  If,  as  some  have  advised,  a man’s 
work  must  be  interrupted  by  bed  rest  to 
prevent  serious  complications,  there  is  a 
tremendous  economic  strain  on  that  indi- 
vidual. Therefore,  the  day  to  day  manage- 
ment of  these  cases  is  quite  important.  I 
should  like  to  proceed  a bit  further  with 
what  Doctor  Wolff  has  said.  After  you  dis- 
charge the  patient,  you  must  maintain  gen- 
eral health,  as  with  any  disease.  From  the 
short  time  that  I have  been  seeing  patients, 
I have  come  to  believe  that  the  obese  indi- 
vidual, who  prefers  to  lie  down  until  the 
urge  for  exercise  passes  on,  becomes  a major 
problem  because  modified  exercise  is  im- 
portant. After  the  individual  is  out  of  bed 
and  is  no  longer  having  pain  in  his  legs 
from  intermittent  claudication,  regulated 
exercise  should  be  instituted.  The  patient 
should  be  encouraged  not  just  to  stand,  but 
to  walk.  In  many  monographs  dealing  with 
peripheral  vascular  diseases,  it  is  mentioned 
frequently  that  walking  indoors  is  not  as 
beneficial  as  outdoor  exercise.  I would  not 
attempt  an  explanation  of  this  fact.  In  any 
event,  exercise  will  maintain  what  circula- 
tion they  have,  and  that  is  your  primary 
objective  because  none  of  us  can  hope  to 
reverse  any  damage  that  has  already  been 
done  to  the  arterial  system.  Intensive  re- 
search is  in  progress  at  the  present  time, 
part  of  it  in  the  Air  Force  Laboratory,  using 
the  ultra-centrifuge  to  determine  the  size  of 
lipoid  molecules  in  the  blood  and  their  pos- 
sible relationship  to  arteriosclerosis.  You 
may  remember  that  a few  years  ago  consid- 
erable emphasis  was  placed  on  cholesterol 
and  its  relationship  to  arteriosclerosis,  but 
the  problem  was  abandoned  when  animals 
were  fed  high  cholesterol  diets  but  did  not 
develop  arteriosclerosis.  There  was  a tend- 
ency then  to  say  that  this  could  not  play  a 
part  in  the  etiology  of  the  disease.  Now  we 
seem  to  be  coming  back  to  the  view  that 
arteriosclerosis  is  a metabolic  disease  in 


which  the  mechanism  which  controls  the 
size  of  the  lipoid  aggregates  in  the  blood 
stream  has  become  defective.  A practical 
method  of  controlling  the  size  of  these  lipoid 
aggregates  has  not  yet  emerged  from  this 
research,  but  certainly  it  is  something  to 
watch  for  in  the  near  future.  Now  I should 
like  to  say  a few  additional  words  about  the 
use  of  anticoagulants.  Some  physicians,  and 
there  is  rather  sharp  division  on  this  point, 
feel  that  after  the  acute  stage  is  over,  the 
administration  of  anticoagulants  should  be 
discontinued.  Others  feel  that  the  patient 
should  be  maintained  on  anticoagulants.  I 
happen  to  belong  to  the  second  school  and 
believe  that  if  the  physician  is  sufficiently 
familiar  with  dicumarol  or  with  repository 
heparin,  these  patients  can  well  be  main- 
tained without  danger  to  themselves  on  con- 
tinued anticoagulant  therapy  with  a good 
chance  of  preventing  the  occurrence  of  a 
second  acute  episode.  There  are  cases,  how- 
ever, in  which  thrombosis  will  occur  even 
though  the  intravascular  clotting  activity  has 
been  depressed  to  a point  which  theoretically 
should  prevent  thrombosis.  This  is  particu- 
larly true  in  thrombophlebitis  migrans  and 
the  thrombosis  that  frequently  occurs  with 
Buerger’s  disease,  so  we  still  do  not  have 
the  answer  concerning  long  range  manage- 
ment. Concerning  antispasmodic  or  vasodi- 
lator drugs;  in  a patient  who  has  a well 
advanced  case  of  arteriosclerosis  with  ob- 
literation, you  are  not  going  to  be  too  suc- 
cessful with  the  vasodilators,  whether  you 
use  papaverine,  Priscoline,  Roniacol,  or  any 
of  the  others  that  have  become  available 
recently.  The  reason  for  this  lack  of  suc- 
cess is  that  reaming  out  arteriosclerotic 
plaques  is  as  yet  a difficult  procedure.  How- 
ever, the  vasodilators  are  of  great  benefit 
in  preventing  the  secondary  spasm  that 
comes  on  following  a tramautic  episode. 

doctor  wolff:  I feel  that  a discussion  of 
this  kind  is  certainly  not  complete  without 
mention  of  one  very  important  point.  Almost 
all  of  these  patients,  when  they  have  an 
arteriosclerotic  thrombosis  of  the  leg,  tend 
to  go  home  and  get  into  a tub  of  hot  water 
and  see  how  much  heat  they  can  stand  on 
the  affected  foot  or  limb.  If  the  patient  does 
that  long  enough,  he  will  lose  his  foot,  so 
we  must  remember  that  these  people  do  not 
tolerate  heat.  We  stay  away  from  heat 
cradles  and  we  avoid  elevation.  If  we  use 
heat,  we  certainly  do  not  use  it  at  a tem- 
perature of  more  than  100  or  102°F.  at  the 
most.  Those  of  you  who  are  now  students 
in  the  Medical  School  will  see  patients  of 
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this  kind  in  the  hospital.  We  get  many  of 
these  in  whom  gangrene  has  already  set  in 
in  the  foot  or  extremity.  The  percentage  of 
salvage  of  these  patients  is  quite  low.  If  we 
get  the  patient  before  gangrene  has  set  in, 
we  can  use  anticoagulants  and  we  can  open 
up  collateral  circulatory  channels  by  abolish- 
ing the  normal  vascular  tone  that  is  always 
present  in  the  extremities  to  allow  main- 
tenance of  the  upright  position. 

doctor  smith  : There  is  one  question 
which  I should  like  to  ask  either  Doctor 
Young  or  Doctor  Wolff.  Doctor  Young  men- 
tioned the  matter  of  controlled  exercise  in 
these  cases ; specifically,  outside  exercise. 
Doctor  Wolff,  what  would  you  say  about  the 
relation  between  exercise  and  external 
weather  conditions ; what  about  letting  these 
people  get  out  in  the  cold? 

doctor  wolff  : They  should  avoid  cold  by 
all  means.  The  patient  with  an  arteriosclero- 
tic extremity  has  to  avoid  becoming  chilled, 
even  with  regard  to  his  head.  He  must  wear 
warm,  loose,  woolen  socks,  loose  shoes,  plenty 
of  clothing;  preferably  several  layers.  Light 
outside  exercise  is  probably  good,  but  the 
patient  must  stop  at  the  first  sign  of  pain 
in  the  extremities.  This  pain  response  con- 
stitutes a warning  that  ischemia  is  threaten- 
ing or  has  begun,  but  I certainly  agree  with 
Doctor  Young  that  these  patients  should 
have  exercise,  because  we  don’t  like  to  make 
complete  invalids  of  them. 

doctor  young:  Since  I have  had  the  op- 
portunity of  handling  relatively  few  of  these 
patients,  I would  like  to  get  Doctor  Wolff’s 
comment  on  one  perplexing  problem.  It  is 
usually  very  difficult  to  convince  a patient 
with  obliterative  arteriosclerosis  of  the  grav- 
ity of  the  disease,  and  the  exact  nature  of 
the  prognosis,  without  putting  him  into  such 
a psychological  state  that  he  decides  he 
might  just  as  well  go  home,  throw  up  his 
hands,  and  quit.  It  is  my  impression  that 
the  patient  has  a far  bigger  job  in  combat- 
ting this  process  than  the  physician,  and  his 
intimate  cooperation  is  necessary.  I have  so 
far  not  been  able  to  strike  that  fine  dividing 
line  between  helpful  cooperation  and  extreme 
discouragement. 

doctor  wolff:  I wish  I could  tell  you  my 
approach.  Every  arteriosclerotic  patient  has 
friends  or  knows  someone  who  has  lost  a 
leg,  and  I strike  the  only  cheerful  note  that 
I can  to  these  people  by  telling  them  that 
their  disease  process  is  somewhat  like  that 
which  occurs  occasionally  in  the  heart,  but 
I explain  that  they  are  fortunate  that  only 


their  legs  are  affected.  Each  of  these  patients 
has  two  legs  and  can  still  live,  even  should 
they  lose  one,  which  is  not  inevitable  with 
the  proper  care.  The  same  process  occurring 
in  the  heart,  on  the  other  hand,  is  likely  to 
result  fatally.  Most  of  them  feel  pretty  good 
if  you  present  it  to  them  in  this  way. 

doctor  smith  : Doctor  Wolff,  you  have 
mentioned  the  importance  of  controlled  heat 
as  a method  of  establishing  reflex  circula- 
tion in  the  extremity.  What  is  your  opinion 
of  the  electric  blanket  as  a means  of  keep- 
ing the  extremities  of  these  patients  warm 
at  night? 

doctor  wolff  : In  so  far  as  these  patients 
with  peripheral  vascular  occlusion  are  con- 
cerned, I regard  the  electric  blanket  as  one 
of  the  most  important  and  practical  develop- 
ments of  recent  years.  The  electric  blanket 
has  two  important  advantages  to  these  peo- 
ple. It  keeps  them  warm  without  the  danger 
of  excessive  heat,  and  it  reduces  the  weight 
born  by  the  extremities.  As  a matter  of  fact 
I recommend  them  to  my  patients  without 
reservations. 

doctor  smith  : Doctor  Wolff,  you  have 
already  mentioned  the  importance  of  estab- 
lishing an  improved  circulation  in  the  acute 
case  as  you  first  see  it.  I would  like  for  you 
to  go  a little  more  into  detail  about  some  of 
the  methods  advocated  in  recent  years.  I 
would  like  for  you  to  discuss  reactive 
hyperemia,  produced  by  occlusion  of  the 
arterial  system  followed  by  its  sudden  re- 
lease ; the  oscillating  bed ; contrast  baths ; 
alternating  positive  and  negative  pressures, 
and  any  other  physical  therapeutic  measures 
which  occur  to  you. 

doctor  wolff  : Several  years  ago  we  used 
a machine  known  as  the  passive  vascular 
massage  machine  which  produced  alternat- 
ing suction  and  pressure  inside  a glass  boot, 
which  encased  the  leg.  We  found  that  the 
pressure  of  the  rubber  cuff,  which  closed 
the  glass  boot  at  the  thigh,  caused  sufficient 
trauma  in  the  occasional  arteriosclerotic, 
that  it  really  did  more  harm  than  good. 
When  I visited  one  large  clinic  recently  and 
asked  about  the  use  of  this  device,  I found 
that  it  had  been  abandoned  as  far  as  arterio- 
sclerotic thrombosis  was  concerned.  It  may 
possibly  be  of  value  in  other  conditions.  We 
have  also  used  contrast  foot  baths  and  feel 
that  these  are  of  some  value.  Instructions 
are  given  to  the  patient  in  typewritten  form, 
to  insure  that  the  patient  will  not  go  home 
and  soak  his  foot  in  excessively  hot  or  cold 
water.  I frequently  amplify  these  instruc- 
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tions  to  suit  a particular  case.  We  keep 
copies  of  these  instructions  available  at  all 
times  in  the  vascular  clinic.  Essentially,  the 
directions  are  that  the  patient  soak  his  ev- 
tremities  alternately  in  warm  and  cool  water 
at  temperatures  of  100  or  102°F.,  followed  by 
a period  of  a few  seconds  in  water  at  a tem- 
perature of  70°.  In  the  severe  arteriosclerotic 
the  upper  limit  of  the  warm  bath  is  always 
100°F.  Some  patients  appear  to  be  bene- 
fiitted  by  this  procedure,  but  I am  not  cer- 
tain about  the  benefit  as  a general  or  over- 
all method.  The  Buerger  exercise  was  form- 
erly used  in  these  patients.  It  is  my  feeling 
that  the  Buerger  exercise  usually  does  more 
harm  than  good  because  holding  the  leg- 
raised  above  the  bed  must  certainly  increase 
the  oxygen  requirements  in  the  muscle.  One 
thing  I do  tell  these  people  is  to  straighten 
their  leg  out  on  the  bed,  lower  it  to  a stool 
until  it  turns  pink  and  then  raise  it  again 
to  the  bed  until  it  turns  white.  This  exercise 
they  can  do  without  much  exertion. 

If  you  doubt  that  the  typical  Buerger  ex- 
ercise requires  considerable  energy,  you 
might  try  holding  your  leg  high  in  the  air, 
then  lowering  it  below  the  level  of  the  bed. 

doctor  smith  : Doctor  Young  has  already 
mentioned  the  limitations  of  vasodilator 
drugs  in  arteriosclerosis  obliterans.  There  is 
one  aspect  of  the  use  of  vasodilators  which 
I believe  deserves  special  mention.  It  is  really 
a very  difficult  procedure  to  determine  total 
blood  flow  in  either  arm  or  leg.  After  the 
administration  of  a vasodilator,  it  is  cus- 
tomary to  evaluate  the  increased  circulation 
in  a limb  by  means  of  the  increased  surface 
temperature,  or  the  warmth  of  the  leg.  This 
observation,  however,  really  does  not  tell  us 
whether  the  vasodilatation  is  confined  to 
superficial  vessels  or  is  also  present  in  the 
deeper  tissues,  including  muscle,  where  it 
would  undoubtedly  be  of  greater  benefit. 
Alcohol,  a drug  which  we  have  not  so  far 
mentioned,  would  appear  to  be  a case  in 
point.  There  appears  to  be  little  doubt  that 
it  is  capable  of  causing  superficial  vascular 
dilation,  because  of  the  glow  or  flush  it  pro- 
duces and  the  actual  increase  in  skin  tem- 
perature. Its  activity  as  a coronary  vasodila- 
tor has  been  questioned  in  recent  publica- 
tions, however,  and  until  further  studies  are 
made  I would  hesitate  to  make  any  state- 
ment with  regard  to  its  effect  on  the  vessels 
of  the  deeper  tissues  of  the  extremity.  It 
may  serve  well  as  a sedative  or  euphoric 
agent  when  administered  as  a hot  toddy  at 
bedtime.  It  is  certainly  true  that  a vasodila- 
tor which  produces  a fall  in  systemic  blood 
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pressure  may  defeat  its  own  purpose  by  re- 
ducing the  net  blood  flow  through  the  nar- 
rowed  vascular  channels  of  the  affected  limb. 
In  the  past  few  years,  various  workers  havp 
attempted  to  surmount  this  disadvantage  D> 
injecting  the  drug  directly  into  the  arterial 
system  of  the  extremity  with  reduced  circu- 
lation. Doctor  Wolff,  would  y^u  comment  on 
this  procedure? 

doctor  wolff:  My  experience  with  this 
method  is  limited,  although  I have  used 
papaverine  in  the  femoral  artery  as  advo- 
cated by  Doctor  Irving  Wright  at  Cornell, 
and  it  does  seem  to  help  a lot  in  an  individ- 
ual in  an  acute  episode.  We  do  use  papav- 
erine intravenously,  at  times,  for  the  sys- 
temic effect  of  the  drug.  May  I make  one 
* other  statement  at  this  time?  Doctor  Young 
has  said  that  the  general  health  of  the  pa- 
tient must  be  cared  for,  and  this  is  particu- 
larly true  in  one  important  regard  that  has 
not  been  mentioned.  These  patients  of  middle 
age  and  past  will  often  have  an  anemia.  Now 
this  anemia  may  not  show  up  on  the  labora- 
tory report,  since  the  blood  volume  may  be 
reduced.  I think  we  certainly  should  remem- 
ber that  blood  transfusions,  even  though  we 
are  administering  an  anticoagulant,  are 
sometimes  in  order.  Certainly  we  should  give 
these  people  iron  if  they  appear  to  need  it. 
I would  like  to  ask  Doctor  Young  how  he 
feels  about  occasionally  giving  these  people 
blood. 

DOCTOR  YOUNG:  It  has  been  said  “if  you 
should  destroy  all  of  the  doctors  armamen- 
tarium except  blood,  he  wouldn’t  be  too  bad 
off.”  Certainly  I have  seen  small  blood  trans- 
fusions produce  amazing  results  in  the  clini- 
cal course  of  hospital  patients.  I think  that 
you  frequently  have  to  go  by  “rule  of 
thumb”  in  this  type  of  anemia,  since  it  is 
accompanied  by  a lowered  blood  volume.  Out- 
side of  the  research  laboratory,  blood  volume 
studies  have  not  been  generally  available. 
During  my  discussion  of  the  maintenance 
of  general  health  I neglected  to  mention  one 
point.  The  obese  patient  should  be  reduced, 
if  possible.  But  it  is  essential  that  the  diet 
should  not  be  so  severe  that  the  nutritional 
balance  is  disturbed,  with  the  chance  of  pro- 
ducing just  such  an  anemia  as  we  have 
mentioned. 

doctor  smith  : Up  to  this  point  we  have 
discussed  mainly  the  importance  of  re- 
establishing circulation  in  the  affected  limb. 
Let  us  assume  now  that  we  see  a patient 
late,  after  he  has  developed  ulcers  or  gan- 
grene. What  do  we  do  now,  Doctor  Wolff? 
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doctor  wolff  : Of  course  we  wish  we  had 
seen  them  sooner.  The  prognosis  is  quite 
serious  once  gangrene  has  begun  in  the  ex- 
tremity and  the  percentage  of  salvage  be- 
gins to  be  quite  a bit  lower.  We  see  some 
patients  who  lose  only  one  or  two  toes  or 
areas  of  skin  which  can  be  replaced  by  graft- 
ing, but  these  are  in  the  minority  and  we 
certainly  cannot  expect  to  salvage  many  of 
these  patients  without  following  up  the 
treatment  we  have  mentioned,  performing  a 
sympathectomy  later.  I can  certainly  count 
on  the  fingers  of  one  hand  those  cases  in 
which  we  have  been  able  to  put  skin  on  an 
arteriosclerotic  ulcer  and  make  it  grow. 
Grafting  of  ulcers  due  to  arteriolarosclerosis 
involving  only  the  skin  can  usually  be  per- 
formed successfully. 

doctor  smith  :Doctor  Young,  would  you 
like  to  comment  on  some  of  the  methods  of 
handling  arteriosclerotic  ulcers?  Some  new 
developments  in  the  past  few  years  would 
appear  to  make  treatment  a little  less  hope- 
less than  before.  I am  referring  now  to  the 
antibiotics,  and  certain  local  methods  of 
treatment,  such  as  chlorophyll  and  red  blood 
cell  paste. 

doctor  young:  Frankly,  I would  like  to 
refer  all  of  these  questions  to  Doctor  Wolff. 
The  treatment  of  this  type  of  gangrene  is 
very  difficult  because  the  underlying  cause 
is  not  an  infection  but  vascular  occlusion. 
Of  course,  infection  does  frequently  super- 
vene, particularly  in  the  elderly  patient, 
which  we  see  in  a hospital  such  as  ours. 
When  antibiotics  are  used  for  surface  appli- 
cation, the  problem  of  sensitization  should 
always  be  kept  in  mind.  It  is  preferable 
whenever  possible  to  use  drugs  that  one 
would  not  expect  to  use  systemically  on 
later  occasions;  in  other  words  bacitracin, 
tyrothricin,  or  chlorophyll.  It  is  going  to  be 
interesting  to  observe  the  incidence  of  sensi- 
tization to  chlorophyll  among  the  innumer- 
able people  who  are  either  taking  it  orally 
or  using  it  in  almost  every  conceivable  type 
of  cosmetic  preparation  in  the  interest  of 
insuring  constant  “social  acceptability.” 
Chlorophyll  however,  has  one  important 
property  which  we  should  keep  in  mind. 
Along  with  its  moderate  antibiotic  action, 
it  is  capable  of  stimulating  fibroblastic  activ- 
ity and  will  sometimes  help  to  heal  these 
chronic  ulcers,  or  at  least  reduce  the  area 
which  must  be  covered  with  a graft  if  that 
becomes  necessary.  I am  not  familiar  with 
any  other  methods  of  local  treatment  which 
have  been  definitely  proved  to  be  of  benefit. 
To  return  again  to  the  drugs  which  are 


capable  of  producing  vasodilatation  upon  in- 
traarterial or  intravenous  injection,  there 
are  two  that  I would  like  to  warn  you 
against.  One  of  these  should  not  be  used  at 
all  and  the  other  should  be  used  with  ex- 
treme caution.  The  one  that  I think  should 
not  be  used  at  all  in  the  arteriosclerotic  is 
Etamon,  or  tetraethylammonium  bromide. 
The  vasodilatation  produced  by  Etamon  is 
so  wide  spread  that  the  blood  pressure  falls 
precipitously.  Older  people  do  not  stand  this 
drop  in  blood  pressure  well,  and  my  per- 
sonal experience  would  indicate  that  Etamon 
is  a drug  to  avoid  in  the  arteriosclerotic. 
The  drug  which  I believe  should  be  used 
with  extreme  caution  is  histamine.  Although 
my  personal  experience  is  meager,  one  of  its 
main  effects  is  to  produce  a headache  that  is 
almost  intolerable.  Another  of  the  distress- 
ing side  reactions  of  histamine  is  the  tre- 
mendous rise  in  the  level  of  gastric  acidity 
which  it  produces.  Certainly  in  the  patient 
with  peptic  ulcer  or  gastritis  this  stimulation 
of  acid  secretion  is  to  be  avoided.  Among 
the  other  drugs  mentioned,  Priscoline  has 
the  advantage  that  it  can  be  administered 
orally,  intravenously,  or  intramuscularly. 

doctor  smith  : We  should  all  bear  in  mind 
that  we  have  been  talking  about  arteri- 
osclerosis obliterans,  and  our  statements  ap- 
ply specifically  to  that  condition.  The  treat- 
ment of  ulceration  of  this  type  where  a 
deficiency  of  the  blood  supply  is  the  basis 
for  the  original  ulceration,  is  quite  different 
from  the  treatment  of  other  types  of  cutane- 
ous ulceration. 

We  have  not  mentioned,  and  we  will  not 
have  time  to  discuss,  the  complications  which 
are  present  when  arteriosclerosis  accom- 
panies diabetes.  I would  like  for  us  to  go 
on  now  to  one  of  the  other  frequently  en- 
countered peripheral  vascular  diseases, 
thromboangitis  obliterans.  I am  asking  Doc- 
tor Wolff  to  start  our  discussion  of  this  type 
of  peripheral  vascular  disturbance. 

doctor  WOLFF : Thromboangitis  obliterans 
occurs  almost  exclusively  in  the  young  adult 
male.  Cases  have  been  reported  in  the  fe- 
male, but  these  have  been  so  rare  that  there 
is  reason  to  doubt  the  disease  is  actually 
thromboangitis  obliterans.  This  disease  in- 
volves the  smaller  arteries,  usually  in  the 
lower  extremities.  In  about  20  per  cent  of 
cases  the  upper  extremities  are  involved,  and 
in  rare  instances  the  arteries  of  the  heart, 
brain,  or  other  regions  of  the  body  may  be 
affected.  There  seems  to  be  a close  associa- 
tion between  the  incidence  of  the  disease 
and  the  use  of  tobacco.  Others  have  reported 
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cases  in  non-users  of  tobacco,  but  I person- 
ally have  never  seen  the  disease  in  a person 
who  has  not  used  tobacco  for  many  years, 
usually  beginning  while  quite  young.  It  can 
be  stated,  as  a generalization,  that  there  is 
an  excellent  chance  of  going  into  remission 
if  tobacco  is  discontinued,  but  it  seems  al- 
most impossible  to  convince  some  patients 
of  this  fact.  If  the  patient  quits  tobacco  and 
still  has  an  inadequate  circulation,  we  must 
resort  to  the  usual  methods  of' therapy  in  an 
attempt  to  improve  it.  The  passive  vascular 
massage  apparatus  can  be  used  in  these 
cases  because  the  damage  does  not  appear 
to  extend  above  the  knees,  and  there  is  not 
the  same  likelihood  of  vascular  injury  as 
in  arteriosclerosis.  We  can  accomplish  the 
same  results  by  using  alternate  warm  and 
cool  soaks  accompanied  by  modified  Buer- 
ger’s exercise.  These  patients  have  to  be 
most  careful  of  the  hygiene  of  the  foot,  since 
ingrown  toenail  or  a small  lesion  beginning 
between  the  toes  may  cause  the  loss  of  the 
foot.  There  seems  to  be  some  dissention  as 
to  whether  a sympathectomy  is  indicated  in 
these  cases.  I believe  that  if  the  patient  quits 
tobacco  and  still  has  a cool  foot,  then  a sym- 
pathectomy is  indicated.  We  still  have  much 
to  learn  about  this  disease. 

doctor  smith  : Although  there  may  still 
be  grounds  for  argument  as  to  the  respon- 
sibility of  tobacco  as  the  actual  cause  of 
thromboangitis  obliterans,  all  authorities 
agree  that  its  use  must  be  stopped  once  the 
disease  is  established.  This  prohibition  still 
applies  after  sympathectomy.  Nicotine 
causes  vasoconstriction  by  stimulation  of 
sympathetic  ganglia,  and  since  sympathec- 
tomy leaves  the  ganglia  and  the  postgang- 
lionic nerve  supply  intact,  the  drug  is  just 
as  effective  after  the  operation  as  before. 
Doctor  Young,  do  you  have  any  comments? 

doctor  young:  I have  nothing  to  add  to 
the  discussion,  but  I would  like  to  ask  Doctor 
Wolff  a question.  How  do  you  decide  which 
cases  are  candidates  for  sympathectomy? 
Are  there  other  indications  aside  from  the 
apparent  stage  of  the  disease  and  the  re- 
sponses to  paravertebral  block? 

doctor  wolff  : If  the  case  is  seen  early, 
and  if  the  vascular  bed  of  the  affected  parts 
appears  to  fill  normally  after  tobacco  is  dis- 
continued, sympathectomy  is  not  recom- 
mended. If  there  still  appears  to  be  a vascu- 
lar insufficiency,  we  test  the  response  to 
paravertebral  block,  we  test  the  response  to 
advise  sympathectomy  in  most  cases  because 
they  feel  that  there  is  always  some  degree 


of  vascular  spasm  present,  which  should  be 
relieved.  I believe  that  final  judgment  should 
depend  upon  the  extent  to  which  the  disease 
has  involved  the  extremity.  When  a patient 
is  reluctant  to  quit  tobacco  I tell  him  that 
he  is  smoking  up  a paid  of  his  leg  with 
each  cigarette.  That  may  seem  cruel,  but  it 
is  sometimes  effective. 

doctor  smith  : Raynaud’s  Syndrome  is  a 
disease  that  affects  a wide  age  group.  Doctor 
Young,  would  you  start  the  discussion  of 
this  condition? 

DOCTOR  YOUNG : My  information  about 

Raynaud’s  disease  is  confined  to  what  I have 
read  and  heard.  It  is  relatively  rare,  and  is 
reported  to  occur  in  two  age  brackets,  either 
between  the  ages  of  30  to  40  years  or  in  the 
decade  from  50  to  60.  There  is  apparently 
no  explanation  for  this  age  grouping.  The 
disease  is  characterized  by  swelling,  red- 
ness and  pain  in  the  extremities,  and  be- 
comes difficult  to  manage  as  it  progresses  to 
ulceration.  Usually  the  tips  of  fingers  and 
toes  are  affected ; less  frequently  the  ear 
lobes  and  the  tip  of  the  nose.  These  patients 
are  frequently  very  cold-sensitive.  As  to 
management  of  these  cases,  I would  prefer 
to  yield  to  Doctor  Wolff : 

doctor  wolff  : We  can  consider  the  dis- 
ease under  two  general  classifications.  Pri- 
mary Raynaud’s  disease  affects  the  extremi- 
ties symetrically.  It  may  affect  all  four  ex- 
tremities and,  as  Doctor  Young  said,  the  tip 
of  the  nose  and  other  areas  as  well.  Some  of 
these  cases  occur  in  women  at  the  meno- 
pause; and  it  is  possible  that  there  is  a definite 
relationship  between  the  onset  of  the  disease 
and  the  metabolic  changes  which  occur  in 
women  at  this  time.In  these  patients  we  use 
vasodilating  drugs,  and  we  try  to  allay  any 
mental  apprehension  they  may  have.  We  may 
recommend  sypathectomy  if  an  extremity 
becomes  too  involved,  but  this  is  not  as 
effective  in  the  arm  as  it  is  in  the  leg.  The 
second  classification  includes  a group  of  con- 
ditions which  are  accompanied  by  secondary 
Raynaud’s  phenomena.  One  of  the  most  com- 
mon of  these  is  post-traumatic  vasospasm, 
brought  on  by  continuous  exposure  to  high- 
frequency  mechanical  vibrations.  Especially 
susceptible  are  operators  of  pneumatic  ham- 
mers, drills  and  similar  devices.  We  have 
seen  stone  cutters  with  one  hand  involved. 
It  sometimes  affects  piano  players.  We  have 
a very  fast  typist  here  in  the  city  who  has 
secondary  Raynaud’s  in  both  hands.  Allen, 
Barker  and  Hines  give  an  excellent  discus- 
sion of  these  conditions  in  their  book,  Peri- 
pheral Vascular  Diseases. 
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doctor  smith  : Unless  Doctor  Young  has 
something  to  add,  I would  like  for  Doctor 
Wolff  to  discuss  Thrombophlebitis. 

doctor  wolff  : I believe  that  the  problems 
involved  in  the  management  of  thrombo- 
phlebitis are  among  the  most  serious  ones 
we  encounter.  The  individual  who  has  had 
so-called  “milk-leg”  while  still  comparatively 
young  and  productive,  and  with  a living  to 
make,  faces  a serious  situation  for  life.  I 
tell  these  patients  that  there  are  many  like 
them  who  get  along  quite  well,  and  that  their 
chances  are  equally  good.  Now  the  patient 
with  thrombophlebitis  who  is  seen  early 
and  given  adequate  treatment  without  delay 
will  recover  and  have  a pretty  good  leg. 
Some  textbooks  still  in  use  are  full  of  refer- 
ences to  occlusion  of  the  deep  vein  as  the 
important  aspect  of  the  pathology  of  throm- 
bophlebitis. This  simply  is  not  true.  Canali- 
zation takes  place  so  rapidly  following 
thrombosis  that  it  is  almost  impossible  to  ob- 
tain a section  of  such  a vein  quickly  enough 
not  to  show  some  early  recanalization. 
In  the  progress  of  the  disease  to  this  stage, 
however,  the  wall  of  the  vein  is  damaged  in 
such  a manner  that  the  function  of  the  valves 
is  destroyed.  There  is  also  a severe  associated 
vasospasm  which  involves  all  of  the  vessels 
in  the  affected  extremity.  The  treatment, 
therefore,  is  obvious ; further  thrombosis 
must  be  prevented,  and  the  vascular  spasm 
must  be  relieved.  The  means  of  accomplish- 
ing these  ends  are  fairly  widely  known,  but 
there  have  been  differences  of  opinion  as  to 
the  order  in  which  they  should  be  used.  It 
seems  to  me  that  the  most  rational  procedure 
is  to  relieve  the  spasm  immediately,  and  the 
simplest  way  to  do  this  is  with  a paraverte- 
bral block.  We  can  then  use  an  anticoagulant 
or  any  combination  of  anticoagulants  we  de- 
sire. If  it  is  a severe  case,  in  which  imme- 
diate action  is  essential,  I use  the  regimen 
which  has  been  described  previously,  con- 
sisting of  intravenous  heparin  for  its  rapid 
effect,  followed  by  dicumarol  for  sustained 
action.  If  intravenous  procaine  hydrochloride 
is  used  as  the  vasodilator,  the  average  dose 
is  4 mg.  per  kilogram  of  body  weight  (usually 
made  up  in  0.1  per  cent  solution)  injected 
very  slowly  (about  20  minutes  for  the  280 
cc.  of  the  above  solution  required  for  a 150 
lb.  individual).  A solution  of  a barbiturate 
suitable  for  intravenous  use  (usually  Pento- 
thal  or  Nembutal)  should,  of  course,  be 
available  to  counteract  toxic  reactions  to  pro- 
caine if  encountered.  An  airway  should  also 
be  kept  at  hand.  One  point  that  deserves 
emphasis  is  that  we  should  avoid  needle 


punctures  in  the  patient  who  is  qn  antico- 
agulant drugs.  This  constitutes  an  additional 
argument  for  performing  the  paravertebral 
block  before,  rather  than  after  beginning 
anticoagulant  therapy.  Instances  of  severe 
retroperitoneal  hemorrhage  resulting  from 
performance  of  paravertebral  block  after 
depression  of  the  clotting  activity  of  the 
blood,  have  been  reported  in  the  literature. 
Several  times  in  my  own  experience,  in  the 
course  of  sympathectomy  on  patients  who 
have  been  given  a paravertebral  block  after 
anticoagulant  therapy  was  instituted,  I have 
encountered  sizeable  hematomas  in  the  retro- 
peritoneal tissues,  caused  by  accidental  pierc- 
ing of  small  arteries  or  veins  in  the  process 
of  administering  the  block.  Therefore,  if  re- 
peated relief  from  vasospasm  becomes  neces- 
sary after  heparin  or  dicumarol,  you  must 
use  intravenous  procaine  hydrochloride  or 
one  of  the  other  vasodilators  which  we  have 
mentioned  previously.  There  is  an  important 
phase  of  the  follow-up  treatment  of  these 
patients ; they  must  not  be  allowed  to  de- 
velop edema.  We  show  them  how  to  wear 
elastic  bandages  and  they  invariably  ask 
how  long  it  should  be  used.  The  only  answer 
is  that  it  may  be  two  weeks,  two  months, 
two  years,  or  a lifetime.  If  edema  develops, 
the  circulation  will  become  insufficient,  re- 
sulting in  ischemia  and  eventual  ulceration 
of  the  leg.  In  this  area  we  have  to  use  a 
little  different  type  of  pressure  bandage 
than  in  cooler  climates.  In  the  northern 
states  a para-rubber  bandage  can  be  used, 
but  from  Oklahoma  on  south,  especially  in 
the  summertime,  we  have  to  use  a woven 
elastic  bandage  with  rubber  incorporated, 
or  a woven  elastic  stocking.  Elastic  stockings 
must  be  renewed  frequently  because  they 
have  a tendency  to  become  loose  around  the 
ankles  rather  suddenly.  In  summary,  whether 
your  patient  is  going  to  have  a good  leg  in 
the  future  depends  directly  upon  the  intel- 
ligence with  which  he  co-operates  with  you 
in  preventing  the  occurrence  of  edema. 

doctor  young  : I would  like  to  indicate  my 
complete  agreement  with  all  that  Doctor 
Wolff  has  said  in  connection  with  edema. 
There  is  nothing  harder  to  manage  than  one 
of  these  patients  who  has  developed  a 
brawny  type  of  edema.  They  will  have  pain 
and  discomfort,  and  eventually,  ulceration. 
If  you  get  nothing  else  from  this  discussion 
of  thrombophlebitis,  remember — don’t  let 
edema  develop.  Don’t  depend  entirely  upon 
even  the  most  co-operative  patient  to  take 
care  of  this  entirely  by  himself.  He  should 
be  watched  and  helped.  Incidentally,  I would 
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like  to  mention  a new  anticoagulant  drug 
which  you  may  expect  to  see  on  the  market 
very  shortly.  I don’t  know  yet  what  its  trade 
name  will  be,  but  it  is  4-hydroxy  cumarin, 
No.  63.  It  is  a dicumarol  type  of  drug.  It  is 
characterized  by  a much  longer  action  and 
by  much  less  toxicity  with  regard  to  the 
production  of  bleeding  from  the  kidney  and 
from  mucous  membranes.  It  should  be  much 
easier  to  use  in  prolonged,  maintenance  type 
of  anticoagulant  therapy,  but  I imagine  the 
same  precautions  would  be  in  order  concern- 
ing the  possibility  of  bleeding  as  a result 
of  paravertebral  block  or  other  parenteral 
therapy. 

doctor  smith  : We  have  a little  time  re- 
maining for  questions  from  the  floor. 

question  : Will  these  patients  with  Buer- 
ger’s disease  actually  quit  smoking? 

doctor  wolff  : I have  had  some  patients 
who  have  quit,  but  some  of  them  won’t.  I 
think  a lot  depends  upon  the  intelligence  of 
the  patient.  One  of  our  recent  patients  was 
a pretty  bright  young  man  who  had  been  a 
pilot  in  the  Army  Air  Force.  Now  you  know 
what  the  definition  of  a smart  man  is;  the 
man  who  agrees  with  you.  Well,  he  said  that 
about  10  Doctors  had  told  him  not  to  smoke, 
but  one  Doctor  said  it  was  all  right,  so  he 
continued  to  smoke.  I saw  him  lose  a second 
leg.  A higher  percentage  of  our  private  pa- 
tients will  quit  than  will  patients  in  our  own 
hospital  across  the  street.  Of  course,  anyone 
can  quit  smoking.  I don’t  see  why  it  should 
be  harder  for  these  patients  than  for  other 
people. 

DOCTOR  YOUNG:  I would  like  to  point  out 
that  some  companies  manufacture  cigarettes 
for  which  they  claim  a low  nicotine  con- 
tent, and  others  produce  so-called  “denicotin- 
ized”  cigarettes.  Both  these  claims  are  spuri- 
ous. The  Federal  Trade  Commission  has 
pointed  out  that  it  is  impossible  for  any 
manufacturer  to  keep  the  nicotine  content  of 
cigarettes  uniformly  low  by  any  manner  of 
blending  of  the  varieties  of  tobacco  avail- 
able, although  it  is  true  that  certain  varie- 


ties do  contain  less  nicotine  than  others.  Sec- 
ondly, there  is  no  such  thing  as  a de-nico- 
tininzed  cigarette,  and  the  use  of  such  prod- 
ucts give  a false  sense  of  security.  Even  the 
amount  of  nicotine  in  the  “de-nicotinized” 
product  is  sufficient  to  cause  severe  spasm. 
There  is  one  case  reported  that  I recall  quite 
vividly ; the  individual  was  persuaded  to 
stop  smoking,  but  decided  one  day  to  try  a 
single  cigarette.  There  was  an  immediate 
and  marked  return  of  his  symptoms. 

doctor  smith  : Since  nicotine  has  figured 
rather  prominently  in  our  discussion  this 
afternoon,  I would  like  to  close  this  confer- 
ence by  pointing  out  that  it  has  several 
peculiar  properties  which  make  its  systemic 
effects  almost  completely  unpredictable.  I 
have  already  mentioned  that  nicotine  stimu- 
lates autonomic  ganglia.  The  result  is  a mix- 
ture of  sympathetic  and  parasympathetic 
(adrenergic  and  cholingeric)  activity,  with 
sympathetic  effects  predominating  in  the 
peripheral  tissues  (e.g.,  vasoconstriction) 
and  parasympathetic  effects  predominating 
in  the  viscera.  We  are  all  familiar  with  this 
picture  in  the  boy  who  tries  his  first  cigar- 
ette; pallor  of  the  skin,  rapid  heart,  and 
hyperactivity  of  the  gastrointestinal  tract 
with  nausea  and  vomiting.  Large  doses  of 
nicotine,  however,  block  these  same  ganglia. 
It  has  been  shown  that  subcutaneous  injec- 
tion of  the  amount  of  nicotine  usually  ab- 
sorbed in  smoking  two  cigarettes  (about  0.4 
mg.)  reduces  gastric  motility.  Thus  it  would 
seem  that  the  first  dose  of  nicotine  of  a series 
— the  first  cigarette  in  the  morning  for  in- 
stance, produces  the  most  profound  effect. 
Tolerance  to  nicotine  develops  quickly.  Ex- 
perimental animals  which  are  given  daily 
injections  of  nicotine  in  gradually  increas- 
ing doses,  are  capable  within  a few  weeks 
of  withstanding  in  a single  injection  much 
more  than  the  amount  which  would  initially 
have  been  lethal.  This  would  indicate  that 
the  victim  of  a peripheral  vascular  disease 
who  smokes  an  occasional  cigarette,  having 
allowed  his  tolerance  to  disappear,  is  fully 
as  vulnerable  to  damage  as  the  “chain 
smoker.” 


ROCKY  MOUNTAIN  SOCIETY  HAS  MID-SUMMER  MEET 


The  Fourteenth  Annual  Mid-Summer  Conference  of 
the  Rocky  Mountain  Radiological  Society  will  be  held 
in  Denver  at  the  Shirley-Savoy  Hotel  August  7,  8,  and 
9,  1952. 

Approximately  20  well  known  out  of  state  guest 
speakers  will  participate  in  the  program.  Round  table 


discussions  will  be  held  in  connection  with  luncheon 
meetings  each  day.  Evening  meetings  will  include  a 
joint  session  with  the  Denver  Medical  Society,  followed 
by  a Dutch  lunch,  and  an  informal  banquet  with  enter- 
tainment. The  annual  picnic  on  Saturday  afternoon  will 
conclude  the  conference. 


264 


Journal  of  the  Oklahoma  State  Medical  Association 


July,  1952 


e 


About  the  saddest  commentary  on  the  modern  state  of  near  chaos  is  that  there  are  too 
many  men  making  history  who  have  never  read  any. 


our  past  experience  should  enable  us  to  avoid  mistakes  and  pitfalls  now. 

The  Lieutenant  saw  his  bomb  load  explode  on  a power  plant,  blowing  it  to  smithereens, 
and  remarked,  “There  goes  up  my  income  tax.”  This  is  the  realistic  approach  and  he  had 
learned  something  from  current  history. 

Medical  history,  too,  is  worthwhile  and  is  peculiarly  inspirational  since  the  lives  of 
interesting  people  made  it.  A move  has  been  on  foot  for  a long  time  for  us  to  assemble 
and  preserve  the  history  of  Oklahoma  medicine  which  will  be  irretrievably  lost  otherwise. 
Our  council  recently  acted  on  the  proposal  and  agreed  to  underwrite  part  of  the  expense. 

The  chief  reason  for  calling  this  matter  to  your  attention  here  is  to  inform  you  before- 
hand that  a representative  of  the  council  will  call  on  you  before  long  and  to  urge  that  you 
assist  him  in  gathering  any  historical  data,  biographical  sketches,  official  documents,  or  in- 
teresting anecdotes  that  might  be  used  in  this  work.  The  older  members  of  our  society  will 
especially  take  note,  for  it  is  you  who  will  be  able  to  make  the  most  valuable  contributions. 

The  mule  is  the  only  animal  that  has  neither  pride  of  ancestry,  nor  hope  of  posterity. 
We  are  blessed  by  having  both.  Let’s  keep  alive  the  one  that  as  the  other  is  achieved  they 
may  share  our  common  heritage. 


We  have  no  way  of  judging  the  future  but  by  the  past,  and  the  realistic  evaluation  of 
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Excess  neural  stimulation  over  the  parasympathetic  subdivision 
plays  an  important  role  in  such  clinical  conditions  as  peptic  ulcer, 
certain  forms  of  gastritis,  pylorospasm,  pancreatitis,  spastic  colon, 
bladder  spasm  and  hyperhidrosis. 

Banthine®  Bromide  (brand  of  methantheline  bromide)  is  a true 
anticholinergic  which  inhibits  parasympathetic  stimuli,  acting  selec- 
tively on  the  gastrointestinal  and  genitourinary  systems. 

It  exerts  little  or  no  influence  on  the  normal  cardio- 
vascular system.  Banthine  is  supplied  in  oral  and  paren- 
teral dosage  forms. 
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CURRENT  ACTIVITIES  AT  THE  OKLAHOMA 
MEDICAL  RESEARCH  FOUNDATION 


Edward  C.  Reifenstein,  Jr.,  M.D. 

DIRECTOR,  OKLAHOMA  MEDICAL  RESEARCH  FOUNDATION 

This  is  the  eighth  in  a 
series  of  monthly  articles 
concerning  the  activities  of 
the  Oklahoma  Medical  Re- 
search Foundation.  This 
article  will  deal  with  the 
program  of  the  labora- 
tories for  basic  research 
and  training  which  have  been  developed  at  the  Oklahoma 
Medical  Research  Institute  and  Hospital. 

The  laboratories  on  the  north  side  of  the  third  floor 
of  the  Oklahoma  Medical  Research  Institute  Building  are 
being  devoted  to  basic  research  and  training  under  the 
direction  of  Dr.  Charles  D.  Kochakian,  Associate  Di- 
rector. These  laboratories  consist  of  two  units  contain- 
ing three  laboratories  each  and  already  are  occupied  by 
seven  assistants. 

The  financial  support  of  the  basic  research  and  train- 
ing program  is  derived  from  funds  awarded  to  the 
Oklahoma  Medical  Research  Foundation  and  to  Doctor 
Kochakian  by  the  national  organization  of  the  Ameri- 
can Cancer  Society,  by  the  national  organization  of  the 
American  Heart  Association,  and  more  recently  bv  the 
local  chapter  of  the  American  Heart  Association.  An- 
other grant  has  been  made  by  the  Cooper  Foundation 
of  Nebraska  to  be  used  jointly  by  Doctor  Kochakian  at 
the  Research  Institute  and  by  research  workers  at  the 
Roscoe  B.  Jackson  Memorial  Laboratory  at  Bar  Harbor, 
Maine.  This  small  grant  has  permitted  the  development 
of  a close  liaison  between  the  Research  Institute  and 
the  Roscoe  B.  Jackson  Memorial  Laboratory. 

The  work  in  these  laboratories  is  concerned  for  the 
present  with  the  role  of  hormones  in  the  regulation  of 
growth  processes,  and  in  a continuation  of  studies  in 
which  Doctor  Kochakian  has  pioneered.  In  general,  the 
studies  are  concerned  with  the  influence  of  hormones 
in  metabolic  processes  and  on  various  enzyme  systems, 
and  the  metabolism  of  the  androgenic  steroid  hormones. 

The  following  specific  projects  are  now  under  investi- 
gation : 

f.  The  effect  of  androgens  on  oxidative  enzyme  sys- 
tems in  various  tissues  is  being  studied. 

2.  The  factors  affecting  the  metabolism  of  androgens 
by  the  various  tissues  are  being  determined  and  the 
products  formed  by  metabolism  are  being  isolated. 

3.  Methods  for  paper  chromatography  of  androgens 
are  being  developed  to  facilitate  studies  on  the  metabol- 
ism of  steroid  hormones. 

4.  The  effect  of  cortisone  and  related  corticoids  on 
the  heart  muscle  and  other  tissues  is  being  investigated. 
This  study  is  especially  directed  towards  a search  for 
factors  which  cause  cortisone  under  some  conditions  to 
be  very  destructive  to  heart  muscle.  The  Roscoe  B.  Jack- 
son  Memorial  Laboratory  under  the  Cooper  Foundation 
grant  is  cooperating  in  this  project  in  providing  mice  of 
various  pure  genetic  strains. 

5.  As  a corollary  to  project  Number  4,  certain  enzyme 
systems  are  being  studied  in  various  tissues  including 
the  heart  muscle  of  the  animals  that  are  being  treated 
with  cortisone  and  related  corticoids. 

6.  The  relationship  of  the  thyroid  gland  to  metabolic 
and  enzymatic  effects  of  androgens  is  being  studied 
in  rats  that  have  been  rendered  hypothyroid  by  surgi- 
cal removal  of  their  thyroid  glands. 


7.  The  efficacy  of  orally-administered  androgens,  as 
judged  by  organ  weights,  food  intake,  and  tissue  enzyme 
changes,  is  now  in  the  process  of  being  evaluated. 

8.  Further  studies  on  the  mechanism  of  the  metabolic 
effect  of  the  parathyroid  hormone  have  been  completed. 
These  studies  were  carried  out  in  cooperation  with  two 
Italian  investigators  in  Milan,  Italy,  in  order  to  resolve 
differences  in  results  reported  by  their  laboratory  with 
those  from  Doctor  Kochakian ’s  laboratory.  Thus,  identi- 
cal experiments  were  designed  to  be  carried  out  inde- 
pendently in  file  two  countries  and  the  results  compared. 

The  fundamental  research  program  will  provide  op- 
portunities for  people  in  various  stages  of  their  training 
periods  to  work  together  for  their  further  advancement. 
Properly  qualified  assistants  will  be  permitted  to  do 
graduate  work  at  the  Oklahoma  Medical  Research  In- 
stitute towards  the  Master  of  Science  or  Doctor  of 
Philosophy  degrees,  conferred  by  the  University  of 
Oklahoma.  In  addition,  arrangements  are  in  progress  for 
a cooperative  graduate  program  with  Oklahoma  A.  and 
M.  College. 

At  the  post-doctorate  level,  Dr.  Thomas  C.  Smith  who 
received  the  Ph.D.  degree  in  1951  in  the  Biology  Depart- 
ment, Harvard  University,  is  working  in  the  basic  re- 
search and  training  laboratories.  He  is  obtaining  ad- 
vanced instruction  and  experience  in  the  field  of  hor- 
mones and  oxidative  enzymes. 

At  the  graduate  level,  Mr.  Dan  Nall,  who  has  an 
M.S.  degree  in  Chemistry,  has  completed  most  of  his 
course  work  towards  the  Ph.D.  degree  in  the  Chemistry 
Department  at  the  University  of  Oklahoma.  He  is  doing 
his  thesis  work  on  “Factors  Affecting  the  Metabolism 
of  Androgens  by  Tissues.”  Thus,  the  cooperative  effort 
between  the  Research  Institute  and  the  Chemistry  De- 
partment at  the  University  has  been  initiated.  Two  of 
the  other  assistants,  Miss  Barbara  Ann  Reed  and  Miss 
Anita  Mae  Eisheid,  are  part-time  graduate  students  in 
the  Biochemistry  Department  at  the  University  of  Okla- 
homa School  of  Medicine. 

In  addition,  prevision  has  been  made  through  the 
institutional  grant  from  the  American  Cancer  Society 
for  two  research  assistantships  during  the  summer 
months.  The  appointees  for  these  positions  will  be  chosen 
from  promising  students  in  the  University  of  Oklahoma 
School  of  Medicine  or  from  undergraduate  students 
majoring  in  chemistry  and  biology,  who  have  already 
shown  an  inclination  towards  biological  research.  It  is 
the  purpose  of  these  summer  fellowships  to  provide  an 
opportunity  for  the  development  of  the  talent  of  young 
scientists  in  this  area.  In  the  summer  of  1951,  three 
such  students  were  accepted  as'  assistants  in  the  labora- 
tory on  a voluntary  basis,  for  at  that  time  no  funds 
were  available  for  salaries.  These  individuals  not  only 
gained  considerable  experience  but  proved  stimulating 
to  other  members  of  the  laboratory  staff. 

An  opportunity  for  advanced  instruction  in  other 
laboratories  has  been  instituted.  Provisions  were  made 
for  Doctor  Smith  to  spend  a month  at  the  Enzyme 
Laboratories  at  the  University  of  Wisconsin  School  of 
Medicine  for  special  training  in  enzyme  methods,  and 
for  Mr.  Nall  to  visit  the  Sloan-Kettering  Institute  for 
Cancer  Research,  New  York  City,  for  instruction  in 
methods  concerned  with  stroid  analyses.  This  type  of 
particular  training  will  be  expanded  as  funds  to  finance 
it  become  available.  At  the  present  time  a small  sum  of 
money  has  been  made  available  through  the  institutional 
grant  awarded  by  the  American  Cancer  Society. 

All  of  the  present  participants  in  the  basic  research 
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and  training  program  have  taken  part  in  the  Biochemis- 
try Seminar.  As  a result,  most  of  the  lectures  given  this 
past  semester  have  been  delivered  by  Doctor  Kochakian 
and  his  assistants.  Furthermore,  Doctor  Kochakian  de- 
livered four  lectures  in  the  Biochemistry # course  to  the 
medical  students  of  the  University  of  Oklahoma  School 
of  Medicine,  and  was  responsible  jointly  with  Dr.  Dale 
Clark  of  the  Biachemistry  Department  for  two  of  the 
graduate  seminar  courses:  (1)  Biochemistry  of  Hor- 

mones, and  (2)  Enzymes. 

Thus,  in  the  short  space  of  time  since  the  inception 
of  this  portion  of  the  activities  of  the  Oklahoma  Medical 
Research  Institute  and  Hospital,  the  teaching  phase  of 
the  basic  training  program  not  only  has  been  initiated, 
but  has  been  integrated,  to  mutual  advantage,  with  the 
appropriate  departments  of  the  University  of  Oklahoma. 
In  addition,  liaison  has  been  established  for  training 
purposes  with  other  institutions.  The  Oklahoma  Medical 
Research  Foundation,  therefore,  is  beginning  to  fulfill 
its  promise  as  a center  of  advanced  education  in  the 
fields  of  Medicine  and  Allied  Sciences. 

BLUE  SHIELD  BENEFITS  INCREASED; 
BLUE  CROSS  RATES  RAISED 

New  membership  rates  and  benefit  changes  for  Okla- 
homa’s Blue  Cross  Plan  will  go  into  effect  beginning 
July  1,  Arthur  S.  Risser,  M.D.,  president  of  the  hospital 
care  Plan’s  Board  of  Trustees,  announced  recently. 

The  new  rates,  which  become  effective  July  1,  or  on 
the  member’s  first  payment  thereafter,  represent  in- 
creases in  monthly  dues  ranging  from  10  to  20  cents 
for  single  persons  and  from  50  to  60  cents  for  a family. 

N.  D.  Holland,  executive  director  of  Oklahoma  Blue 
Cross  and  Blue  Shield,  pointed  out  that  the  Blue  Cross 
Plan  will  increase  the  private  room  benefit  to  $6.00  per 
day.  Otherwise,  he  said  the  Plan  will  continue  to  provide 
the  same  ‘ ‘ service  ’ ’ benefits  available  to  Oklahoma  Blue 
Cross  members  as  in  the  past.  The  enrollment  require- 
ments will  remain  the  same,  and  members  may  still 
retain  their  membership  after  reaching  the  age  of  65, 
when  the  retire  from  their  place  of  employment,  or 
when  they  leave  their  place  of  employment. 

At  the  same  time,  Helland  said,  the  Oklahoma  Blue 
Shield  Plan,  surgical-medical-obstetrical  care  companion 
Plan  to  Blue  Cross,  will  make  some  important  additions 
to  its  benefit  schedule.  X-Ray  therapy  and  radium 
therapy  benefits  for  maligant  conditions  will  now  be 
available  to  Blue  Shield  members.  Payments  for  these 
benefits  range  from  $3.00  to  a maximum  of  $150.00. 
Blue  Shield  membership  rates  remain  the  same. 

In  announcing  the  new  Blue  Cross  rates,  Helland 
said  the  21  man  Board  of  Trustees,  which  represent  the 
public,  the  medical  profession,  and  the  hospitals,  had 
found  it  necessary  to  ‘ ‘ engage  in  a program  of  making 
necessary  benefit  changes  and  of  pricing  our  service  to 
reflect  rising  costs.  ’ ’ 

Some  community  groups,  home  demonstration  club 
groups,  farm  organization  groups,  professional  groups, 
etc.,  will  be  responsible  to  the  member  hospitals  for  a 
Member  Participation  Payment  of  $3.00  per  day  while 
a bed  patient  in  such  hospital. 

The  deductible  feature  will  work  much  like  the  system 
now  in  use  for  automobile  collision  insurance,  he  said. 
The  member  will  pay  the  first  three  dollars  of  the  Blue 
Cross  benefits  used  and  the  Plan  will  pay  all  over  that 
amount. 

“The  utilization  of  Blue  Cross  benefits  by  some  of 
these  groups  has  in  the  past  exceeded  the  amount  of 
dues  these  groups  have  paid  into  the  Plan,”  lie  said, 
in  explaining  why  this  step  is  necessary. 


Cook  County 

Graduate  School  of  Medicine 

ANNOUNCES  CONTINUOUS  COURSES 

SURGERY— Intensive  Course  in  Surgical  Technic,  Two  Weeks, 
starting  August  4,  August  18,  September  8. 

Surgical  Technic,  Surgical  Anatomy  & Clinical  Surgery, 
Four  Weeks,  starting  September  8,  October  20. 

Surgical  Anatomy  & Clinical  Surgery,  Two  Weeks,  starting 
September  22,  November  3. 

Surgery  of  Colon  & Rectum,  One  Week,  starting  Septem- 
ber 15. 

Gallbladder  Surgery,  Ten  Hours,  starting  October  20. 

Basic  Principles  in  General  Surgery,  Two  Weeks,  starting 
September  8. 

General  Surgery,  Two  Weeks,  starting  October  6. 

General  Surgery,  One  Week,  starting  October  20. 

Breast  and  Thyroid  Surgery,  One  Week,  starting  October  6. 

Esophageal  Surgery,  One  Week,  starting  October  13. 

Thoracic  Surgery,  One  Week,  starting  October  20. 

Fractures  & Traumatic  Surgery,  Two  Weeks,  starting 
October  6. 

GYNECOLOGY— Intensive  Course,  Two  Weeks,  starting  Sep- 
tember 8,  October  20. 

Vaginal  Approach  to  Pelvic  Surgery,  One  Week,  starting 
September  22,  November  3. 

OBSTETRICS— I ntensive  Course,  Two  Weeks,  starting  Septem- 
ber 29,  November  3. 

PEDIATRICS— Informal  Clinical  Course  every  two  weeks. 

MEDICINE— Electrocardiography  & Heart  Disease,  Two  Weeks, 
starting  July  14. 

Gastroscopy  & Gastroenterology,  Two  Weeks,  starting 
September  15,  November  3. 

UROLOGY— Intensive  Course,  Two  Weeks,  starting  Septem- 
ber 8. 

Cystoscopy,  Ten  Days,  starting  every  two  weeks. 

DERMATOLOGY— I ntensive  Course,  Two  Weeks,  starting 
October  13. 

TEACHING  FACULTY  - ATTENDING  STAFF 
OF  COOK  COUNTY  HOSPITAL 
Address:  Registrar, 

707  South  Wood  Street  Chicago  12,  Illinois 


AUDOGRAPH  has  indicated  the  day  to  stream- 
line your  professional  day  by  practically  elimi- 
nating handwritten  notes  of  observations,  diag- 
noses, findings  and  post-surgical  reports. 

With  AUROGRAPH  at  your  elbow.  Doctor,  you 
may  record  the  vital  facts  conveniently  . . . and 
with  an  economy  of  time  and  money  that  will 
be  a welcome  change  from  the  old  way  of 
putting  pertinent  data  in  black  and  white. 

THE  BAKER  00. 

Audograph  Distributors 

602  Leonhardt  Bldg. 

Phone  2-9264 

Okla.  City,  Okla. 
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Medical  School  Notes  --  Message  From  The  Dean 

Dr.  Mark  R.  Everett,  Dean,  School  of  Medicine 


One  of  the  meetings  which  I have  most  enjoyed  is 
the  yearly  Conference  held  in  May  with  the  newly  ap- 
pointed, or  reappointed,  Preceptors  for  the  coming  year. 
There  are  always  three  or  four  new  Preceptors  present, 
due  to  a policy  of  rotating  some  of  these  appointments 
each  year,  and  those  who  have  previously  served  relate 
their  individual  experiences  for  the  benefit  of  the  phy- 
sicians who  are  new  to  the  program.  In  listening  to  the 
Preceptors  tell  of  their  ideas  of  what  makes  a good 
Preceptorship,  it  is  easy  to  see  why  the  Preceptorship 
Program  has  been  so  successful  from  its  beginning.  No 
rigid  program  has  been  outlined  for  conducting  a Pre- 
ceptorship, thus  permitting  development  around  the  Pre- 
ceptor’s personality  and  the  medical  conditions  of  the 
community.  The  results  have  been  so  gratifying  to  us 
at  the  School  that  we  find  ourselves  “hard-put”  to  ade- 
quately express  our  appreciation. 

In  speaking  of  their  work  with  the  students,  the  Pre- 
ceptors often  make  such  remarks  as:  “I  just  guide 
them,  maybe  prod  them  a bit,  and  let  them  get  the 
‘feel'  of  office  practice;”  or,  “Why  the  folks  in  our 
town  like  having  these  boys  around,  they  know  that  they 
are  still  students,  but  we  all  call  them  ‘ doctor, ; ’ ’ and, 
heard  frequently,  ‘ ‘ 1 learn  as  much  from  the  boy  as  he 
does  from  me.  ’ ’ So  you  see  the  spirit  is  good.  The  stu- 
dents look  forward  to  their  preceptorship  quarter  and 
surely  there  is  no  other  time  during  their  undergraduate 
medical  training  when  they  can  get  a more  general  in- 
sight into  the  profession  they  have  chosen  than  in  these 
11  weeks  of  close  daily  association  with  a practicing 
physician.  These  physicians  exhibit  a definite  realiza- 
tion of  how  great  their  responsibility  is  to  their  stu- 
dents, a responsibility  that  they  undertake  on  a 24  hour 
a day  basis.  Apparently,  though,  the  rewards  for  their 
participation  in  the  program  are  sufficient,  since  those 
who  have  served  do  not  ask  to  be  relieved.  Here  a prob- 
lem arises  for  the  Preceptorship  Committee  each  year 
in  its  efforts  to  decide  which  of  the  Preceptorships 
should  be  rotated  to  allow  room  for  the  appointment  of 
new  Preceptors.  This  Committee  is  composed  of  two 
representatives  each  from  the  Oklahoma  State  Medical 
Association,  the  Alumni  Association,  and  the  Faculty, 
with  the  Associate  Dean  in  Charge  of  Student  Affairs 
serving  as  an  ex-officio  member.  The  Committee  has  felt 
very  strongly  that  an  opportunity  to  serve  should  be 
given  to  all  those  who  qualify  from  the  standpoint  of 
sincere  interest  and  ability  to  give  to  the  students  good 
advice  and  supervised  experiences  in  the  practice  of 
medicine.  An  attempt  is  made,  also,  to  distribute  the 
Preceptorships  in  the  various  areas  of  the  State.  This 
has  been  somewhat  difficult  to  do  because  more  applica- 
tions for  appointment  are  received  from  the  central  and 
west  portions  of  the  State. 

Although  an  authoritative  survey  has  not  yet  been 


made  to  determine  what  effect  the  Preceptorship  Pro- 
gram has  had  on  encouraging  young  physicians  to  set 
up  practice  in  the  smaller  towns,  from  a casual  look  at 
the  record  there  appears  to  be  a definite  trend  to  such 
localities.  Some  of  the  students  have  returned  to  enter 
practice  with  their  former  Preceptors,  and  others  have 
found  towns  in  need  of  a physician  and  have  started 
practice  there. 

Physicians  appointed  as  Preceptors  for  the  period 
June,  1952,  to  May,  1953,  are:  Dr.  Carl  H.  Bailey, 
Stroud;  Dr.  Ned  Burleson,  Prague;  Dr.  Wallace  Byrd, 
Coalgatg;  Dr.  John  M.  Carson,  Shawnee;  Dr.  M.  A. 
Connell,  Picher;  Dr.  Joe  L.  Duer,  Woodward;  Dr.  J. 
William  Finch,  Hobart;  Dr.  Leon  C.  Freed,  Perkins; 
Dr.  Ray  H.  Lindsey,  Pauls  Valley;  Dr.  W.  C.  McCurdy, 
Jr.,  Purcell;  Dr.  E.  A.  McGrew,  Beaver;  Dr.  John  A. 
McIntyre,  Enid;  Dr.  O.  C.  Newman,  Shattuck ; Dr.  Van 
S.  Parmley,  Mangum;  Dr.  James  S.  Petty,  Guthrie;  Dr. 
Robert  S.  Sriglev,  Hollis;  Dr.  Aubrey  E.  Stowers,  Senti- 
nel; Dr.  John  R.  Taylor,  Kingfisher;  Dr.  C.  A.  Traverse, 
Alva;  Dr.  Henry  C.  Wolfe,  Hugo;  and  Dr.  J.  F.  York, 
Madill. 

Other  physicians  who  have  served  as  Preceptors  in 
previous  years  include:  Dr.  T.  D.  Benjegerdes,  Beaver; 
Dr.  A.  L.  Buell,  Okmulgee;  Dr.  A.  C.  Little,  Mineo; 
Dr.  Herbert  A.  Masters,  Tahlequah ; Dr.  J.  M.  Mc- 
Millan, Vinita;  Dr.  James  F.  McMurry,  Sentinel;  Dr. 
V.  W.  Pryor,  Holdenville ; Dr.  Roscoe  Walker,  Paw- 
huska ; Dr.  A.  J.  Weedn,  Duncan ; Dr.  L.  R.  Wilhite, 
Perkins;  and  Dr.  Earl  M.  Woodson,  Poteau.  In  addition, 
each  year  there  are  between  50  and  60  physicians  who 
serve  with  the  Preceptors  as  Associate  Preceptors. 

There  is  no  doubt  that  the  Preceptorship  Program  is 
now  an  effective  part  of  the  senior  curriculum,  and  not 
only  in  Oklahoma.  A recent  report  shows  that  nearly 
one-fourth  of  the  medical  schools  have  begun  a Precep- 
torship Program  during  the  past  few  years,  differing 
somewhat  in  length  of  time,  but  all  aiming  at  the  same 
general  principle.  I think  we  have  a right  to  be  proud 
of  the  fact  that  our ’s  was  the  second  school  to  start 
a Preceptorship  Program.  (The  University  of  Wisconsin 
has  had  such  a plan  in  operation  for  many  years.)  A 
special  word  of  thanks  goes  to  the  Alumni  Association 
for  urging  the  idea. 

Dean  Marsh  tells  me  that  the  students  bi-weekly 
‘ ‘ log  ’ ’ of  their  Preceptorship  experiences  provides  very 
interesting  reading,  and  that  from  them  he  knows  that 
these  experiences  mean  a lot  to  the  students.  One  com- 
ment that  came  from  a student  who  was  in  the  first  class 
to  participate  in  the  program  was:  “They  told  me  I was 
going  out  to  learn  about  small  town  practice  of  medicine, 
but  I found  it  ‘ ‘ big  town  ’ ’ medicine  practiced  in  a 
small  town.  ’ ’ 


PHARMACEUTICALS 
A complete  line  of  laboratory  con- 
trolled ethical  pharmaceuticals.  Chemists 

to  the  Medical  Profession  since  1903. 


A 

THE  ZEMMER  CO 


EMMER 


PITTSBURGH  13,  PA. 


OK-7-52 
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NEW  5 -mg.  Tablets  of 


Cortom 


vj  VI 

RHEUMATOID  ARTHRITIS 


ADDISON’S  DISEASE 


ADRENOGENITAL  SYNDROME 


For  accurate  adjustment  of 
Maintenance  Dosage  and 

O 

for  therapy  in  conditions 
responding  to  Low  Dosage 


Advantages  of  5-mg.  Tablets 

FLEXIBILITY— 

Used  alone  or  in  conjunction  with  the 
25-mg.  tablets,  the  new  5-mg.  tablets  afford 
greater  flexibility  in  adjusting  dosage  to 
the  individual  patient's  requirements. 
Fluctuations  in  the  natural  course  of  rheu- 
matoid arthritis  may  be  better  controlled. 

ACCURACY— 

Permit  more  accurate  establishment  of 
minimum  maintenance  doses,  thus  con- 
trolling symptoms  more  closely  and  further 
minimizing  the  incidence  of  undesirable 
physiologic  effects. 

ECONOMY— 

Prevent  waste  of  Cortone  by  more  exact 
correlation  between  requirement  and  dosage. 

Literature  on  Request 


Cor  tom 


ACETATE 

(CORTISONE  ACETATE,  Merck) 


FOLLOWING  BILATERAL 
ADRENALECTOMY 


♦Cortone  is  the  registered  trade-mark  of 
Merck  & Co Inc.  for  its  brand  of  cortisone. 
This  substance  was  first  made  available  to 
the  world  by  Merck  research  and  production. 
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OBITUARIES 


E.  ELDON  BAUM.  M.D. 

1896-1952 

E.  Eldon  Baum,  M.D.,  Oklahoma  City  physician  who 
had  been  completely  disabled  the  last  three  and  a half 
years,  died  at  his  home  May  6,  1952. 

He  was  a native  of  Kansas  City  and  a graduate  of 
the  University  of  Oklahoma  School  of  Medicine  and 
practiced  in  Tulsa  and  Vinita  before  coming  to  Okla- 
homa City.  He  was  a member  of  St.  Paul ’s  Episcopal 
church  and  of  the  Masonic  order.  He  was  also  a member 
of  the  Co-operative  Club  and  the  Oklahoma  City  Cham- 
ber of  Commerce  and  had  been  an  active  worker  for  the 
symphony  society. 

Survivors  include  the  widow  of  the  home,  two  sons 
and  a brother. 

ROBERT  L.  MITCHELL.  M.D. 

1876-1952 

Robert  L.  Mitchell,  M.D.,  died  May  15  in  the  Vet- 
erans Hospital,  Muskogee,  where  he  served  on  the  staff 
for  25  years. 

He  had  retired  from  the  staff  in  1948  but  after  a 
few  months  joined  the  staff  of  the  Eastern  Oklahoma 
Hospital  at  Vinita  where  he  had  served  until  his  recent 
illness. 

Doctor  Mitchell  was  born  in  Delaware  County  and 
prior  to  World  War  I he  practiced  at  Vinita  and  Welch 
after  graduating  from  Shawnee  Medical  School.  He 
served  in  the  medical  corps  in  World  War  I.  He  was  a 
member  of  the  Masonic  Lodge. 

Survivors  include  a son,  three  sisters,  live  brother 
and  three  grandchildren. 

K.  D.  GOSSOM.  M.D. 

1878-1952 

K.  D.  Gossom,  M.I).,  pioneer  Custer  County  physician, 
died  May  15.  He  had  been  bedfast  since  Christmas. 

Born  in  Milton,  Kentucky,  Doctor  Gossom  came  to 
Custer  City  in  1903.  He  retired  from  active  practice  in 
1940  and  moved  to  Clinton.  However,  during  the  war, 


RADIOLOGISTS  ELECT 
NEW  OFFICERS 

Newly  elected  officers  of  the  Oklahoma  State  Radio- 
logical Society  for  two  years  terms  are:  president, 

Walter  E.  Brown,  M.D.,  2020  South  Xanthus,  Tulsa; 
vice-president,  Edward  D.  Greenberger,  M.I).,  Medical 
Arts  Bldg.,  McAlester;  and  secretary-treasurer,  John 
R.  Danstrom,  M.I).,  Medical  Arts  Bldg.,  Oklahoma  City. 


he  re-entered  practice  to  act  as  medical  supervisor  for 
the  firm  which  built  the  Clinton  Naval  Air  Station  and 
later  was  medical  supervisor  of  the  Dupont  plant  at 
Hanford,  Wash. 

We  was  a member  of  the  First  Methodist  church,  the 
Masonic  Lodge,  and  the  Shrine. 

Survivors  include  his  widow  of  the  home,  three 
daughters,  one  son,  three  brothers,  one  sister,  and  five 
grandchildren. 

ERNEST  THOMAS.  M.D. 

1883-1952 

Ernest  Thomas,  M.I).,  Quinton,  died  May  8,  1942. 
Born  at  Tupelo,  Miss.,  he  spent  most  of  his  life  in 
Oklahoma.  He  was  graduated  from  the  Arkansas  School 
of  Medicine  in  1911  and  settled  near  Enterprise. 

He  was  a member  of  the  Baptist  church,  Masonic 
Lodge  and  the  Shrine. 

Survivors  are  the  widow,  three  sons,  a daughter,  three 
brothers  and  two  sisters. 

ANDREW  JACKSON  SNELSON.  M.D. 

1862-1952 

Andrew  Jackson  Snelson,  M.D.,  member  of  the  first 
Oklahoma  state  legislature  and  a practicing  physician 
for  54  years,  died  May  4 at  his  home  in  Cheeotah. 

He  had  made  his  home  in  Eastern  Oklahoma  and 
practiced  medicine  continuously  since  his  graduation 
from  the  University  of  Arkansas  School  of  Medicine  in 
1898.  Born  in  Johnson  County,  Ark.,  he  had  taught 
school  in  his  home  county  for  19  years  before  entering 
medical  school.  He  first  established  his  practice  at 
Wister  and  then  moved  to  Oktalia.  He  served  as  first 
mayor  of  both  cities. 

He  was  a member  of  the  Presbyterian  church,  Masonic 
lodge,  Knights  Templar,  Oddfellows,  Shrine  and  took 
an  active  interest  in  politics. 

Survivors  include  his  widow  of  the  home,  seven  sons, 
a step-daughter,  three  half-brothers  and  many  grand- 
children. 

POSTGRADUATE  COURSE 
OFFERED  IN  DENVER 

Applications  may  now  be  sent  in  for  the  postgraduate 
course,  Diagnosis  in  Internal  Medicine  with  Emphasis  on 
Physical  Diagnosis,  offered  by  the  University  of  Colo- 
rado School  of  Medicine,  4200  East  Ninth  Ave.,  Denver 
20,  Colo.,  July  2-25.  Registration  fee  is  $5.00  and 
should  be  sent  with  registration. 


COSMETIC  HA V FEVER? 

Prescribe  UNSCENTED  AR-EX  Cosmetics 

When  perfumes  or  scented  cosmetics  cause  allergic  reactions  — prescribe 
UNSCENTED  AR-EX  COSMETICS  Clinically  tested  to  meet  your  high  stand* 
ords  Smart,  fashion-right  for  patient  acceptance.  All  - — 

needed  beauty  oids.  Send  for  free  Formulary  ^ ^*^****' 


AR-EX  COSMETICS,  INC.,  1036  W.  VAN  BUREN  ST.,  CHICAGO  7,  ILL. 


AR-EX 

HYPO-ALLERGENIC 

Clinically  tested  on 
allergic  patients 
for  use  by 
allergic  patients 
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From  among  all  antibiotics , Dermatologists  often  choose 

AUREOMYCIN 

Hydrochloride  Crystalline 

because 

Aureomycin  provides  mild  bacteriostasis  in  diseases  of  the  skin. 

Aureomycin  has  been  found  effective  in  pinta,  yaws  and  many  bacterial  infections  of  the  skin 
(furunculosis,  impetigo,  pyogenic  dermatitides,  sycosis  vulgaris  and  tropical  ulcer).  It  is  at  present 
considered  preferable  to  administer  the  drug  systemically  in  these  conditions.  Aureomycin  is  also 
useful  in  the  control  of  contributing  or  secondary  infections  associated  with  many  dermatoses. 

Throughout  the  world,  as  in  the  United  States,  aureomycin  is  recognized 
as  a broad-spectrum  antibiotic  of  established  effectiveness. 


Capsules:  50  mg. — Bottles  of  25  and  100;  250  mg. — Bottles  of  16  and  100. 
Ophthalmic:  Vials  of  25  mg.  with  dropper;  solution  prepared  by  adding  5 cc.  distilled  water. 


LEDERLE  LABORATORIES  DIVISION  American  Cyanamid  com  pant  30  Rockefeller  Plaza,  New  York  20,  N.  Y. 
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BOOK  REVIEWS  HAVE  YOU  HEARD? 


MEDICAL  BIOGRAPHIES.  The  Ailments  of  Thirty- 

Three  Famous  Persons.  Philip  Marshall  Dale,  M.D., 

University  of  Oklahoma  Press,  Norman.  1952.  Price 

$4.00. 

Following  the  author  through  this  intriguing  volume 
amounts  to  an  interesting  adventure.  The  journey  leads 
from  Buddha  in  the  fifth  century  B.C.  to  Robert  Louis 
Stevenson  in  the  19th  century.  It  supplies  intimate 
knowledge  concerning  the  lives  of  33  famous  persons. 

For  the  non-medical  reader,  the  book  supplies  inter- 
esting historical  and  biographical  data  and  whets  the 
popular  medical  curiosity  so  obvious  among  modern 
readers.  For  physicians  it  becomes  an  interesting  game 
with  varied  diagnostic  speculations  which  may  not  al- 
ways lead  to  agreement  with  the  author.  This  is  natural 
since  consultations  concerning  even  living  patients  often 
lead  to  differences  of  opinion.  This  necessary  element 
of  uncertainty  makes  the  game  more  worthwhile.  The 
case  histories  with  the  well  ordered  diagnostic  discus- 
sions should  prove  stimulating  and  instructive  to  medi- 
cal students  as  well. 

With  one  exception,  each  biographical  sketch  is  ac- 
companied by  a portrait  of  the  famous  person  under 
discussion.  This  exception  carries  a note  of  sadness. 
Obviously  there  were  no  photographers  on  Pigeon  Creek 
in  the  backwoods  of  Indiana  where  Nancy  Hanks  Lin- 
coln lived  and  prematurely  died  of  ‘ ‘ milk  sickness.  ’ ’ 

The  work  has  literary  as  well  as  scientific  merit  and 
should  have  a wide  reading. — Lewis  J.  Moorman,  M.l). 

LET’S  HAVE  HEALTHY  CHILDREN,  Adelle  Davis, 

A.B.,  M.S.,  Consulting  Nutritionist,  Harcourt  Bruce 

and  Company,  New  York,  1951. 

In  a very  interesting,  stimulating  and  informative 
presentation,  though  at  times  a bit  dogmatic  and  occa- 
sionally provocative,  Adelle  Davis  covers  the  importance 
of  proper  diet  in  the  welfare  of  the  pregnant  mothers 
and  its  effect  on  the  growth  and  development  of  the 
fetus,  the  infant  and  the  child. 

The  author  has  a practical  approach  to  the  problem 
which  she  has  gained  from  years  as  a nutritionist  in 
close  cooperation  and  with  the  assistance  of  members 
of  the  medical  profession. 

The  essentials  of  a good  diet  and  the  methods  and 
manner  of  providing  them  are  discussed  candidly,  to- 
gether with  the  presentation  of  easily  readable  and 
usable  charts  on  food  analysis. 

Especially  would  we  emphasize  her  views  on  the 
importance  of  optimum  health  before  pregnancy  occurs 
and  the  value  of  the  diet  in  the  preconception  period 
as  well  as  during  pregnancy  and  lactation. 

Everyone  will  enjoy  and  benefit  from  Chapter  14  on 
“Controversies  Applying  to  All  Babies.’’  Very  en- 
lightening too,  is  her  treatment  of  the  dietary  problems 
of  the  pre-school  child.  She  stresses  the  value  of  protein, 
yeast,  blackstrap  molasses  and  yogurt  in  attainment  and 
maintenance  of  optimum  health  of  all  ages. 

Much  helpful  information  is  contained  in  the  discus- 
sion on  the  importance  of  soil  factors  and  mineral  con- 
tent, on  the  storage  and  processing  of  foodstuffs  in 
relation  to  their  efficiency  in  nutrition. 

One  might  accuse  the  author  of  over-simplification  of 
some  of  the  problems  covered,  such  as  COLIC,  FOOD 
ALLERGY,  THUMB  SUCKING,  the  use  of  a PACI- 
FIER and  WEANING  from  the  bottle. 

All  in  all,  however,  we  would  recommend  the  book 
as  well  worth  reading. — George  H.  Garrison,  M.D. 


II.  A.  Foerster,  M.D.,  Oklahoma  City,  attended  the 
84th  Annual  Meeting  of  the  Mississippi  State  Medical 
Association  held  in  Jackson,  as  guest  of  James  Thomp- 
son, M.D.,  President. 

A.  M.  Brown,  M.D.,  Perry,  has  been  elected  president 
of  the  hospital  staff  of  that  city. 

Charles  Green,  M.D.,  Lawton,  is  building  a new  50x80 
foot,  one  story,  brick  veneer  clinic  building. 

E.  E.  Waggoner,  M.D.,  Tonkawa,  was  recently  hon- 
ored when  the  residents  of  his  community  proclaimed 
‘ 1 Dr.  Waggoner  Day.  ’ ’ 

J.  William  Finch,  M.D.,  Hobart,  spoke  on  “Medicine 
as  a Career’’  when  he  addressed  high  school  senior  boys 
participating  in  the  Kiwanis  vocational  guidance  pro- 
gram. 

L.  C.  Freed , 21. D.,  Perkins,  was  a recent  guest  speaker 
at  a meeting  of  the  ladies  of  the  Elm  Grove  Com- 
munity. 

Lonnie  C.  Bedus,  M.D.,  who  has  just  completed  a 
residency  at  University  Hospital,  Oklahoma  City,  has 
joined  the  Weatherford  hospital  staff. 

Bob  Lowery,  21.1).,  Poteau,  was  recently  featured  in 
the  “Know  Your  Neighbor’’  column  in  his  hometown 
newspaper. 

Capt.  Win.  Miller,  formerly  of  Oklahoma  City,  is 
cheif  of  orthopedics  at  the  P.O.W.  hospital  at  Pusan. 
He  has  been  overseas  17  months. 

Bossier  77.  Benton,  21. IL,  has  returned  to  his  home 
town  of  Rush  Springs  to  establish  his  practice  after 
completing  his  internship  at  Hillcrest  Hospital  in  Tulsa. 

Charles  N.  Talley,  21. II.,  Marlow,  recently  attended  a 
postgraduate  course  at  Cook  County  Graduate  School  of 
Medicine  in  Chicago. 

MEDICAL  SCHOOL  ADMITS 
100  FOR  FIRST  YEAR  CLASS 

With  more  than  200  applications  received  and  re- 
viewed, 100  first  year  students  were  accepted  for  admis- 
sion to  the  University  of  Oklahoma  School  of  Medicine 
for  the  first  year  class  of  1952. 

Forty  counties  are  represented  by  students  in  the 
class  and  applicants  accepted  previously  attended  the 
following  colleges  and  universities:  Oklahoma  Univer 
sity,  Oklahoma  City  University,  Oklahoma  A.  and  M. 
College,  Oklahoma  Baptist  University,  Central  State 
College,  Northeastern  State  College,  Northwestern'  State 
College,  Southeastern  State  College,  Southwestern  State 
College,  East  Central  State,  Phillips  University,  Tulsa 
University,  Langston  University,  all  of  Oklahoma  and 
the  following  out  of  state  schools:  University  of  Roches- 
ter, Austin  College,  Westminster  College,  University  of 
Wichita,  McPherson  College,  Lafayette  College,  North- 
eastern University  of  Boston,  and  Abilene  Christian 
College. 

The  class  will  include  one  woman  student  and  19  of 
the  students  are  veterans.  The  average  age  of  the  class 
is  21.56  and  the  average  age  of  the  10  alternates  is  24.3. 

Number  of  students  accepted  from  the  various  coun- 
ties is  as  follows: 

Alfalfa,  1;  Beaver,  1;  Beckham,  1;  Bryan,  2;  Caddo 
and  Canadian  each  have  1 alternate;  Cherokee,  2 (also 
1 alternate);  Choctaw,  1 (1  alternate  also);  Cimarron, 

1 ; Cleveland,  3 ; Comanche,  4 ; Craig,  1 ; Custer,  1 ; 
Garfield,  4;  Grady,  1;  Grant,  1 alternate;  Greer,  1;  Har- 
mon, 1;  Harper,  1;  Haskell,  1;  Hughes,  3;  Jackson,  1; 
Kay,  2 ; Kiowa,  1 ; LeFlore,  1 ; Logan,  2 ; McClain,  1 ; 
Major,  1;  Muskogee,  3 (2  alternates);  Nowata,  1! 
Oklahoma,  20  (2  alternates);  Okmulgee,  2;  Osage,  1; 
Ottawa,  1;  Payne,  4 (1  alternate);  Pottawatomie,  1; 
Seminole,  5;  Sequoyah,  2;  Texas,  2;  Tulsa,  12;  Wash- 
ington, 2;  Washita,  4;  and  Woods,  1. 


Is  there  a sympathomimetic  agent 
that  will  give  relief  from  asthma  without 
causing  vasopressor  and  psychomotor 
stimulation? 

Orthoxine  Hydrochloride  provides 
bronchodilatation  with  minimal  vaso- 
pressor and  psychomotor  stimulation.  By 
modifying  the  configuration  of  a sym- 
pathomimetic amine  molecule,  the  action 
of  Orthoxine  has  been  centered  mainly 
upon  bronchodilatation,  thereby  mini- 
mizing side-effects  arising  from  vasopres- 
sor or  psychomotor-stimulating  activity. 

* 

HYDROCHLORIDE 

BRAND  OF  M ETHOXY PH ENA  MINE 

Bottles  of  100  and  500  tablets. 

Orthoxine  Hydrochloride  (100  mg.)  tablets 
contain  beta-( or<ho-methoxyphenyl)-isopro- 
pyl-methylamine  hydrochloride,  a broncho- 
dilator  and  antispasmodic. 

For  Adults:  V2  to  1 tablet  (50  to  100  mg.) 

For  Children:  half  the  dose 
For  Both:  Repeat  every  3 to  l hours  as  re- 
quired 

* Trademark,  fag.  U.  S.  Pat,  Off". 


Upjohn 


Medicine  . . . Produced  with  care . . . Designed  for  health 


THE  UPJOHN  COMPANY,  KALAMAZOO,  MICHIGAN 
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MG  Mil  JOIST  HOSPITAL 


MRIDE  CLINIC 


605  N.  W.  10th  ST.,  OKLAHOMA  CITY 


A STANDARDIZED  HOSPITAL 
FOR  ORTHOPEDIC  SURGERY 
AND  FRACTURES 

STAFF 

EARL  D.  McBRIDE,  M.D.,  F.A.C.S. 
ELIAS  MARGO,  M.D.,  F.l.C.S. 
HOWARD  B.  SHORBE,  M.D.,  F.A.C.S. 
WILLIAM  WALDROP,  M.D. 
RUSSELL  HARRIS,  M.D.,  F.A.C.S. 


ARTHRITIS  AND 
RHEUMATIC  DISEASES 


STAFF 

WM.  K.  ISHMAEL,  M.D.,  F.A.C.P. 
J.  N.  OWENS,  JR.,  M.D.,  F.A.C.P. 
LUCILE  BLACHLY,  M.D. 

J.  L.  RYAN,  Physiotherapist 


PATHOLOGY  LABORATORY 

DIRECTOR  — J.  N.  OWENS,  JR.,  M.D.,  DIPLOMATE 
AMERICAN  BOARD  PATHOLOGY 


SPECIAL  ATTENTION  TO  THE 
PATHOLOGY  OF  BONES  AND  JOINTS 


PHONE  2-5294 


C.  E.  BABCOCK,  DIRECTOR 


THE  JOURNAL 

of  the 

OKLAHOMA  STATE  MEDICAL  ASSOCIATION 

EDITORIALS 


ON  SCIENTIFIC  WRITING 

Because  of  the  type  of  program  at  our 
1952  State  Meeting  the  Editorial  Board  did 
not  receive  the  usual  quota  of  scientific 
manuscripts.  The  resulting  dearth  of  scien- 
tific material  for  the  Journal  makes  it  neces- 
sary for  the  Board  to  tap  other  sources.  The 
members  of  the  State  Association  are  invited 
to  send  to  the  Editor-in-Chief  manuscripts 
dealing  with  scientific  subjects  of  practical 
or  historic  interest.  All  manuscripts  received 
will  be  reviewed  by  the  Editorial  Board  and 
those  considered  most  noteworthy,  practical 
and  serviceable  will  be  chosen  for  publi- 
cation. 

It  should  be  remembered  that  the  princi- 
ples governing  the  use  of  English  in  medical 
writing  are  the  same  as  in  other  fields.  But 
the  medical  writer  cannot  escape  the  re- 
sponsibility of  clear  cut,  straight  forward 
expression  for  the  direct  transmission  of 
thought.  First  the  medical  writer  should 
know  what  he  means  to  say  and  before  he 
puts  it  in  writing,  he  must  be  sure  he  has 
found  the  words  which  are  best  suited  for 
the  expression  of  what  he  has  in  mind. 
Even  though  he  finds  the  words  which  made 
his  thoughts  clear  to  him,  he  must  be  sure 
they  will  appear  equally  clear  to  the  reader. 

Matthew  Arnold  once  said : “Have  some- 
thing to  say  and  say  it  as  clearly  as  you 
can.  That  is  the  only  secret  of  style.” 

Robert  Louis  Stevenson  said,  “The  dif- 
ficulty is  not  to  write,  but  to  write  what 
you  mean,  not  to  affect  your  reader,  but  to 
affect  him  precisely  as  you  wish.” 

Some  medical  writers  who  know  exactly 
what  they  mean  leave  the  reader  in  a state 
of  confusion  because  the  words  employed 
are  not  the  vehicles  needed  to  convey  his 
meaning  or  it  may  be  he  has  overestimated 
the  reader’s  imagination.  Those  who  do  not 
think  clearly  cannot  hope  to  write  clearly. 
Yet  it  may  be  said  that  even  scholarly  writ- 
ing may  be  wanting  in  the  matters  of  direct 
and  concise  conveyance  of  scientific  thought. 

The  readers  of  medical  journals  are  not 


willing  to  waste  time  puzzling  over  the 
meaning  of  concepts  and  sentences  because 
of  the  inept  choice  of  words,  indirect  forms 
of  expression  and  the  superfluous  use  of  lan- 
gauge.  Neither  can  they  afford  to  risk  the 
wrong  interpretation  of  the  writer’s  mean- 
ing. 

Again  quoting  Stevenson  may  we  say  that 
those  who  do  scientific  writing  should  re- 
member, “If  there  is  anywhere  a thing  said 
in  two  sentences  that  could  have  been  as 
clearly  and  as  engagingly  and  as  forcibly 
said  in  one,  then  it’s  amateur  work.”  Certain 
chapters  in  The  Wrecker  were  rewritten  11 
times.  In  this  connection  he  said,  “I  am 
always  cutting  the  flesh  away.”  What  better 
motto  for  medical  writers  could  be  found? 

RICH  IN  SERVICE 

According  to  the  philosophy  of  Elizabeth 
Barrett  Browning,  the  physician  who  hon- 
ors his  profession  should  be  rich  indeed. 

“A  poor  man  served  by  thee  shall  make 
thee  rich; 

A sick  man  helped  by  three  shall  make 
thee  strong; 

Thou  shalt  be  served  thyself  by  every 
sense 

Of  service  which  thou  renderest.” 
PHYSICIANS  AS  HUMAN  BEINGS 

Centuries  ago  physicians  were  writing 
about  doctors  of  medicine  who  departed 
from  the  fold  to  follow  pursuits  not  directly 
related  to  medicine.  One  of  the  most  compre- 
hensive of  the  books  on  this  subject  is  The 
Physician  As  Man  of  Action  by  Monro 
briefly  reviewed  in  this  issue  of  the  Journal. 

It  is  well  known  that  physicians  readily 
turn  to  poetry,  art,  literature,  music  and 
sports.  But  some  may  be  surprised  to  learn 
that  of  the  25  chapters  in  this  volume,  one 
is  devoted  to  piracy  and  one  to  crime.  There 
is  nothing  new  under  the  sun  and  physicians 
have  long  been  exposed  to  the  light  of  day 
but  physicians  are  human  and  each  day  has 
its  night. 
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EGOTISTICAL  DEMOGANGUERY 

UNDER  THE  GUISE  OF  ALTRUISM 

Already  the  so-called  Social  Security  has 
destroyed  all  incentives  toward  individual 
charity  with  its  personal  blessings.  This  is 
particularly  true  in  medicine.  The  cry  “no 
charity”  is  a socialistic  trick  in  the  overall 
move  toward  the  welfare  state.  Medicine 
has  suffered  a great  loss  through  the  insidi- 
ous socialistic  trend  with  its  uplifting 
promises  and  demoralizing  performances. 

Doctors  the  world  over  are  gullible,  other- 
wise Bismarck  would  have  been  blocked 
before  German  medical  initiative,  ingenuity 
and  independence,  were  destroyed  and 
Britain’s  Bevan  would  have  been  beaten 
before  the  degrading,  and  annulling  1948 
National  Health  Act  destroyed  the  tradi- 
tional scientific  independence  of  the  British 
medical  profession. 

These  destructive  socialistic  schemes  could 
never  have  gone  into  action  without  doctors. 
When  the  members  of  the  British  Medical 
Association  voted  to  cooperate  and  partici- 
pate they  trifled  away  their  scientific  and 
humanitarian  birthright  and  speeded  the 
marathon  toward  physical  and  financial 
bankrupcy  for  the  Empire. 

Are  we  American  doctors  so  gullible  we 
cannot  learn  by  example?  Apprized  of  the 
inevitable  are  we  willing  to  be  driven  to  the 
yoke  like  dumb  brutes.  Even  the  ox  is  re- 
luctant and  requires  cussing  and  beating 
which  a red  blooded  human  being  with  an 
intellect  should  never  tolerate. 

Is  there  not  a Patrick  Henry  among  us. 
The  question  is,  to  be  a scientific  humani- 
tarian freeman,  or  not  to  be.  Shall  we  bow 
to  the  bureaucrats  or  fight  for  our  liberty 
under  the  Constitution  and  the  Bill  of  Rights. 

Are  we  doing  anything  today  that  will 
safeguard  our  professional  freedoms  of  to- 
morrow. 

AN  EYE  ON  EWING 

In  bureaucracy  always  there  is  something 
doing.  To  his  “buddies”  of  the  New  Jersey 
State  Federation  of  Labor  the  great  admin- 
istrator of  our  security  declares  that  the 
public  (definition  please)  is  clamoring  for 
national  health  insurance  and  warns  against 
complacency.”  . . . Our  work  is  far  from 
done.  The  battle  for  security  is  only  partly 
won.” 

Physicians  interested  in  their  patients, 
their  people,  their  “public”  and  their  pro- 
fession should  not  look  to  organized  medi- 


cine for  the  solution  of  the  problems  posed 
by  Oscar  Ewing.  On  the  contrary,  individ- 
ually they  should  make  sure  that  their  pro- 
fessional service  cover  the  sum  total  of  the 
patient’s  needs — physical,  psychological  and 
financial.  The  physical  and  psychological 
are  directly  in  line  of  duty.  Often  the  finan- 
cial can  be  managed  without  loss  to  the 
physician.  There  is  immediate  reward  in  the 
satisfaction  of  having  negotiated  a serious 
problem  with  good  therapeutic  and  psy- 
chological effect.  The  potential  rewards  are 
incalculable.  Often  they  are  matirical,  and 
in  the  end  they  may  stand  as  a bulwark 
against  the  administrator  of  a misnamed 
government  agency. 

For  protection  against  socialized  medicine, 
each  physician  must  do  his  duty  according 
to  the  traditions  of  his  profession  and  then 
look  to  his  patients  for  support.  The  best 
public  relations  spring  spontaneously  from 
private  relations.  Planned  publicity  can 
never  take  the  place  of  participation  in  the 
patient’s  physical  and  psychological  short- 
comings with  the  sacred  trust  the  patient- 
physician  relationship  implies.  Universal 
militancy  in  the  application  of  this  philos- 
ophy would  soon  put  the  Public  Relations 
and  the  Grievance  Committees  out  of  busi- 
ness. Why  not  try  it? 

NEEDLE  BIOPSY  OF  THE  LIVER 

The  facts  about  needle  biopsy  of  the  liver, 
increasingly  available  for  more  than  a 
decade,  should  be  pinioned  and  pondered  by 
everyone  who  contemplates  the  employment 
of  this  useful  diagnostic  procedure.  Indica- 
tions, technique,  results,  risk  complications 
and  mortality  in  the  following  discussions 
chosen  from  a number  of  recent  articles: 
“Risk  of  Needle  Biopsy  of  the  Liver”  by 
Terry1  and  “Experience  with  Liver  Biopsies 
in  a Private  Hospital”  by  Meitus.2 

The  fact  that  diagnostic  information  ob- 
tained is  often  equivocal  should  be  kept  in 
mind ; the  possibility  of  serious  complica- 
tions should  never  be  forgotten  and  the 
variation  in  the  reported  mortality  resulting 
from  the  procedure  suggests  the  need  of  a 
careful  study  with  reference  to  selection  of 
cases  and  the  standardization  techniques 
with  the  hope  of  more  uniform  results  with 
added  safety  to  the  patient.  The  procedure 
has  its  place  and  should  be  employed  with 
standard  technique  in  well  selected  cases. 


1.  Risks  of  Needle  Biopsy  of  the  Liver.  Richard  Terry,  M.D., 
M.R.C.P.  British  Medical  Journal.  (May  24)  1952.  Pag:e  1102. 

2.  Experience  with  Liver  Biopsies  in  a Private  Hospital. 
Marvin  L.  Meitus,  M.D.  Ohio  State  Medical  Journal  48:6:515- 
520  (June)  1952. 
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Scientific  Hrticles 

SOME  CURRENT  THINKING  ON  INFANTILE  COLIC* 


Leonard  L.  Kishner,  M.D. 

TULSA,  OKLAHOMA 


The  frequency  with  which  this  complaint 
has  been  met  prompted  perusal  of  the  sub- 
ject. Brennemann1  stated  few  infants  escape 
entirely. . 

You  are  all  familiar  with  the  features  of 
this  condition.  The  pain  has  been  described 
as  of  sudden  onset,  intermittent,  paroxysmal, 
sharp,  intense,  agonizing.  The  infant  be- 
comes suffused,  almost  cyanotic  at  times, 
and  the  cry  can  be  a scream.  The  abdomen 
is  usually  distended,  tense,  and  tympanitic, 
but  soft  between  episodes  with  no  apparent 
localized  tenderness. 

Though  not  common,  serious  organic 
pathology  may  arise  in  this  age  group,  and 
the  practitioner  must  be  wary  lest  he  over- 
look an  intussusception,  diaphragmatic  her- 
nia, internal  hernia  with  a volvulus,  and 
other  anomalies  with  intestinal  obstruction. 
Gasul2  reported  a group  of  four  cases  of 
anomalous  origin  of  left  coronary  arteries, 
the  so-called  Bland-White-Garland  Syn- 
drome. “Infants  with  this  anomaly  appear 
healthy  until  two  or  three  months  of  age 
when  they  begin  to  have  colicky  pains, 
usually  during,  or  soon  after,  feeding  asso- 
ciated with  rapid  pulse,  rapid  respirations, 
pallor  and  profuse  perspiration.”  The  in- 
fants have  enlarged  hearts  and  characteristic 
el  ectroca  r d i ograms . 

The  age  of  onset,  interestingly,  is  seldom 
before  one  or  two  weeks,  and  the  great  ma- 
jority seem  to  subside  at  about  three  months, 
Glaser3  indicated  the  latent  period  was  that 
necessary  for  an  individual  to  manifest  sen- 
sitization to  cow’s  milk  proteins.  That  author 
feels  that  the  more  severe  cases  are  certainly 
allergic  in  origin.  The  tenseness  and  the 
anxieties  that  frequently  accompany  a new- 
born (especially  the  first  newborn)  home 
may  also  contribute  to  symptoms  beginning 
at  this  period  ;4 ; i.e.,  change  of  handling,  new 
crib,  voices,  noises.  This  may  be  a reason  to 
further  encourage  rooming-in. 

Most  mothers  complain  that  the  severity 

*Presented  at  the  Annual  Meeting  of  the  Oklahoma  State 
Medical  Association  May  21,  1952. 


of  this  entity  is  increased  in  the  late  after- 
noon and  evening.  Fatigue  of  infant  and 
mother  with  attendant  tension  may  be  more 
active  factors  later  in  the  day.  Brackett5 
suggests,  “failure  of  ileocecal  sphincter  to 
allow  passage  of  chyme  into  cecum  fast 
enough  to  keep  the  accumulation  in  the  ileum 
down  to  a volume  which  will  not  evoke  major 
peristaltic  contractions ; this  is  worse  in  late 
afternoon  because  of  increasing  volume  of 
residue  in  the  lower  ileum  at  this  time  of 
day.” 

The  nutrition  of  colicky  infants  is  usually 
better  than  average.  This  fact,  if  presented 
graphically  to  the  parents,  proves  reassur- 
ing; namely,  that  their  offspring  cannot  be 
seriously  ill  and  gain  so  admirably. 

Is  colic  limited  to  a home  situation?  Em- 
phasizing the  tense  household  again  Levin6 
pointed  out  the  relative  absence  of  colic  in 
an  institution.  In  the  summary  of  that 
article,  it  is  conceded  that  perhaps  keener 
observation  may  be  indicated  before  gen- 
eralizations are  made. 

Brennemann,1  in  his  discussion  of  infant 
feeding,  indicated  that  colic  was  frequently 
more  severe  in  breast-fed  babies.  Even 
though  our  present  percentage  of  nursing 
mothers  in  Tulsa  is  relatively  small,  it  is  our 
opinion  that  the  incidence  of  colic  is  defi- 
nitely less  in  this  group.  If  allergy  to  cow’s 
milk  protein  plays  a significant  part,  and 
more  recent  evidence  seems  to  confirm  this 
belief,3'4-5  then  we  are  correct  in  our  effort  to 
encourage  more  women  to  nurse,  especially 
when  there  is  a strong  allergic  diathesis.4 

Attempts  to  explain  the  etiology  of  this 
symptom  complex  are  numerous.  Actually  I 
have  been  able  to  list  seven  different  factors 
purported  to  elucidate  this  problem.  Each 
point  has  several  advocates  and,  admittedly, 
some  overlap  each  other. 

1.  Hunger  or  underfeeding:  hungry  babes 
cry  and  swallow  air  (aerophagia) — air  dis- 
tended loops  of  bowel  in  an  immature  intes- 
tinal tract  lead  to  “enterospasm”.7  Watson 


278 


Journal  of  the  Oklahoma  State  Medical  Association 


August,  1952 


feels  that  a liberal  self-demand  schedule, 
especially  during  the  first  two  to  four  weeks, 
has  proven  helpful.  That  author  pointed  out 
that  many  neonates  during  this  period  took 
8-10  or  even  12  feedings  in  a 24  hour  period, 
and  then  gradually  assumed  a reasonable 
four  hour  feeding  interval.  Obviously,  good 
feeding  technique  and  adequate  burping  is 
essential.  There  may  be  less  aerophagia  with 
collapsible  bottles  (Shellie  Nursers). 

2.  Overfeeding  with  presumably  more  fer- 
mentation has  less  often  been  incriminated. 
The  old  standbys  of  low  carbohydrate  feed- 
ings, enemata,  suppositories,  pressure  to 
abdomen  with  or  without  a warm  water 
bottle,  and  sphincter  dilatation,  sedatives 
and  antispasmotics  should  be  tried. 

3.  Brackett’s5  hypothesis,  as  mentioned 
previously  (i.e.,  malfunction  of  ileocecal 
valve)  should  be  helped  by  measures  out- 
lined earlier. 

4.  Immaturity  of  the  nervous  system, 
“undone  intestinal  tract,”  autonomic  im- 
balance has  been  stressed  by  Gesell  and 
Spock.  Reassurance  and  symptomatic  meas- 
ures apply  here. 

5.  Harris, s in  a recent  article  derived  from 
studies  at  Rochester,  Minnesota,  noted  a 
significantly  greater  percentage  of  colic  with 
formulae  higher  in  added  carbohydrate. 
Along  these  lines  we  have  used  high  pro- 
tein, low  fat,  low  carbohydrate  formulae 
(Dryco,  Alacta,  Casec  in  skimmed  milk),  in 
the  more  persistent  or  refractory  cases  with 
reasonably  satisfactory  response.  Large 
quantities  of  these  are  taken,  usually  more 
concentrated  than  the  manufacturer  recom- 
mends. It  is  desirable  to  keep  up  this  type 
mixture  until  three  months.  Subclinical 
neonatal  tetany  conceivably  could  cause  some 
cases  of  colic.  Whether  adjusted  calcium 
phosphorus  ratios  in  milk  (e.g.,  Bremil) 
could  help  should  be  investigated  further. 

6.  Fatigue  and/or  tension  in  infant  and 
parents,  I’m  sure  we  all  agree,  can  aggra- 
vate any  basic  situation.  Accumulation  of 
these  stresses  and  strains  has  been  used  to 
explain  the  evening  climax  so  typical  of 
colicky  bouts.  Anderson9  describes  a “neuro- 
pathic diathesis,”  thus  anticipating  a tense, 
hypertonic  infant  with  high-strung  parents. 
Levin10  reported  encouraging  results  in  treat- 
ment of  colicky  infants  with  a pacifier.  The 
fact  that  the  average  child  in  that  series 
continued  using  a pacifier  until  almost  14 
months  lessens  my  enthusiasm  for  this.  We 
have  used  them  in  early  months  to  alleviate 
critical  periods.  Poncher’s11  comment  on 


Levin’s  work  is  interesting,  in  that  he  ques- 
tions the  proof  that  oral  gratification  is  lack- 
ing and  instead  suggests  ruling  out  anal 
fissures,  poor  feeding  techniques,  painful  de- 
fectation,  skin  or  other  sources  of  irritation. 
Otitis  media  and  occluded  nares  can  also 
cause  irritability.  Perhaps  fondling  may 
accomplish  as  much  as  a pacifier.  Even 
though  the  results  in  our  hands  have  been 
questionable,  I can  see  no  serious  objection 
to  the  judicious  use  of  such  preparations  as 
Elixir  of  Donnatal  or  Syrup  of  Bentyl 
Hydrochloride.  The  trial  of  the  latter  pro- 
prietary by  Pakula12  was  apparently  favor- 
able. Not  infrequently  parents  have  ex- 
pressed disapproval  of  “doping”  their 
infants. 

7.  I am  impressed  by  the  number  of 
papers  presenting  convincing  evidence  that 
infantile  colic  can  be  caused  by  al- 
lergy.3'4'5-13'14'15  As  pointed  out  previously,  the 
incubation  period  is  reasonably  explained  on 
Glaser’s  premise  that  one  or  two  weeks  is 
needed  to  develop  sensitization  to  cow’s  milk. 
He  states  that  not  all  colic  is  due  to  allergy, 
but  probably  the  more  severe  types  are. 
Clean,13  in  a recent  article  lists  14  symptom 
complexes  due  to  cow’s  milk  allergy.  Symp- 
toms begin  frequently,  when  the  infant  is 
taken  off  the  mother’s  breast.  As  Rosen- 
blum14  suggests,  cases  of  colic,  pyloro-spasm, 
even  pyloric  stenosis,  unexplained  abdominal 
pain,  cyclic  vomiting,  celiac  syndrome  can 
be  allergic  manifestations.  Glaser  went  so 
far  as  to  add  hydro-ureter  and  megacolon  to 
this  list.  McKee15  emphasizes  the  import  of 
family  history  of  allergy;  namely,  if  one  or 
both  parents  have  respiratory  or  digestive 
type  allergy,  the  incidence  in  offspring  is 
great.  This  may  be  speculation,  but  that 
author  suggested  that  50  per  cent  of  infants 
with  a history  of  fetal  hiccoughs  will  show 
colic  due  to  milk  sensitivity;  and  colicky  in- 
fants often  develop  into  children  or  adults 
with  respiratory  or  digestive  type  of  allergy, 
similar  to  the  eczema-asthma  link.  Eosino- 
philes  in  smears  from  stool  mucus  stained 
with  May-Grunwald  technique  has  been  used 
with  some  success  in  our  office  in  suspected 
cases.  As  a general  approach  to  early  infant 
feeding,  breast  nursing  should  be  encouraged 
if  feasible.  Evaporated  milk  is  less  allergic 
than  homogenized,  and  it  is  recommended 
that  the  latter  be  avoided  during  early 
months  routinely.  With  a suggestive  history 
or  a positive  smear,  a substitute  for  cow’s 
milk  should  be  tried.  Consensus  is  that  soy 
bean  milks  (Mullsoy  or  So-bee)  or  amino 
acid  mixtures  (Nutramigen)  alleviate  much 


August,  1952 


Journal  of  the  Oklahoma  State  Medical  Association 


279 


more  frequently  a frank  cow’s  milk  allergy 
and  that  goat’s  milk  has  given  disappointing 
results.  The  results  can  be  dramatic,  a 
change  in  the  total  picture  appearing  in  24 
hours — a fair  trial  of  a preparation,  how- 
ever, probably  should  be  four  or  five  days 
minimum.  Rapid-fire  introduction  of  cereals, 
fruits,  vegetables,  custard,  etc.  in  the  early 
months  is  mentioned  only  to  be  condemned 
even  in  the  absence  of  feeding  problems. 

SUMMARY 

1.  Some  of  the  clinical  features  and 
etiologic  factors  of  infantile  colic  have  been 
reviewed. 

2.  Ingestion  allergy  (especially  to  cow’s 
milk)  occurs  sufficiently  frequently  in  the 
neonatal  period  to  warrant  its  consideration. 

3.  Some  of  the  current  suggestions  in  the 
management  of  infantile  colic  are  included. 
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HELPING  YOUR  PATIENT  ACCEPT  PSYCHIATRIC  REFERRAL* 


Harold  J.  Binder,  M.D. 

OKLAHOMA  CITY,  OKLAHOMA 


In  recent  years,  it  is  noteworthy  that  a 
frequent  question  raised  by  many  physicians 
is  “How  can  I get  a patient  to  see  a psychia- 
trist?” This  has  come  up  both  at  meetings 
and  in  personal  contacts  between  psychia- 
trists and  other  doctors.  It  is  a situation 
that  exists  as  a result  of  one  of  two  factors, 
both  of  which  can  be  overcome;  objections 
and  resistance  on  the  part  of  the  patient  and 
inadequate  understanding  of  psychiatry  on 
the  part  of  the  doctor.  Both  of  these  factors 
may  be  said  to  have  the  same  common 
denominator,  fear,  fear  of  the  unknown.  The 
doctor  who  is  insufficiently  aware  of  psychia- 
tric ideology  and  technique  cannot  be  ex- 
pected to  be  a believer  himself.  Since  he  has 
his  own  doubts  and  questions,  he  cannot 
convincingly  suggest  psychiatric  referral  to 
his  patient.  Also,  in  some  instances,  in  an 
effort  to  cover  up  his  own  feelings  of  inade- 
quacy in  the  understanding  and  handling 
of  emotional  problems,  the  physicians  may 
be  too  abrupt  and  rejecting  of  the  patient. 
His  referral  may  then  be  too  blunt,  as  “I 
can’t  do  any  more  for  you ; you  better  see  a 
psychiatrist.”  Or,  as  noted  in  other  instances, 
the  patient  may  be  told  “Nobody  can  help 
you  but  yourself ; maybe  you  ought  to  see  a 

^Presented  at  the  Annual  Meeting  of  the  Oklahoma  State 
Medical  Association  May  21,  1952. 


psychiatrist.”  The  unintentional  rejection  of 
the  patient  in  both  instances  as  above  is 
obvious,  once  we  look  at  it  in  that  light. 
Also,  in  the  second  remark  we  see  the 
obvious  contradiction ; a contradiction  which 
might  have  eluded  the  doctor  but  which 
makes  an  indelible  impression  on  the  patient. 
In  short,  if  nobody  can  help  the  patient,  why 
suggest  another  doctor?  I am  convinced  that 
the  physician  does  not  intend  such  conclu- 
sions, but  they  result  from  his  own  feelings 
of  frustration  in  the  particular  case.  This  is 
in  no  way  intended  as  a criticism  of  the 
doctor  but  is  pointed  up  as  the  result  of  de- 
ficiencies in  our  medical  education  of  the 
past.  It  is  being  gradually  overcome  and 
corrected  through  the  more  efficient  present- 
day  integration  of  psychiatric  teaching  in 
our  schools  as  well  as  through  postgraduate 
instruction  and  meetings  of  the  kind  we  are 
enjoying  here  and  now.  The  result  is  already 
becoming  apparent  in  that  doctors  are  look- 
ing upon  psychiatric  referral  just  as  they 
do  referral  to  the  dermatologist;  namely,  as 
a medical  condition  which  they  have  not 
been  able  to  reach  with  their  approach  and 
which  is  of  a nature  requiring  the  attention 
of  the  specialist  in  that  field. 

In  short  then,  as  the  doctor  himself  feels 
more  at  ease  and  less  defensive  about  this 
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branch  of  his  profession,  referral  will  be 
easier  and  more  natural.  The  fear  by  the  doc- 
tor of  patient  reaction  is  not  always  well- 
founded,  as  is  evidenced  by  the  patient’s 
comment,  “Why  didn’t  my  doctor  suggest 
this  a year  ago?’’ 

The  obvious  psychotic  patient  does  not 
present  a problem  in  referral.  If  he  is  agi- 
tated, depressed,  confused,  if  he  expresses 
feelings  of  persecution,  hallucinations,  or 
ideas  of  grandiosity,  if  he  has  become  seclu- 
sive,  disinterested  in  his  appearance  and  his 
environment,  the  family  is  sufficiently 
aroused  and  concerned  to  recognize  and 
accept  the  need  for  psychiatric  attention. 

The  patient  with  primary  symptoms  of 
moderate  to  severe  anxiety  is  himself  ready 
for  psychiatric  help.  If  the  patient  is  unduly 
distressed  in  crowds,  in  public  places,  is 
unable  to  stay  at  home  alone  or  go  out  alone, 
if  he  feels  uncomfortable  around  sharp  ob- 
jects, is  obsessed  with  the  fear  that  he  might 
harm  his  loved  ones,  if  he  is  subject  to  cry- 
ing spells  for  no  apparent  reason,  etc.,  he 
is  quite  aware  of  the  existence  of  a nervous 
disorder  and  is  ready  to  accept  your  referral. 
The  only  question,  and  fear,  in  his  mind  is 
that  he  is  “going  insane,”  and  he  wants  your 
assurance  that  such  is  not  the  case.  Such 
assurance  can  usually  be  given  with  safety 
and  sincerity,  with  the  additional  comment 
that  the  psychiatrist  is  the  one  to  help  them 
try  to  seek  out  and  eliminate  the  “unknown” 
cause  of  their  reactions. 

The  real  problem  in  referral  is  limited, 
for  the  most  part,  to  that  group  who  present 
the  combination  of  physiological,  or  organic, 
and  psychogenic  disturbance.  The  neurosis 
in  this  group  is  expressed  through  the  soma 
and  attention  is  naturally  focused  thereon. 
They  have  succeeded  well  in  hiding  their 
basic  anxiety  from  themselves.  The  somatic 
symptoms  offer  them  a refuge  and  escape 
from  their  emotional  stress  that  is  accept- 
able to  their  own  ego  and  to  society  in 
general. 

In  the  above  group  we  find  the  backache 
that  defies  physical  diagnosis  and  treatment, 
the  chronic  fatigue  state,  sleep  disturbances, 
recurrent  headaches  of  all  types  but  espec- 
ially the  low  occipital  and  post-cervical 
variety,  dizziness,  visual  and  auditory  dis- 
turbances. These  are  the  patients  who  pre- 
sent functional  symptoms  running  the  en- 
tire length  of  the  gastro-intestinal  tract, 
from  esophagus  to  rectum,  including  spasms, 
pains,  indigestion,  gas,  colitis  and  constipa- 
tion; or  their  focus  may  be  on  the  cardio- 


vascular or  respiratory  system,  with  symp- 
toms too  numerous  and  familiar  to  enum- 
erate here;  the  genito-urinary  system  may 
bear  the  brunt  of  their  search  for  emotional 
release,  with  such  common  complaints  as 
frequency,  urgency,  dysmennorhea,  disturb- 
ances of  normal  menstrual  function,  frig- 
idity, dyspareunia,  and  impotence;  their 
break-through  may  be  via  the  skin  or  allergic 
manifestations. 

As  a patient  in  the  above  group  presents 
himself  to  his  doctor  and  relates  his  physical 
distress  and  fear  of  disease,  the  presenting 
complaints  are  stressed  and  a history  per- 
taining to  them  is  taken.  Physical  examina- 
tion and  indicated  laboratory  tests  are  done. 
If  no  organic  basis  for  the  complaints  is 
found,  it  then  behooves  the  physician  to  sit 
back  for  10  or  15  minutes  and  listen  to  the 
patient  expound  further  on  his  symptoms. 
If  more  time  is  available,  it  would  be  desir- 
able to  listen  even  longer.  This  additional 
history  may  suggest  other  indicated  exam- 
ination procedures  or  may,  in  itself,  rather 
definitely  rule  out  organic  pathology  since 
no  true  physiological  pattern  is  followed. 
The  longer  we  listen,  the  more  obvious  and 
positive  does  the  tentative  diagnosis  of 
either  organic  or  functional  illness  become. 
When  other  indicated  physical  procedures 
still  fail  to  point  up  organic  causation,  we 
now  come  to  the  crucial  point. 

The  patient  too  often  is  told,  “there  is 
nothing  wrong  with  you” ; or  “I  can  find 
nothing  the  matter  with  you” ; or,  “you’re  in 
fine  shape,  you  don’t  have  a thing  to  worry 
about.”  These  statements  are  incorrect,  as 
far  as  they  go.  It  must  be  kept  in  mind  that 
the  patient  would  not  have  come  with  his 
complaint  if  there  were  nothing  the  matter. 
He  feels  deeply  hurt  because  he  does  have 
something  to  worry  about.  His  doctor  has 
failed  him,  has  not  understood  him.  Down 
goes  the  medical  profession  in  his  estimation 
and  up  go  the  other  varieties  of  so-called 
healing  arts.  Also,  with  his  pride  hurt,  his 
physical  symptoms  become  set  and  possibly 
more  pronounced.  An  issue  has  been  created 
and  he  must  prove  to  himself,  his  family 
and  all  others  that  there  is  something 
wrong. 

If  the  patient  is  still  suffering,  still  feels 
incapacitated,  the  statement  that  there  is 
“nothing  wrong”  is  interpreted  by  him  to 
mean  that  the  doctor  thinks  he  is  “imagin- 
ing” his  trouble.  Of  course,  he  is  sometimes 
actually  told  that  it  is  just  his  “imagination.” 
This  term  would  best  be  deleted  from  the 
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vocabulary  of  physicians,  for  it  suggests 
that  the  patient  is  voluntarily  making  up  a 
story.  Such  is  far  from  true,  since  his  dis- 
tress is  real. 

Having  completed  physical  studies  and 
concluded  that  no  organic  pathology  exists, 
the  physician  is  not  yet  in  a position  to  sug- 
gest psychiatric  referral.  The  patient  has 
already  begun  to  develop  a feeling  of  con- 
fidence in  his  physician  as  a result  of  being 
heard  and  examined.  It  should  be  developed 
further  rather  than  be  destroyed.  This  is  the 
moment  for  a question  as  to  whether  or  not 
he  has  been  worried  of  late.  If  he  does  not 
recognize  any  worry  as  such,  one  should 
inquire  as  to  whether  or  not  he  has  felt 
tense,  or  irritable,  or  had  a general  feeling 
of  dissatisfaction.  Has  he  felt  “nervous” 
along  with  his  symptoms?  This  approach  is 
usually  rewarded  by  an  outpouring  of  feel- 
ings, the  opportunity  for  which  is  welcomed 
by  the  patient. 

The  physician  is  now  ready  to  indicate  the 
absence  of  organic  pathology,  while  explain- 
ing that  the  symptoms  experienced  are  fre- 
quently the  result  of  tensions  rather  than 
actual  disease  of  the  organ  system  involved. 
It  can  be  pointed  out  that  feelings  and  situa- 
tions as  described  by  the  patient  result  in 
“nervous  tension,”  or  more  properly,  emo- 
tional tension.  Such  tension  interferes  with 
the  normal  functioning  of  organs.  With  this 
interference  in  function,  rather  than  in  dis- 
ease of  the  organ,  there  will  result  symptoms 
of  distress. 

The  patient  has  come  to  the  doctor  for 
assurance.  As  seen  from  the  above,  he  has 
received  it.  He  has  been  prepared  for  a 
recognition  of  the  fact  that  his  complaints 
are  genuine,  that  his  suffering  is  understood 
and  accepted,  and  that  there  can  be  emo- 
tional factors  which  so  disrupt  normal  phy- 
siological function  as  to  account  for  his 
incapacity.  To  help  the  patient  feel  more 
convinced,  one  can  utilize  the  example  of  a 
sudden  fright  with  its  normal  physiological 
results  and  sensations  experienced  by  the 
individual.  Everyone  has  had  such  experi- 
ences and  recognized  cause  and  effect,  with 
no  further  thought  given  to  it.  When  the 
patient  sees  fright  as  a sudden,  strong  emo- 
tional stimulus  which  provokes  an  acute  ten- 
sion state,  he  may  be  better  able  to  appre- 
ciate how  weaker  and  less  emotional  re- 
actions may  gradually  build  up  a tension 
state  which  finally  is  comparable,  in  its  end 
results,  to  fright. 

Many  patients  can  receive  the  help  they 


need  just  through  such  recognition  of  cause 
and  effect  plus  some  mild  tension-easing 
medication  over  a short  period  of  time  to 
help  them  over  the  initial  hump.  The  oppor- 
tunity to  express  their  feelings  over  some 
specific  situational  conflict  to  a person  in 
whom  they  can  place  their  confidence  and 
who  does  not  blame  them,  is  of  no  little  im- 
portance in  their  progress.  One  should  plan 
to  see  these  people  at  regular  intervals  for 
15  minute  sessions  to  permit  them  to  relate 
their  progress,  ask  questions  they  may  wish 
clarified  and  to  air  out  pent-up  feelings  that 
developed  in  the  interim.  This  is  also  indi 
cated  to  enable  the  physician  gradually  to 
remove  the  crutch  offered  the  patient  in  the 
form  of  medication  at  the  beginning. 

Where  the  above  plan  does  not  suffice,  and 
the  physician  feels  more  specialized  help  is 
needed,  he  is  then  in  a much  better  position 
for  successful  psychiatric  referral.  He  has 
the  patient  thinking  in  terms  of  emotional 
factors.  He  can  then  indicate  that  there  ap- 
parently are  factors  of  an  emotional  nature 
beyond  his  capacity  to  fathom,  that  he  has 
helped  the  patient  to  the  extent  of  his  ability 
in  that  specialized  field,  and  he  would  like 
to  have  the  patient  see  a psychiatrist,  who 
is  a specialist  in  that  branch  of  medicine,  for 
further  evaluation. 

In  the  same  fashion  should  one  approach 
the  problem  of  the  patient  who  has  some 
actual  organic  pathology,  but  whose  re- 
action is  far  beyond  that  which  we  have 
learned  to  expect.  Again,  one  would  look 
for  emotional  tensions  in  order  to  indicate 
to  the  patient  that  the  existence  of  such  will 
accentuate  symptoms  of  organic  pathology. 
The  greater  the  amount  of  attention  focused 
on  one’s  self,  the  greater  the  pain  and  dis- 
comfort. 

Objections  that  might  be  raised  by  the 
patient  should  be  anticipated.  “Do  you  think 
I’m  crazy,  Doctor?”  This  calls  for  further 
reassurance  and  an  explanation  of  the  place 
of  psychiatry  in  medicine,  with  the  role  of 
community  psychiatry  today  in  the  treat- 
ment of  emotional  disturbances  rather  than 
mental  illness.  Emotional  maladjustment 
may  be  considered  as  resulting  from  poor 
habits  of  thinking  and  feeling.  Psychiatry 
is  concerned  with  helping  the  patient  modify 
such  attitudes.  It  may  well  be  regarded  as 
a re-education  in  the  art  of  living,  to  pre- 
pare one  better  to  face  the  daily  stresses  of 
every  day  life. 

Many  individuals  have  erroneous  ideas  as 
to  the  expense  involved  and  the  length  of 
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time  required.  Although  it  is  true  that  some 
conditions  may  call  for  lengthy  treatment 
and  consequent  larger  financial  outlay,  the 
majority  of  patients  with  neuroses  will  re- 
spond to  brief  psychotherapy.  They  will  re- 
spond with  relief  of  distress  to  the  point 
where  they  can  continue  to  function  more 
efficiently  and  happily  in  their  daily  lives. 
And  the  cost  of  such  treatment  for  the  ma- 
jority, spread  out  over  a period  of  time, 
would  be  much  less  than  that  involved  in  a 
major,  uncomplicated,  surgical  procedure 
and  its  attendant  hospitalization  and  loss  of 
time  from  work.  In  fact  many  will  find  the 
cost  less  than  that  of  a so-called  minor  surgi- 
cal procedure,  or  the  cost  of  recovery  from 
a pneumonia  requiring  hospital  care. 

Another  element  of  resistance  is  found 
in  the  feeling  by  many  that  to  seek  psychia- 
tric help  is  an  admission  of  weakness.  They 
should  be  able  to  solve  their  own  problems. 
It  is  a reflection  on  their  “will-power.”  These 
individuals  must  be  helped  to  see  that  emo- 
tional disturbance  and  tension  is  as  much  a 
disease  or  illness  as  pneumonia,  appendicitis, 
etc.  Each  of  these  conditions  requires  special 
knowledge  and  treatment  techniques  which 
they,  the  patients,  do  not  possess.  They 
should  no  more  expect  to  overcome  their 
emotional  illness  without  help  than  they 
would  their  physical  ailments  for  which  they 
seek  medical  aid. 


SUMMARY 

1.  Difficulties  that  arise  in  efforts  to  refer 
patients  for  psychiatric  help  stem  from 
attitudes  of  the  patient,  the  doctor,  or  both. 
The  doctor  depends  for  his  own  attitude 
upon  his  understanding  of  what  is  involved 
in  the  psychiatric  approach  and  that  goes 
back  to  the  previous  inadequancy  of  instruc- 
tion in  the  medical  school  curriculum  and  to 
the  language  of  their  own  and  generalities 
in  which  psychiatrists  have  heretofore  in- 
dulged. Both  of  these  are  being  corrected. 

2.  The  patient  who  presents  the  greatest 
problem  in  this  regard  is  the  one  whose 
neurosis  is  expressed  through  disturbance 
in  physical  functioning. 

3.  To  prepare  such  an  individual  for  pos- 
sible eventual  referral,  the  physician  must 
help  develop  a feeling  of  confidence  in  him- 
self by  the  patient,  through  revealing  to  the 
patient  an  appreciation  of  his  suffering  and 
a healthy  respect  for  it.  Instituting  a super- 
ficial psychiatric  approach  himself,  and 
helping  the  patient  see  the  emotional  basis 
for  disturbance  in  organ  function,  will  en- 
able the  patient  to  accept  more  readily  sub- 
sequent referral  to  a specialist  if  needed. 

4.  Anticipate  the  patient’s  objections  to 
psychiatric  attention  and  be  prepared  to 
handle  such  objections  directly,  sincerely 
and  truthfully. 


MEET  OUR  CONTRIBUTORS 


II.  L.  Puclcett,  M.D.,  Stillwater,  has  an  article  on 
“Emergency  Treatment  of  Severe  Head  Injuries”  in 
this  issue  of  the  Journal.  Doctor  Puckett,  who  has 
practiced  in  Stillwater  approximately  15  years,  was 
graduated  from  the  University  of  Michigan  in  1931. 
He  served  a rotating  internship  in  Boston  and  a gen- 
eral surgical  residency  in  Boston  and  Newport,  Rhode 
Island.  He  has  been  certified  by  the  Board  of  General 
Surgery,  and  is  a Fellow  of  the  International  College  of 
Surgeons.  During  World  War  II  he  was  in  the  service 
42  months,  21  months  of  that  time  having  been  spent 
overseas. 

Pay  n.  Lindsey,  21. D.,  Pauls  Valley,  wrote  the  paper, 
‘ ‘ The  Preceptor  Plan  ’ ’ in  the  current  issue  of  the 
Journal.  Doctor  Lindsey  was  graduated  from  North- 
western University  in  1930  and  served  his  internship 
and  residency  at  the  Scott  and  White  Hospital,  Temple, 
Texas.  He  has  been  certified  by  the  American  Board  of 
Surgeons  and  is  a fellow  of  the  American  and  Inter- 
national College  of  Surgeons.  He  is  also  a member  of 
Southwestern  Surgical  Congress.  Doctor  Lindsay,  who 


has  practiced  in  Pauls  Valley  20  years,  was  in  the 
service  42  months  in  World  War  II.  At  the  time  he  was 
released  from  service  after  30  months  overseas,  he  was 
a It.  col. 

Harold  J.  Binder,  21. D.,  Oklahoma  City,  is  the 
author  of  “Helping  Your  Patient  Accept  Psychiatric 
Referral.  ’ ’ Doctor  Binder,  whose  specialty  is  psychiatry, 
was  graduated  from  Tufts  Medical  School  in  1935.  He 
interned  at  Holyoke  Hospital,  Mass.,  and  served  psy- 
chiatric residences  in  Maryland,  Connecticut  and  New 
York.  Doctor  Binder,  a captain  when  released  from 
service,  was  in  the  army  36  month  in  World  War  II. 
He  has  been  certified  by  the  American  Board  of  Psy- 
chiatry and  Neurology. 

Leonard  L.  Eishner,  21. D.,  Tulsa,  has  an  article  on 
“Some  Current  Thinking  on  Infantile  Colic”  in  the 
August  Journal.  Doctor  Kishner  was  graduated  from 
Marquette  University  in  1946.  He  served  his  internship 
and  pediatric  residency  at  Michael  Reese  Hospital, 
Chicago. 
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THE  PRECEPTOR  PLAN* 


Ray  H.  Lindsay,  M.D. 
PAULS  VALLEY,  OKLAHOMA 


My  interest  in  the  preceptor  plan  of  in- 
struction came  primarily  because  I served 
such  an  apprenticeship  under  my  father.  In 
remembering  those  times,  I recall  the  vast 
amount  of  instruction  I received  while  seeing 
patients  with  him  and  his  unbounded  pa- 
tience to  ease  me  over  the  harder  ruts  in  the 
road.  This  experience  led  to  the  editorial 
published  in  the  Oklahoma  State  Journal 
suggesting  such  a plan  of  training.  I did  not 
realize  such  a plan  was  under  consideration 
— nor  did  I hope  to  participate  in  it.  My 
luck  was  good  and  this  paper  is  to  bring 
you  a report  of  stewardship  if  you  will  allow 
me  to  define  steward  as  a fiscal  agent. 

The  desire  to  teach  is,  I presume,  strong 
in  all  of  us.  This  small  voyage  as  teacher 
on  your  faculty  has  been  a happy  and  full 
and  fruitful  one.  The  senior  students  I have 
had  have  been  hard  workers,  conscientious 
in  the  duties  delegated  to  them,  willing,  and 
without  exception,  an  inspiration  to  the 
entire  staff. 

The  value  of  preceptor  training  rests 
principally  in  the  contact  the  student  has 
with  the  patient — his  first  contact  on  level 
footing  as  a doctor.  He  learns  to  know  indi- 
vidual patients  and  their  families  often 
through  the  entire  course  of  an  illness. 
Those  problems  peculiar  to  small  town  prac- 
tice are  with  him  constantly.  He  learns,  by 
practice,  the  greatest  lesson  in  public  rela- 
tions in  modern  medicine — to  be  interested 
in  the  problems  of  the  sick — to  be  a good 
listener.  He  learns  before  his  internship  the 
arrangement  and  conduct  of  an  office,  the 
problems  of  a busy  waiting  room,  how  office 
appointments  are  arranged,  and  financial 
arrangements  with  the  patient. 

He  has  ample  opportunity  to  discuss  rele- 
vant points  in  the  history,  correlation  of 
physical  findings  and  history  and  most  im- 
portant— what  is  to  be  done.  Treatment  is 
discussed  and  the  effect  of  drugs  used  or 
other  therapy  observed  on  return  visits.  In 
the  surgical  field,  one  part  of  the  training 
is  an  explanation  of  why  surgery  is  advised, 
what  is  planned  and  what  is  to  be  expected. 
Also  it  gives  us  opportunity  to  explain  why 

*Presented  before  the  Oklahoma  City  Academy  of  Medicine 
March  3,  1952.  Publication  authorized  by  the  Academy. 


in  certain  conditions  and  under  certain  cir- 
cumstances surgery  is  not  recommended.  I 
want  the  students  to  realize  early  in  their 
experience  that  a diagnosis  is  not  always 
possible,  that  the  finding  of  an  asympto- 
matic fibroid  of  the  uterus  is  not  a demand 
for  a hospital  bed,  that  cholecystectomy  is 
not  a cure  all  for  dyspepsia.  It  is  hoped  by 
their  contact  with  patients,  they  can  gain 
insight  into  the  great  number  of  problems 
that  patients  bring  to  the  doctor  for  which 
no  specific  therapy  is  possible. 

In  the  hospital,  the  student  takes  care  of 
minor  emergencies  and  is  delegated  some 
responsibility  in  the  care  of  in-patients.  His 
time  is  not  taken  up  by  histories  or  routine 
laboratory  work  but  by  observation  with 
members  of  the  staff.  Surgical  procedures 
are  discussed  preoperatively  and  the  student 
is  usually  second  assistant,  sometimes  first 
assistant  on  minor  procedures.  Postoperative 
care  is  not  delegated  to  him  but  he  helps  and 
observes  all  postoperative  care  and  all  meas- 
ures carried  out  are  subject  to  full  dis- 
cussion. 

The  student  learns  something  of  the  finan- 
cial problems  of  patients,  problems  of  in- 
surance, some  details  of  the  business  of  an 
office,  the  cost  of  drugs  and  equipment.  He 
meets  the  banker,  druggist,  lawyer  and 
learns  early  the  big  place  he  is  to  occupy 
in  small  town  practice. 

Their  deficiencies  have  been  only  one  if 
that  can  be  called  a deficiency — they  some- 
times lack  a sense  of  correlation  of  the  vast 
amount  of  knowledge  they  have  acquired. 
Anatomy,  even  though  thoroughly  taught, 
is  largely  forgotten  by  the  time  they  reach 
their  senior  year.  We  make  every  effort  to 
stress  the  importance  of  review  of  anatomy 
and  in  a small  way,  we  conduct  the  review, 
hoping  they  may  be  well  prepared  before 
the  desperate  need  arises  in  their  own  early 
surgical  experience. 

Students  come  down  to  us  with  a wealth 
of  knowledge  about  abnormal  cardiograms, 
drug  dosages,  salt  reduction  diets  but  no 
one  has  correlated  this  knowledge  for  him 
into  a good  rational  method  of  handling  a 
patient  in  congestive  heart  failure. 

Every  effort  is  made  to  encourage  the 
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student  to  think  in  this  most  important 
formative  year.  We  do  not  encourage  “pat” 
ideas  in  the  changing  picture  of  modern 
medicine.  There  is  yet  no  procedure  or  drug 
that  is  a cure  all  for  peptic  ulcer;  radio- 
active iodine  and  thiouracil  have  not  solved 
the  problem  of  goitre  and  all  women  with 
female  trouble  do  not  need  surgery. 

There  has  been  some  criticism,  I know, 
that  a student  should  be  assigned  to  a sur- 
geon for  preceptorship.  I need  not  answer 
this  criticism  because  in  my  own  mind  I am 
first  a doctor.  Since  I am  a very  small  sur- 
geon I don’t  dilute  their  good  teaching 
much. 

The  students  can  tell  of  the  wonderful 
clinics  they  have  seen,  gastric  resections, 
radical  breast  amputations,  pan  hyterec- 
tomies,  but  they  lack  an  appreciation  and 
understanding  of  the  multitude  of  little  sur- 
gical procedures.  The  pathologic  differences 
of  boils,  carbuncles,  cellulitis  and  lymphan- 
gitis have  either  not  been  emphasized  or, 
like  anatomy,  forgotten.  We  try  to  fill  this 
gap  in  the  preceptorship  because  it’s  bread 
and  butter  surgery. 


One  suggestion  for  the  curriculum  of  the 
senior  year  would  be  a sound  film  with  one 
of  your  excellent  clinicians  as  monitor  on  the 
subject  of  history  taking.  This  would  be  of 
great  value  to  the  student  going  on  an  in- 
ternship and  in  the  correlation  or  summary 
of  facts  of  the  history,  a summary  as  only 
Bill  Rucks  can  compose. 

Professors  in  modern  medical  schools  are 
not  close  enough  to  the  students.  They  re- 
spond wonderfully  if  you  take  time  to 
unbend.  They  want  to  feel  they  have  entered 
on  the  ground  floor  of  the  castle  and  any 
veil  you  can  lift  from  the  mystery  and 
magic  of  medicine  will  reward  your  school 
with  better  and  more  human  doctors. 

If  anything  is  really  taught  in  the  pre- 
ceptorship at  home,  I suppose  we  could  list : 

Work — for  we  have  a duty  and  obligation 
to  the  sick. 

Study — for  such  is  the  foundation  of 
progress  in  modern  medicine. 

Humility — that  through  life  these  things 
credited  to  us  as  doctors  are  not  ours  alone 
— we  are  not  and  can  never  be  unto  our- 
selves sufficient. 


BOOK  REVIEWS 


THE  PHYSICIAN  AS  MAN  OF  LETTERS  SCIENCE 

AND  ACTION.  Thomas  Kirkpatrick  Monro,  M.A., 

M.D.,  LL.D.  Second  Edition,  Baltimore,  The  Williams 

and  Wilkins  Company,  1951.  Price  $4.50. 

The  mere  title  of  this  little  volume  will  interest  and 
stimulate  every  true  physician  who  has  the  good  fortune 
to  see  it.  These  words  from  the  preface  to  the  first 
edition  should  arouse  eager  interest  in  the  second  revised 
and  enlarged  edition: 

“For  many  years  I have  been  a collector  of  data 
relative  to  medical  men  who  distinguished  themselves 
in  other  ways  than  in  the  practice  of  medicine.  ’ ’ 

What  an  unpaid  debt  of  gratitude  we  owe  to  those 
who  delve  into  the  past  for  buried  treasure  in  order  that 
we  might  be  informed,  inspired  and  improved. 

All  who  have  read  Lord  Moynihan ’s  charming  little 
book  entitled,  Truants,  The  Story  of  Some  Who  Deserted 
Medicine  Yet  Triumphed,  will  want  to  read  this  in- 
triguing volume  by  the  Emeritus  Professor  of  Medicine 
at  the  University  of  Glasgow. 

To  whet  your  appetite,  consider  this  from  Lord 
Moynihan : 

“A  scientific  training  is  useful,  not  only  in  the  work 
of  an  arduous  and  scientific  profession,  but  in  all  other 
callings  into  which  by  accident  or  deliberate  intention 
a man  may  chance  to  wander.  It  has  always  been  one 
of  the  salient  characteristics  of  medical  men  in  all 
countries,  and  at  all  times,  that  they  have  ardently 
followed  other  pursuits  than  that  of  their  own  profes- 
sion, and  have  indulged  in  other  forms  of  culture.  ’ ’ 
Monro  adds  many  names  to  Moynihan ’s  list. — Lewis 
J.  Moorman,  M.D. 


TEXTBOOK  OF  REFRACTION.  Edwin  Forbes  Tait, 

M.D.,  Ph.D.  418  pp.  illus.  W.  B.  Saunders  Company, 

Philadelphia,  1951. 

This  book  was  written  primarily  for  graduate  students 
in  ophthalmology,  physicians  who  do  some  refractions 
and  who  are  anxious  to  further  their  knowledge,  and 
any  others  who  are  concerned  in  any  way  with  vision 
or  ocular  efficiency.  It  is  without  doubt  the  most  practi- 
cal book  that  I have  ever  read  on  the  subject  of  re- 
fraction and  neuromuscular  anomalies  of  the  eye. 

There  is  a conspicuous  absence  of  geometrical  optics 
and  it  is  devoid  of  impractical  theories,  but  it  does  pre- 
sent a sound  scientific  basis  for  the  corrective  methods 
recommended.  These  methods  are  explained  in  such  a 
way  that  the  physician  may  understand  them  clearly 
and  may  see  what  to  do  and  how  to  do  it.  The  section 
on  correlation  of  results  is  most  helpful.  It  enables  one 
to  learn  and  to  correlate  results  of  examinations  in  a 
logical  order,  analyze  them,  and  determine  the  best 
program  of  correction. 

The  material  on  the  diagnosis  and  management  of 
subnormal  vision  is  excellent.  There  are  included  many 
new  concepts  such  as  multiple  pinhole  spectacles,  theory 
and  practice  of  cross-cylinders  refraction  and  chapters 
on  skiametry,  heterophoria  and  heterotrophia.  he  chap- 
ters on  refraction  and  muscle  anomalies  in  children 
should  be  of  interest  to  pediatricians  as  well  as  to  those 
interested  in  the  eye  only.  Neurologists  should  find  the 
chapter  on  small  stimulus-response  mechanism  most  in- 
teresting.— Ben  F.  Gorrell,  M.D. 
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EMERGENCY  TREATMENT  OF  SEVERE  HEAD  INJURIES 


Howard  Louis  Puckett,  M.D. 

STILLWATER,  OKLAHOMA 


In  this  age  of  trauma  there  are  not  enough 
neurosurgeons  to  care  for  all  severe  head 
injuries.  This  is  particularly  true  in  the  less 
densely  populated  areas  where  the  neuro- 
surgeons are  few  and  far  between,  and  the 
speed  of  automobiles  is  increased  to  such  an 
extent  that  each  accident  is  almost  certain 
to  produce  at  least  one  severe  head  injury. 

As  a consequence  many  general  surgeons 
have  been  canfronted  with  grave  neurologi- 
cal problems  which,  a generation  ago,  they 
would  not  have  had  to  solve.  It  is  unfor- 
tunate that  many  approach  this  unavoidable 
responsibility  with  timidity  because  of  the 
confusion  created  by  conflicting  methods  of 
treatment  not  only  reported  in  the  litera- 
ture, but  also  taught  at  various  medical 
schools.1'2'3'4'5-7'8  Nevertheless  the  funda- 
mentals are  the  same  everywhere.  It  is 
because  of  the  misplaced  emphasis  on  some 
minor  detail  of  particular  interest  only  to 
the  authority,  that  the  fundamentals  are 
lost  to  the  general  surgeon. 

It  is  not  the  purpose  of  this  paper  to  re- 
place or  improve  the  literature  and  teaching 
of  the  neurosurgeons,  but  instead  to  present 
the  problems  and  opinions  of  a general  sur- 
geon in  the  treatment  of  compound  fractures 
of  the  skull. 

While  in  the  Medical  Corps  of  the  United 
States  Navy,  89  cases  with  severe  injuries 
to  the  head  were  reported9  with  a mortality 
of  10  per  cent.  After  leaving  the  Navy,  simi- 
lar cases  treated  in  the  same  manner  have 
not  increased  the  mortality  rate.  Since  this 
death  rate  is  about  the  same  as  reported  by 
neurosurgeons,  the  basic  treatment  used  is 
evidently  about  right.  This  treatment  is  to 
be  discussed  particularly  in  regard  to  the 
problems  of  shock,  hemorrhage,  diagnosis, 
increased  intracranial  pressure,  dehydration, 
spinal  puncture,  debridement,  and  trephine. 

The  first  complication  of  compound  frac- 
ture of  the  skull  is  the  surgical  shock  of  the 
patient.  But  the  treatment  of  this  complica- 
tion is  not  dramatic  enough  to  satisfy  most 
relatives,  whose  interference  undoubtedly 
adds  to  the  depth  of  the  shock,  and  thereby 

^Presented  at  the  1951  Annual  Meeting  of  the  Oklahoma 
State  Medical  Association. 


to  the  high  mortality  from  this  condition. 
Therapy  of  shock  must  be  prompt  and  can- 
not wait  while  the  relatives  weep  over  the 
patient  (Fig.  1),  or  for  the  arrival  of  a 
neurosurgeon,  or  for  the  transfer  to  a more 
favorable  environment. 

Where  there  is  a compound  fracture  with 
loss  of  blood  and  cerebrospinal  fluid,  whole 
blood  transfusions  are  given.  Dried  plasma 
alone  dissolved  in  half  the  usual  amount  of 
water  can  be  used  in  any  case  with  advant- 
age. Oxygen  is  given  for  respiratory  em- 
barrassment and  cyanosis.  Mucus  accumula- 
tions in  the  throat  are  sucked  out  for  the 
same  reason.  Where  sedation  is  required, 
paraldehyde  by  rectum  is  the  drug  of  choice. 
This  drug  has  no  tendency  to  produce  toxic 
anoxia  of  the  cerebrum,  as  do  morphine  and 
the  barbiturates. 

With  the  exception  of  the  sedation  and 
the  problem  of  fluid  metabolism,  the  shock 
that  accompanies  severe  head  injuries  is 
analogous,  as  far  as  treatment  is  concerned, 
to  that  accompanying  injury  to  any  other 
part  of  the  body.  The  mortality  rate  is  ex- 
cessive during  this  stage  of  treatment,  but 
it  can  be  lowered  by  immediate  attention  to 
the  shock  alone.  A thorough  examination, 
operation,  or  transfer  of  the  patient  by  am- 
bulance to  a neurosurgeon  is  to  be  post- 


Fig.  1.  Interference  of  Relatives 
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poned. 

After  the  shock  is  successfully  combated, 
diagnosis,  as  a rule,  is  no  more  difficult  than 
it  would  be  for  a severe  injury  in  any  other 
part  of  the  body.  The  first  question  to  be 
answered  is  whether  or  not  this  wound  is 
compound. 

Most  perforations  of  the  skull  are  obvious, 
but  others  may  require  a meticulous  exami- 
nation to  discover.  A small  scalp  wound 
with  a hematoma  may  hide  an  extensive 
defect  in  the  skull  with  bone  fragments 
peppered  into  the  cortex;  while  on  the  other 
hand,  a massive  laceration  of  the  scalp  may 
be  present  without  any  skull  fracture.  Frac- 
tures opening  into  the  nasal  cavity  are  often 
overlooked  until  an  overwhelming  meningitis 
develops.  The  examination,  of  necessity,  must 
be  thorough. 

A patient  presenting  a large  hole  through 
the  scalp  and  skull  may  require  further  ex- 
amination to  explain  the  origin  of  the 
hemorrhage,  unconsciousness,  or  paralysis. 

Pressure  symptoms  that  develop  during 
the  first  day  are  from  hemorrhage.  After 
that  time,  the  edema  of  the  brain  tissue  is 
usually  at  fault.  The  degree  of  unconscious- 
ness is  dependent  not  on  the  amount,  but 
on  the  site  of  the  hemorrhage  or  injury.  A 


Fig.  2.  Comminuted  fracture  of  temporal  area  with 
hemorrhage  from  the  middle  meningeal  artery  with  facial 
paralysis  and  dilated  pupil  on  the  same  side. 


penetrating  wound  of  the  cerebellum  pro- 
duces prolonged  unconsciousness,  while  a 
large  defect  in  the  frontal  or  parietal  lobes 
may  leave  the  patient  completely  conscious. 
Consequently  a patient  may  be  as  severely 
injured  and  remain  conscious,  as  one  who 
remains  unconscious.  The  focal  signs  such 
as  hemiplegia,  aphasia,  and  fixed  dilated 
pupil,  also  depend  on  the  location  of  the 
actual  brain  damage  (Fig.  2).  In  other 
words,  the  extent  of  the  injury  to  the  brain 
substance  itself  does  not  necessarily  parallel 
the  symptoms. 

A patient  with  a hole  one  half  inch  wide 
and  an  inch  deep  in  his  frontal  lobe  may 
sit  up  and  show  no  neurological  symptoms, 
while  another  with  no  visible  evidence  of 
brain  damage  may  be  unconscious,  hemi- 
plegic, and  be  in  severe  shock.  Where  the 
skull  defect  is  large  through  which  the  blood 
and  macerated  brain  tissue  can  drain,  de- 
compression is  often  spontaneous,  the  pa- 
tient remains  conscious,  revealing  few  peri- 
pheral signs  of  cerebral  damage. 

But  severe  focal  signs  with  marked  dis- 
turbance in  body  temperature  and  respira- 
tory rate  indicate  a grave  prognosis.  These 
grave  prognostic  signs  are  not  usually  found 
where  there  is  adequate  spontaneous  decom- 
pression, or  judicious  use  of  spinal  punc- 
ture, dehydration,  and  trephine.  Since  the 
patient  is  improved  by  dehydration  and 
decompression,  whether  this  occurs  through 
an  open  wound  as  a result  of  injury,  or 
whether  instituted  as  treatment,  the  sooner 
the  procedure  can  be  accomplished,  the  more 
likely  the  patient  is  to  recover. 

Where  the  wound  is  open  and  the  focal 
signs  increased  in  severity,  removal  of  blood 
clots  and  detritus  by  gentle  irrigation  with 
physiological  saline  will  often  relieve  the 
situation,  allowing  consciousness,  and  the 
body  temperature,  and  respiration  to  return 
to  normal.  Since  the  irrigation  may  have  to 
be  repeated  for  hours,  a 1000  cc.  flask  of 
saline  is  set  up  in  the  same  manner  as  for 
an  intravenous  injection,  except  that  the 
glass  tip  of  an  eye  dropper  is  substituted 
for  the  needle  and  is  used  as  a nozzle.  This 
irrigation  not  only  removes  blood  clots  and 
damaged  brain  tissue,  but  potentially  in- 
fected foreign  material.  Debridement  is 
avoided  except  where  the  decompression  is 
facilitated  by  it,  or  where  the  tissue  is 
obviously  devitalized.10 

When  the  opening  in  the  skull  is  small, 
adequate  exposure  of  the  underlying  tissue 
is  obtained  by  rougeuring  the  edges.  Bleed- 
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ing  vessels  are  tied  off  with  silk  or  cotton 
sutures,  bone  fragments  within  the  cortex 
are  extracted,  and  tears  in  the  sinus  are 
sutured.  If  the  laceration  in  the  sinus  or 
dura  cannot  be  approximated,  the  space  is 
covered  with  a muscle  bridge  (Fig.  3). 

To  minimize  infection,  the  lesion  is  sprink- 
led with  dry  penicillin,  except  over  the  motor 
areas,  where  it  is  likely  to  cause  a convul- 
sion, and  the  drug  is  also  given  in  liberal 
doses  intramuscularly  every  three  hours. 

Subdural  hemorrhage  should  be  suspected 
when  there  is  no  response  to  the  dehydra- 
tion, and  when  neurological  signs  develop. 
However,  the  same  signs  and  symptoms  may 
develop  with  extradural  hemorrhage.  The 
classic  syndrome  of  unconsciousness  fol- 
lowed by  a lucid  interval  and  then  coma, 
occurs  only  in  the  minority  of  extradural 
hemorrhages.  Increasing  signs  and  symp- 
toms that  do  not  respond  to  good  conserva- 
tive treatment  require  immediate  explora- 
tory bilateral  burr  holes  to  find  and  stop 
either  subdural  or  extradural  hemorrhage. 

Any  factor  that  increases  the  intracranial 
pressure  should  be  carefully  studied  and 
eliminated,  providing  the  procedure  is 
feasible. 

The  following  case  will  illustrate  what 
can  be  accomplished  by  conservative  treat- 
ment : 

A six  year  old  girl  was  admitted  to  the 
hospital  in  an  unconscious  state.  According 
to  witnesses,  the  patient  was  struck  by  a 
train  while  crossing  a railroad  track  in  an 
automobile.  Her  uncle,  grandfather,  and 
father  were  involved  in  the  same  accident. 
Her  father  was  dying  from  a crushed  skull, 
her  grandfather  died  instantly  from  mul- 
tiple wounds,  and  her  uncle  was  dazed — 
bleeding  from  the  face  and  nose,  unable  to 
relate  anything  concerning  his  injury.  The 
child  cried  out  during  her  examination,  but 
would  not  respond  to  questions. 

Physical  examination  revealed  multiple 
lacerations  on  the  forehead  and  face.  Bloody 
fluid  was  draining  from  both  nostrils.  A 
hematoma  was  forming  about  the  right  eye 
and  was  producing  an  exophthalmos  and 
hemorrhage  through  the  conjunctiva.  The 
right  pupil  was  larger  than  the  left,  but  both 
reacted  to  light.  The  ears  were  intact.  Con- 
siderable blood  was  noted  in  the  naso- 
pharynx. The  temperature  was  100.6  F.  The 
pulse  was  126,  weak,  and  irregular,  and  the 
respiratory  rate  was  34.  The  systolic  blood 
pressure  was  104,  and  diastolic  was  64.  The 


Fig.  3.  Chief  aids  in  the  treatment  of  severe  head 


injuries. 


Fig.  4.  Fracture,  into  orbit  and  nares,  exophthalmos, 
hemorrhage,  laceration  of  forehead,  dilated  pupil — 
shown  by  transillumination  of  sketch. 
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neck  and  thorax  were  not  remarkable.  The 
abdomen  was  slightly  distended.  The  right 
elbow  was  swollen,  and  deformed,  and  ab- 
normal in  mobility.  The  deep  and  superficial 
reflexes  were  physiological,  except  that  on 
stroking  the  right  foot  considerable  fanning 
of  the  toes  occurred  (Fig.  4). 

Dried  plasma,  which  ordinarily  was  di- 
luted to  500  cc.  with  sterile  water,  was  di- 
luted to  only  250  cc.  and  was  given  intra- 
venously. Ten  thousand  units  of  penincillin 
were  ordered  every  three  hours  as  prophy- 
laxis against  a meningeal  infection.  Oxygen 
was  given  as  necessary  for  cyanosis  and 
respiratory  distress.  Mucus  was  aspirated 
from  the  throat.  Paraldehyde  in  two  drachms 
doses  was  administered  by  rectum  in  olive 
oil  for  restlessness.  A test  dose  of  combined 
tetanus  gas-gangrene  anti-toxin  revealed 
marked  skin  sensitivity,  and  as  a result  the 
prophylactic  dose  was  omitted. 

Fifteen  hours  after  the  injury  the  tem- 
perature rose  to  107.6  F.  and  was  main- 
tained between  105  F.  and  108  F.  for  next 
six  days.  After  that  period,  the  temperature 
gradually  fell  to  normal  during  the  next  two 
weeks.  At  the  onset  of  the  fever  of  107.6  F. 
the  spinal  fluid  was  under  only  slight  pres- 
sure and  the  cell  count  was  741  with  99 
per  cent  polymorphonuclears.  Smear  of  the 
fluid  revealed  numerous  pneumococci,  strep- 
tocci,  staphylococci,  and  Friedlander’s  bac- 
illi. Culture  of  the  spinal  fluid  and  blood 
revealed  the  same  predominating  organisms 
in  both.  All  were  sensitive  to  penicillin  in 
dilutions  of  1 to  2500,  except  Friedlander’s 
bacilli  were  sensitive  to  one  to  1500  dilutions 
of  streptomycin. 

The  penicillin  was  increased  to  50,000 
units  every  three  hours.  Daily  transfusions 
from  old  individuals,  who  had  recovered 
from  pneumonia  or  other  severe  infections, 
were  given  in  250cc.  doses.  Extreme  tem- 
peratures above  106  F.  were  controlled  with 
immediate  ice  packs  and  cold  towels.  Daily 
spinal  punctures  were  done,  and  10  to 
20,000  units  of  penicillin  were  injected  into 
the  spinal  canal.  The  cell  count  gradually 
decreased  and  became  normal  on  the  seven- 
teenth day  of  the  injury.  The  spinal  fluid 
culture  was  normal  after  the  fifteenth  day 
— Friedlander’s  bacilli  were  the  last  to  dis- 
appear. Blood  cultures  were  negative  after 
the  tenth  day. 

When  the  temperature  returned  to  normal, 
x-rays  were  made  of  the  injured  parts.  The 
right  olecranon  was  fractured  and  displaced 
proximally.  The  skull  showed  comminuted 


fracture  of  the  base  with  extension  of  the 
fracture  lines  to  both  orbits  and  to  the  nasal 
cavity  through  the  ethmoid  area. 

Examination  of  the  eyes  at  this  time 
revealed  complete  bilateral  palsy  of  the  sixth 
nerve.  The  vision  seemed  good  in  each  eye 
and  the  eye  grounds  were  not  impaired. 
Other  cranial  nerves  were  intact.  Slight 
weakness  of  the  left  leg  was  noted  and  there 
was  fanning  of  the  toes  on  that  side  when 
the  plantar  surface  of  the  foot  was  irritated. 
Other  superficial  and  deep  reflexes  were  not 
abnormal. 

Forty-one  days  after  the  injury  the  pa- 
tient was  able  to  walk  out  of  the  hospital. 

Two  months  later  the  only  evidence  of  the 
injury  was  an  internal  strabismus  of  the 
right  eye  which  could  be  corrected  for  brief 
periods  by  covering  the  left  eye. 

The  apparent  reason  that  this  patient 
survived  the  repeated  attacks  of  extreme 
temperature  was  the  rapidity  with  which 
they  were  reduced  by  ice  packs  and  baths. 
The  infection  was  probably  overwhelmed  by 
the  temperature,  penicillin,  blood  transfu- 
sions, plasma,  amino  acids — and  the  immun- 
ity which  the  child  was  able  to  develop.  The 
presence  of  the  few  neurological  signs  was 
likely  due  to  the  site  of  the  injury  and  to 
the  spontaneous  decompression  through  the 
nasal  cavity. 

As  shown  in  this  case,  infection  is  apt  to 
follow  in  open  head  injuries,  but  with  the 
aid  of  penicillin  as  a prophylactic  agent, 
such  a severe  infection  should  occur  less 
frequently.  Even  this  one  might  have  been 
prevented  if  larger  initial  doses  had  been 
used  along  with  streptomycin  to  kill  the 
Friedlander’s  bacilli.  No  attempt  was  made 
to  treat  the  cerebrospinal  rhinorrhea,  since 
sterilization  of  the  nasal  cavity  cannot  be 
attained.  It  was  only  a sign  of  compound 
fracture  through  the  nose. 

SUMMARY 

Penicillin  applied  directly  into  an  open 
wound  in  the  skull  may  produce  convulsions, 
especially  if  the  opening  is  near  the  motor 
centers;  but  it  is  of  advantage  to  apply  the 
dried  powder  to  the  soft  tissue  outside  the 
skull  and  to  the  bone  itself.  Extensive  de- 
bridement can  be  avoided  when  such  a pro- 
cedure is  followed.  Only  the  obvious  devital- 
ized tissue  need  be  removed. 

Deep  placed  foreign  bodies  are  better  left 
in  place,  but  shattered  bone  fragments  par- 
tially imbedded  in  the  cortex  should  be 
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extracted.  Bleeding  surface  vessels  are 
ligated  with  number  60  cotton  suture  to  pre- 
vent leakage  of  cerebrospinal  fluid,  provid- 
ing the  edges  can  be  approximated  before 
edema  of  the  brain  substance  separates  the 
dural  tear  too  far. 

Increased  intracranial  pressure  should  be 
controlled.  The  method  of  choice  initially  is 
the  control  of  hydration.  Limit  the  intake 
of  fluids,  use  concentrated  plasma  and  glu- 
cose intravenously,  and  administer  mag- 
nesium sulfate  rectally.  Lumbar  puncture  is 
indicated  (Fig.  5). 

When  a patient  does  not  respond  to  this 
treatment,  or  to  spontaneous  decompression, 
an  acute  subdural  hematoma  should  be  sus- 
pected. Neurologic  signs  appear — conscious- 
ness fluctuates,  and  hemiplegia  may  develop 
(Fig.  6).  If  a fracture  line  is  seen  in  the 
x-ray  in  relation  to  one  of  the  middle 
meningeal  vessels,  or  one  of  the  large  venous 
sinuses,  and  the  patient  has  hemiplegia  or 
a dilated  fixed  pupil,  the  hemorrhage  is 
probably  extradural.  When  a patient  is  sus- 
pected of  having  either  form  of  hemorrhage, 
both  hemispheres  should  be  explored  with 
burr  holes  and  the  bleeding  stopped.  If  an 
intracortical  clot  is  found,  it  should  also  be 
evacuated.  Merely  the  enlargment  of  a com- 
pound wound  may  be  sufficient  to  find  the 
hemorrhaging  vessel,  to  relieve  the  pressure, 
arrest  the  neurologic  symptoms,  and  save 
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Fig.  6.  Worms  eye  view  of  the  cranial  nerves  and  the 
base  of  the  brain. 


the  patient. 


CONCLUSION 

It  is  the  duty  of  the  general  surgeon  to 
treat  severe  head  injuries.  The  treatment  is 
an  emergency  measure  and  cannot  wait  a 
week,  a day,  or  even  an  hour  for  the  neuro- 
surgeon, if  the  mortality  of  this  condition 
is  to  be  reduced.  Shock,  hemorrhage,  and 
increasing  intracranial  pressure  require  im- 
mediate attention  (Fig.  7).  The  more  severe 
the  case,  the  easier  the  diagnosis  and  the 
simpler  the  method  of  treatment.  The  sever- 
ity of  the  condition  emphasizes  the  signs 
and  symptoms,  and  points  to  the  shock,  the 
hemorrhage,  or  the  increased  intracranial 
pressure  (Table  1).  The  patient  is  a poor 
surgical  risk  and  requires  simple,  precise 
methods  based  on  sound  physiological  prin- 
ciples in  order  to  treat  him  successfully. 
Elaborate  examination  or  diagnostic  pro- 
cedure while  the  patient  is  in  profound 
shock  leads  to  death  (Table  2).  On  the  other 
hand,  giving  plasma  or  doing  a spinal  punc- 
ture will  not  stop  a patient  from  drowning 
in  his  own  blood  if  he  is  hemorrhaging  from 
his  nasopharynx.  Nor  will  the  treatment  of 
shock  and  hemorrhage  do  much  for  the 
patient  if  he  is  then  left  to  die  later  of  an 
increased  intracranial  pressure. 

If  the  appalling  mortality  from  severe 
head  injuries  is  to  be  reduced,  it  must  be 
done  by  the  general  surgeons  who  see  the 
cases  first,  and  therefore  have  the  best  op- 
portunity to  save  them.  The  treatment  of 
necessity  must  be  immediate,  and  carried  on 
constantly  until  the  patient  is  out  of  danger. 
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Fig.  7.  Complications  of  a severe  head  injury — shock, 
hemorrhage,  loss  of  cerebrospinal  fluid,  respiratory  dif- 
ficulty, obstruction  in  throat,  unconsciousness,  fragment 
of  bone  within  brain,  convulsion. 

TABLE  1.  COMPLICATIONS  OF 
COMPOUND  FRACTURES 

1.  Shock. 

2.  Hemorrhage. 

3.  Loss  of  cerebrospinal  fluid. 

4.  Respiratory  depression. 

a.  Injury  to  respiratory  center. 

b.  Cerebral  anoxia. 

c.  Obstruction  in  throat  and  trachea. 

5.  Perforation  of  brain. 

6.  Foreign  bodies  within  brain  substance. 

7.  Hematoma. 

8.  Edema  of  brain. 

9.  Unconsciousness. 

10.  Paralysis. 

11.  Laceration  of  blood  sinuses. 

12.  Convulsions. 

TABLE  2.  EXAMINATION  OF  PATIENT 
WITH  COMPOUND  SKULL  FRACTURE 

1.  Non-disturbing  superficial  examination 
until  shock  is  controlled. 


2.  Thorough  examination  after  shock.  Look 
for  perforation  and 

a.  Hemorrhage. 

b.  Loss  of  cerebrospinal  fluid. 

c.  Tears  in  venous  sinuses. 

d.  Bone  fragments  in  cerebrum. 

e.  Ears,  nose,  throat,  and  macerated 
scalp  for  hidden  perforations. 

3.  Neurological  examination  to  explain 

a.  Unconsciousness. 

b.  Paralysis. 

c.  Disturbance  in  body  temperature  and 
respiration. 

d.  Increased  intracranial  pressure. 

e.  Focal  signs  as 

Aphasia. 

Dilated  pupil. 

Local  muscular  spasm. 

4.  X-Ray. 

a.  A.P.,  lateral,  and  oblique,  as  indicated 
by  finding. 

5.  Record  frequently  temperature,  pulse, 
and  blood  pressure  readings. 
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METAMUCIL® 

Effective  in  Distal  Colon  Stasis 

“A  roentgenographic  evaluation  of  the  common  methods  of  therapy  . . . 
demonstrated  that  ...  a mucilloid  substance  (Metamucil)  has  been  most 
effective  in  the  most  prevalent  [type  of  colonic  stasis],  distal  colon  stasis.  . . . 
Enemas  gave  good  results  in  rectal  stasis  only.  Mineral  oil  had  very  little 
effect.  Antispasmodics  and  sedatives  had  no  efficacy. ...  It  was  found  that  the 
use  of  habit  forming  cathartics  may  be  avoided  in  most  instances.”* 


Comparative  Response  to  Common  Methods  of 
Therapy  in  Distal  Colon  Stasis 

Number  of  Hours  Residue  is  Retained 
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METAMUCIL  is  the  highly  refined  mucilloid  of  Plan- 
tago  ovata  (50%),  a seed  of  the  psyllium  group,  combined  with 
dextrose  (50%)  as  a dispersing  agent. 


*Barowsky,  H. : A Roentgenographic  Evaluation  of  the  Common  Measures  Employed  in  the 
Treatment  of  Colonic  Stasis,  Scientific  Exhibit,  National  Gastroenterological  Association, 
Chicago,  Sept.  17-22,  1951. 
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President’s  Vagi 


We  profess  great  love  for  our  profession  and  on  the  surface,  at  least,  we  appreciate 
the  unique  opportunities  it  affords,  both  in  economic  security  and  as  a way  of  life  with  an 
unusual  challenge. 

Our  obligation  to  honor  its  traditions  and  to  promote  its  welfare  is  overshadowed  only 
by  our  sacred  duty  as  citizens  of  a country  where  citizenship  is  still  priceless. 

This  election  year,  with  all  that  the  free  and  secret  ballot  implies,  should  be  a reminder 
for  all  of  us  to  rededicate  our  lives,  our  fortunes,  and  our  sacred  honor  to  the  duties  incum- 
bent upon  us  as  citizens.  Without  the  rights  and  freedoms  granted  us  by  the  Bill  of  Rights, 
our  professional  privileges  will  crumble  to  dust  before  our  very  eyes. 

We  have  too  long  excused  ourselves  on  the  lame  theory  that  our  work  is  too  important 
for  us  to  be  active  in  the  affairs  of  state.  It  is  now  incumbent  upon  us  to  accept  the  civic  re- 
sponsibility of  good  citizenship. 

The  opportunity  to  accept  this  responsibility  and  a chance  to  work  out  our  own  way  of 
life,  to  succeed  or  fail,  bequeathed  us  by  our  fathers  is  far  too  precious  to  be  forfeited.  It 
must  be  passed  on  to  our  sons. 

If  we  cannot  say  with  Patrick  Henry,  “I  know  not  what  course  others  may  take,  but  as 
for  me  give  me  liberty  or'  give  me  death,”  then  we  may  as  well  pull  up  stakes  and  give  the 
country  back  to  the  Indians  and  move  in  with  the  Commies. 


President 


response  in  rheumatic  fever 


Does  cortisone  influence  the  heart 
lesions  of  rheumatic  fever? 


Early  cortisone  administration  sup- 
presses and  in  some  cases  may  even 
prevent  serious  cardiac  damage. 


What  effect  does  cortisone  have  on 
acute  rheumatic  fever? 


Often  within  24  hours  after  cortisone 
therapy,  the  severely  ill,  toxic  patient 
appears  alert  and  comfortable;  and 
within  one  to  four  days,  temperature 
drops  to  normal,  appetite  increases, 
and  polyarthritis  subsides. 


Cortisone 
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Message  From  The  Dean,  School  Of  Medicine 

As  Dean  Mark  Everett  is  away  on  a two  months  Naval  Reserve  Training  Cruise  as  a representative  of  the 
University  of  Oklahoma  and  a guest  of  the  Navy,  this  month’s  space  is  turned  over  to  Miss  Lila  Heck  who  will 
tell  our  readers  of  the  services  available  through  the  Medical  School  Library. 


THE  MEDICAL  LIBRARY 
Lila  E.  Heck,  Librarian 

The  library  of  the  University  of  Oklahoma  School  of 
Medicine  is  at  last  settled  in  its  quarters  in  the  new 
wing  of  the  Medical  School.  It ’s  now  the  showplace  of 
the  school. 

Physical  facilities 

The  new  library  occupies  nearly  four  times  the  floor 
space  of  the  old.  The  reading  room  is  almost  as  large 
as  the  former  main  floor  floor-space.  It  is  beautifully 
light  and  airy  with  windows  on  three  sides.  A plate 
glass  partition  to  minimize  noise  and  yet  permit  some 
supervision  from  the  charging  desk,  separates  it  from 
the  stock,  circulation  and  reference  areas.  The  enlarged 
space  has  permitted  more  convenient  arrangement  of 
material.  Periodicals  for  the  past  four  years  will  be 
found  with  the  current  volumes  in  easy  reach  in  the 
reading  room. 

The  main  floor  stacks  contain  all  books  in  the  library 
published  since  1930  and  there  is  room  for  new  books 
as  they  are  received. 

The  reference  center  is  between  the  charging  desk  and 
the  reading  room.  This  area  contains  all  the  volumes  of 
the  Index  Medious  and  the  current  numbers  of  the 
Excerpta  Hedica  and  other  abstracting  and  indexing 
services.  Older  volumes  are  on  nearby  shelves.  Also 
shelved  in  this  area  are  the  U.  S.  Surgeon- general’s 
Index,  the  various  loose-leaf  sets  and  the  directories, 

Who’s  Who  in  America,  etc. 

• 

A small  browsing  room  on  the  main  floor  contains 
biography,  history  of  medicine,  and  more  or  less  popular 
books  in  all  fields.  There  is  good  lighting  and  there  are 
comfortable  chairs  for  leisure  time  reading.  It  is  hoped 
that  in  the  future  more  students  will  avail  themselves 
of  this  opportunity  to  relax  and  at  the  same  time  gain 
an  insight  into  the  history  of  their  profession.  It  is  only 
as  we  know  the  past  that  we  can  interpret  the  present. 

Downstairs,  there  are  stacks  for  the  older  volumes 
of  periodicals  and  for  the  books  published  before  1932. 
Also,  in  these  stack  rooms,  there  are  carrells  (study 
cubicles)  for  the  convenience  of  those  who  wish  to  work 
there. 

Books  and  Periodicals 

All  these  physical  facilities  would  be  worthless,  how- 
ever, without  books  and  periodicals.  The  library  now 
receives  regularly  about  800  periodicals.  A number  of 
these  were  added  from  funds  from  the  special  appropria- 
tion for  Cancer  and  Heart  Research.  Chiefly  through 
gifts,  the  library  has  been  able  to  fill  many  gaps  in  the 
periodical  files. 

The  library  has  a complete  back  file  of  and  is  re- 
ceiving Excerpta  Medica,  the  most  complete  abstract 
periodical  for  clinical  medicine.  It  is  published  monthly 
and  is  in  15  broad  subject  divisions.  A fair  percent  of 
the  books  published  each  year  have  been  purchased  and 
theiJe  is  a -definite  effort  to  have  a- representative  collec- 


tion of  books  in  all  fields.  However,  a limited  budget 
sometimes  curtails  the  purchase  of  books  which  should 
be  in  the  library,  and  second  copies  are  never  purchased. 

The  library  is  proud  of  its  small  collection  of  “treas- 
ure’’ books — books  published  prior  to  1850.  These  gifts 
to  the  library  supply  background  material  in  many 
fields.  Among  these  are  such  varied  titles  as  Wistar’s 
System  of  Anatomy  (1823),  Levret’s  Observations  sur 
les  causes  et  les  accidens  de  plusieurs  accouche  mens 
laborieux  (1750),  Burnett’s  Practical  account  of  the 
Mediterranean  fever  (1816-The  earliest  material  in  the 
library  on  Brucellosis) , Daniel  Defoe’s  History  of  the 
great  plague  in  London  in  the  Year  1665  (1819),  Aber- 
nethey’s  Surgical  Observations  on  injuries  of  the  head 
(1811)  and  Bell’s  Discourses  on  the  nature  and  cure  of 
wounds  (1795). 

In  addition  to  the  32,000  volumes  in  the  library,  the 
resources  of  the  University  and  A.  and  M.  libraries  are 
readily  available  through  twice  weekly  delivery  service. 
Also  through  inter-library  loans,  material  not  available 
locally  can  always  be  secured. 

Service 

Recent  progress  in  medicine  is  phenomenal.  There  is 
more  medical  writing  (and  probably,  reading)  than  ever 
before.  This  enormous  volume  of  published  material 
makes  it  no  longer  possible  for  the  doctor  to  have  all  the 
books  and  periodicals  at  hand  that  he  needs  and  at  this 
point  the  Library  can  be  of  assistance.  It  belongs  to  the 
people  of  the  state  and  the  medical  profession  should 
have  the  most  benefit  possible  from  it. 

If  you  need  material,  ask  your  local  librarian  to  bor- 
row it  for  you.  If  there  is  no  local  library,  write  directly 
to  the  Medical  Library  for  it.  Large  items  will  be  sent 
Mistletoe  Express  collect;  small  items  by  mail.  Naturally, 
you  will  be  responsible  for  packing,  refunding  postage, 
and  returning  material  on  time  and  in  good  condition. 

When  you  are  in  the  City,  visit  your  Medical  Library. 
The  staff  will  be  glad  to  show  you  the  new  library  and 
explain  its  services. 
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IN  FALL  ALLERGIES  . . . 

Turn  Distress 
into  Comfort 


Time-tested  therapy  with  Neo-Antergan* 
turns  malaise  into  comfort  for  patients  suffer- 
ing from  ragweed  pollens. 

Neo-Antergan  brings  safe  symptomatic  relief 
quickly  by  effectively  blocking  the  histamine 
receptors. 

Promoted  exclusively  to  the  profession,  Neo- 
Antergan  is  available  only  on  your  prescription. 


Your  local  pharmacy  stocks  Neo-Antergan 
Maleate  in  25  and  50  mg.  coated  tablets 


The  Physician’s  Product 


Meo  - Anfoiqouv0 

MALEATE  " 


COUNCIL  s’Effiffl:  ACCEPTED 


MALEATE 
(PYRILAMINE  MALEATE,  Merck) 


Research  and  Production 

for  the  Nation’s  Health 


MERCK  & CO.*  Inc. 

Ala n ufacturincj  Chemists 

RAHWAY,  NEW  JERSEY 


© 1952 — Merck  & Co.,  Inc. 
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Official  Proceedings  of  the  House  of  Delegates 

OKLAHOMA  STATE  MEDICAL  ASSOCIATION 
May  18,  1952 
Oklahoma  City,  Oklahoma 

MINUTES  OF  THE  FIRST  SESSION 


The  56th  Session  of  the  House  of  Delegates  of  the 
Oklahoma  State  Medical  Association  was  called  to  order 
at  1:30  P.  M.,  May  18,  1952,  in  the  Hall  of  Mirrors  of 
the  Municipal  Auditorium,  Oklahoma  City,  Oklahoma,  by 
the  Speaker  of  the  House,  Clinton  Gallaher,  M.D., 
Shawnee,  Oklahoma. 

M.  B.  Glismann,  M.D.,  Oklahoma  City,  gave  the 
Invocation. 

The  Speaker,  Doctor  Gallaher,  introduced  guests,  in- 
cluding Roy  Lytle,  Attorney,  Council  for  Oklahoma  State 
Medical  Association;  William  Denny  and  Robert  Stover, 
representing  the  Oklahoma  Chapter  of  the  Student 
American  Medical  Association ; Dr.  J.  J.  Montfort, 
Batesville,  Arkansas,  Fraternal  Delegate  of  the  Arkansas 
State  Medical  Association. 

Following  the  call-to-order  by  the  Speaker,  the  Chair- 
man of  the  Credentials  Committee,  Ned  Burleson,  M.D., 
Prague,  advised  the  House  that  a quorum  was  present. 

The  Speaker  asked  for  the  pleasure  of  the  House  with 
regard  to  the  minutes  of  the  last  meeting.  Forrest  S. 
Etter,  M.D.,  Bartlesville,  moved  “That  the  reading  of 
the  minutes  be  dispensed  with  and  that  they  be  approved 
as  published.  ’ ’ W.  S.  Larrabee,  M.D.,  Tulsa,  seconded 
the  motion.  The  motion  carried. 

Doctor  Gallaher  announced  that  the  next  order  of 
business  was  the  nomination  of  officers  and  declared  the 
nominations  open  for  President-Elect. 

Louis  H.  Ritzhaupt,  M.D.,  of  Guthrie,  nominated  John 
McDonald,  M.D.,  of  Tulsa.  C.  W.  Arrendell,  M.D.,  Ponca 
City,  seconded  the  nomination. 

At  this  point  R.  Q.  Goodwin,  M.D.,  Oklahoma  City, 
asked  for  the  privilege  of  the  floor  and  commended 
Doctor  McDonald  for  the  untiring  effort  he  had  given 
of  this  time  and  ability  in  the  work  of  the  Public  Policy 
Committee  during  the  past  year. 

John  F.  Burton,  M.D.,  Oklahoma  City,  was  recognized 
and  nominated  James  Stevenson,  M.D.,  Tulsa,  as  Dele- 
gate to  the  A.  M.  A.  for  two  years. 

A.  L.  Johnson,  M.D.,  El  Reno,  seconded  the  nomi- 
nation. 

The  Speaker  called  for  nomination  of  Alternate  Dele- 
gate to  the  A.  M.  A.,  for  Doctor  Stevenson.  Marshall  O. 
Hart,  M.D.,  Tulsa,  nominated  Ned  Burleson,  M.D., 
Prague. 

The  next  office  to  be  filled  was  Alternate  Delegate  to 
the  A.  M.  A.,  for  the  unexpired  term  of  W.  W.  Cot- 
ton, M.D.,  of  Poteau.  R.  Q.  Goodwin,  M.D.,  Oklahoma 
City,  nominated  II.  M.  McClure,  M.D.,  Chiekasha. 

Doctor  McClure  withdrew  Iris  name  from  nomination 
and  nominated  Malcolm  Phelps,  M.D.,  El  Reno,  for  the 
office. 

The  Speaker  next  asked  the  Vice-Speaker  to  take  the 
chair  and  the  Vice-Speaker,  W.  K.  Haynie,  M.D.,  Durant, 
stated  nominations  were  in  order  for  Speaker  of  the 
House  of  Delegates  for  a period  of  two  years.  Ralph 
Smith,  M.D.,  Oklahoma  City,  nominated  Clinton  Gal- 
laher, M.D.,  Shawnee. 

The  Speaker  resumed  the  chair  and  entertained  nomi- 


nations for  Vice-President  for  a term  of  one  year.  Louis 
Ritzhaupt,  M.D.,  Guthrie,  nominated  James  Petty,  M.D., 
of  Guthrie,  for  Vice-President. 

The  Speaker  called  for  nominations  for  Vice-Speaker 
of  the  House  of  Delegates.  Wilkie  Hoover,  M.D.,  Tulsa, 
nominated  Keiller  Haynie,  M.D.,  Durant. 

The  Speaker  declared  the  House  adjourned  in  order 
that  the  representatives  of  Districts  3,  6,  7,  8,  9,  and 
12  might  caucus  and  present  nominations  for  Councilors 
and  Vice-Councilors.  The  Speaker  pointed  out  that  the 
terms  of  Councilors  and  Vice-Councilors  for  Districts 
No.  3-5-9-12,  had  expired  and  that  vacancies  in  Districts 
No.  7 and  8,  had  been  created  by  the  nomination  of 
Doctor  John  E.  McDonald  as  President-Elect  without 
opposition  and  Ned  Burleson,  M.D.,  of  Prague  as  Alter- 
nate Delegate  to  the  A.  M.  A.,  without  opposition. 

The  House  reconvened  and  the  chair  entertained  nomi- 
nations for  Councilor  and  Vice-Councilor  from  District 
No.  3.  C.  J.  Roberts,  M.D.,  Enid,  nominated  Bruce  Hin- 
son, M.D.,  Enid,  as  Councilor  and  C.  M.  Hodgson,  M.D., 
Kingfisher,  as  Vice-Councilor. 

The  Speaker  entertained  nominations  for  Councilor 
and  Vice-Councilor  from  District  No.  6.  J.  R.  McLauch- 
liu,  M.D.,  Oklahoma  City  nominated  R.  Q.  Goodwin, 
M.D.,  Oklahoma  City  as  Councilor  and  Allen  Gibbs, M.D., 
Oklahoma  City  as  vice-councilor. 

The  Speaker  called  for  nominations  for  Councilor  and 
Vice-Councilor  from  District  No.  9 Wm.  N.  Weaver 
M.D.,  Muskogee,  nominated  F.  R.  First,  Jr.,  Cheeotah, 
as  Councilor  and  I.  W.  Bollinger,  M.D.,  Henryetta,  Vice- 
Councilor. 

Nominations  for  Councilor  and  Vice-Councilor  from 
District  No.  7,  were  as  follows:  Ned  Burleson,  M.D., 
nominated  W.  T.  Mayfield,  M.D.,  Norman,  as  councilor 
and  Paul  Gallaher,  M.D.,  Shawnee,  as  Vice-Councilor. 

As  John  McDonald,  M.D.,  Tulsa,  Councilor  from  Dis- 
trict No.  8,  had  been  previously  nominated  for  Presi- 
dent-Elect, it  was  necessary  for  District  No.  8,  to  re- 
place him  as  Councilor.  Walter  E.  Brown,  M.D.,  Tulsa, 
nominated  Wilkie  Hoover,  M.  D.,  Tulsa,  as  Councilor  to 
fill  Doctor  McDonald’s  unexpired  term. 

The  Speaker  called  for  nominations  for  Councilor  and 
Vice-Councilor  from  District  No.  12.  O.  H.  Miller,  M.D., 
Ada,  nominated  J.  H.  Veazev,  M.D.,  Ardmore,  as  Coun- 
cilor and  W.  T.  Gill,  M.D.,  Ada,  Vice-Councilor. 

Following  the  nominations  for  officers,  the  Speaker, 
in  compliance  with  the  provisions  of  Chapter  III,  Sec- 
tion 4,  Page  20  of  the  Bylaws,  appointed  the  following 
Reference  Committee 

Resolutions  Committee — 

H.  M.  McClure,  M.D.,  Chiekasha,  Chairman 

John  G.  Matt,  M.D.,  Tulsa 

Ralph  Smith,  M.D.,  Oklahoma  City 

Sergeants  at  Arms — 

C.  M.  Hodgson,  M.D.,  Kingfisher 
C.  Riley  Strong,  M.D.,  El  Reno 

Tellers  and  Judges — 

H.  V.  Schaff,  M.D.,  Holdenville 


August,  1952 


Journal  of  the  Oklahoma  State  Medical  Association 


297 


L.  C.  Kuyrkendall,  M.D.,  McAlester 
Joe  L.  Duer,  M.D.,  Woodward 
Constitution  and  Bylaws  Committee — 

J.  E.  Highland,  M.D.,  Miami 
Wm.  X.  Weaver,  M.D.,  Muskogee 
Elmer  Ridgeway,  M.D.,  Oklahoma  City 
The  Speaker  stated  that  the  next  order  of  business 
had  to  do  with  the  report  of  the  officers.  He  called  on 
James  Stevenson,  M.D.,  Delegate  to  the  A.  M.  A.  Doc- 
tor Stevenson  gave  a brief  report  as  to  what  had  been 
done  during  the  past  year  and  made  predictions  as  to 
what  might  happen  at  the  A.  M.  A.  meeting  in  Chicago 
next  month,  which  included  the  abolishment  of  A.  M.  A. 
fellowship  classification. 

The  Speaker  then  called  on  John  Burton,  M.D.,  Dele- 
gate to  the  A.  M.  A.,  who  substantiated  Doctor  Steven- 
son’s report. 

The  Speaker  then  called  on  a representative  from  each 
councilor  district  for  a report  from  his  district  where 
the  report  had  not  been  published  in  the  Journal. 


District  Xo. 
District  Xo. 
District  Xo. 
District  Xo. 


District  Xo. 
District  Xo. 
District  Xo. 
District  Xo. 
District  Xo. 
District  Xo. 
District  Xo. 
District  Xo. 


District  Xo. 
District  Xo. 


1 —  Report  published. 

2 —  Councilor  advised  they  had  no  report. 

3 —  Report  published. 

4 —  In  the  absence  of  O.  G.  Xewman,  M.D., 
Councilor.  L.  R.  Kirby,  M.D.,  of 
Cherokee,  reported. 

5 —  A.  L.  Johnston,  M.D.,  El  Reno,  reported. 

6 —  R.  Q.  Goodwin,  M.D.,  reported. 

7 —  Report  published. 

8 —  John  McDonald,  M.D.,  reported. 

9 —  Shade  Xeely,  M.D.,  reported. 

10 —  E.  H.  Shuller,  M.D.,  reported. 

11 —  Report  published. 

12 —  J.  H.  Yeazey,  M.D.,  Ardmore,  Coun- 
cilor, not  present.  W.  T.  Gill,  M.D., 
Ada,  reported. 

13 —  H.  M.  McClure,  M.D.,  reported. 

14 —  L.  Gordon  Livingston,  M.D.,  reported. 


Following  these  reports  the  Speaker  accepted  au 
assignment  from  the  Council  and  read  a telegram  from 
Elmer  L.  Henderson,  M.D.,  Chairman  of  the  American 
Medical  Education  Foundation,  with  regard  to  contribu- 
tions to  the  Foundation. 

The  Speaker  called  on  L.  C.  McHenry,  M.D.,  President, 
for  the  report  from  Council.  Doctor  McHenry  made  the 
following  report 


COUNCIL  REPORT 


‘ ‘ The  Council  by,  the  Constitution  and  Bylaws,  is 
charged  with  the  responsibility  of  giving  practical  force 
and  effect  to  the  mandates  and  policies  of  the  Associa- 
tion as  determined  by  the  House  of  Delegates.  However, 
since  the  House  of  Delegates  meets  but  once  a year,  the 
Council  also  has  interim  responsibility  and  authority 
under  the  Bylaws  to  determine  and  develop  policies  when 
such  actions  become  necessary  between  sessions  of  the 
House  of  Delegates. 

Because  of  the  general  unrest  of  the  times  and  be- 
cause many  types  of  external  pressure  have  been  brought 
to  bear  upon  the  profession  during  the  past  year,  it  has 
been  necessary  for  the  Council  to  take  action  in  numer- 
ous matters  effecting  the  entire  membership.  This  report 
is  designed  to  inform  the  membership,  as  represented  by 
the  House  of  Delegates,  of  the  activities  of  the  Council 
and  the  various  Committees  during  this  past  year.  The 
report  includes  several  recommendations  for  action  by 
the  House  of  Delegates  which  is  the  governing  body  of 
the  Association. 

At  the  1951  annual  meeting  the  House  of  Delegates 


changed  the  Committee  structure  of  the  Association  in 
order  to  coordinate  certain  related  activities,  to  eliminate 
certain  inactive  committees  and  to  obtain  more  wide- 
spread knowledge  of  Association  activities  among  the 
membership  at  large.  An  attempt  has  been  made  to  have 
representation  of  each  Councilor  District  and  at  least 
one  member  of  the  Council  on  each  of  the  major  com- 
mittees. 

Due  to  the  fact  that  this  Committee  reorganization 
has  been  accomplished,  this  report  of  the  Council  will 
be  less  extensive  than  in  past  years.  However,  your 
Council  charges  the  delegates  to  this  meeting  to  pay- 
close  attention  to  the  reports  of  the  Committees  in  order 
that  they  may  fully  understand  the  import  of  the  re- 
sponsibilities that  the  House  of  Delegates  is  delegating 
to  the  Council  and  the  Committees  of  the  Association. 

The  Committees  and  Subcommittees  which  will  report 
at  this  meeting  are: 

1.  Public  Policy 

2.  Public  Health 

3.  Organizational  Functions 
Subcommittee  on  Malpractice  Insurance 
Subcommittee  on  Budget  and  Office  Organization 

4.  Postgraduate  Medical  Education 

5.  Military  Service 

6.  Grievance  Committee 

The  Council  has  reviewed  the  reports  of  these  Com- 
mittees and  recommends  the  adoption  of  their  reports. 

MEMBERSHIP 

The  Committee  on  Organizational  Functions  will  point 
out  to  the  House  of  Delegates  the  decrease  in  revenue 
to  the  Association  that  is  being  brought  about  by-  the 
increase  in  number  of  Life  and  Honorary-  Members. 
Your  Council  is  not  questioning  the  wisdom  of  such 
elections  except  to  the  extent  that  the  House  of  Dele- 
gates must  recognize  that  there  can  be  no  material 
reduction  in  dues  when  there  is  a sizeable  revenue  loss 
by  such  elections.  There  are  now  128  Life  and  Honorary 
members  and  44  more  are  being  recommended  for  elec- 
tion at  this  meeting. 


FINANCES 

The  financial  structure  of  the  Association  remains 
sound,  although  its  structures  has  not  been  strengthened 
over  the  past  few  y-ears.  Your  Council  is  fully  aware  of 
the  increase  in  office  work  that  has  been  occasioned  by 
the  levying  of  the  A.  M.  A.  dues  on  the  membership  and 
the  increase  in  functions  of  the  Association  Committees. 
Your  Council  is  not  unmindful  of  the  changes  that  will 
be  recommended  by  the  Committee  on  Organizational 
Functions  concerning  the  setting  of  dues  and  the  creation 
of  a budget  but  after  full  consideration  of  the  facts, 
believe  it  is  the  only-  practical  solution  to  a complicated 
problem. 


PROFESSIONAL  ETHICS 

Your  Council  has  been  repeatedly  reminded  that  the 
Association  has  been  criticized  for  protecting  incompe- 
tent, unethical  and  even  dishonest  members  to  the  detri- 
ment of  the  medical  care  of  our  patients,  even  to  the 
extent  that  patients  ’ lives  are  endangered  because 
medical  organizations  do  not  police  their  own  member- 
ship. Your  attention  is  called  to  the  activities  of  the 
Grievance  Committee.  The  Council  feels  that  these  activi- 
ties should  be  commended  and  encouraged.  The  Council 
also  recommends  passage  of  an  Amendment  to  the  By- 
laws to  the  following  effect — that  membership  in  the 
County  Medical  Society  and  State  Medical  Association 
of  any  member  whose  Federal  Xareotie  Permit  has  been 
revoked  for  cause  shall  be  automatically  terminated  by 
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such  revocation.  The  State  License  to  practice  medicine 
may  not  be  affected  by  such  revocation  but  the  Council 
feels  that  a member  who  has  suffered  such  revocation 
should  not  be  upheld  to  the  public  as  a member  of  our 
Association  and  ecpial  with  all  other  members. 

AMALGAMATIONS  OF  COUNTY  SOCIETIES 

Your  Council  has  strongly  urged  over  the  years  the 
establishment  of  District  Societies  to  serve  the  members 
of  the  profession  in  Counties  not  having  sufficient 
physicians  to  maintain  an  active  society.  It  is  for  this 
reason  that  the  following  applications  for  the  establish- 
ment of  district  societies  is  recommended  by  the 
Council. 

Cherokee- Adair 
Cleveland-McClain 

ALTERNATE  DELEGATES  TO  A.  M.  A. 

It  will  be  necessary  to  elect  an  Alternate  Delegate  to 
the  A.  M.  A.  in  place  of  IV.  W.  Cotton,  M.D.,  Poteau, 
Oklahoma,  because  of  an  official  A.  M.  A.  rule  that 
delegates  and  alternate  delegates  must  have  been  Fellows 
of  the  A.  M.  A.  for  preceding  two  years.  Doctor  Cotton 
cannot  be  seated  even  though  the  Fellowship  may  be 
abolished  this  year. 

PREPAID  VOLUNTARY  HEALTH  INSURANCE 

The  Boards  of  Trustees  of  both  Blue  Cross  and  Blue 
Shield  as  well  as  the  commercial  companies,  have  re- 
peatedly pointed  out  that  the  rate  of  admissions,  medical 
fees,  and  length  of  hospital  stay  of  persons  holding 
prepaid  insurance  contracts  is  solely  in  the  hands  of  the 
physicians  and  that  unless  the  physician  acts  as  the 
eomtroller  of  these  plans,  they  will  either  fail  or  the 
premium  to  be  charged  to  the  public  will  become  so  high 
that  the  substitution  of  government  insurance  on  a com- 
pulsory basis  will  be  an  economically  advantageous  step 
for  Mr.  and  Mrs.  America.  No  plan  or  insurance  com- 
pany has,  so  far  as  we  know,  attempted  to  dictate  to 
physicians  how  they  shall  practice  medicine  nor  which 
patients  they  shall  admit  into  hospitals.  However,  com- 
parative figures  indicate  unmistakably  that  many  pa- 
tients are  being  admitted  to  hospitals  for  medical  care 
who  would  not  have  been  admitted  at  all  if  they  did  not 
have  insurance  and  who  have  conditions  which  could  be 
adequately  and  properly  treated  in  the  patients’  home. 
Physicians  must  recognize  that  they  hold  a blank  cheek 
for  the  funds  of  these  plans  and  that  through  then- 
actions  the  plans  will  either  succeed  or  fail. 

MALPRACTICE  INSURANCE 
Subcommittee  on  Malpractice  Insurance 

The  subcommittee  on  Malpractice  Insurance  will  re- 
port on  this  activity  of  the  Association  and  your  Council 
concurs  in  its  report.  It  is  your  Council ’s  firm  opinion 
that  the  members  of  the  Association  are  more  interested 
in  adequacy  of  the  protection  they  will  receive  under 
malpractice  contracts  than  they  are  in  the  premium  paid 
so  long  as  the  latter  is  within  reasonable  bounds.  It  is 
your  Council ’s  recommendation  that  the  Subcommittee 
dealing  with  this  problem  be  commended  for  its  work 
and  urged  to  continue  its  investigation  into  available 
coverage  before  making  a final  recommendation  to  the 
membership. 

BECKHAM  COUNTY  LAWSUIT 

The  Council  wishes  to  report  the  conclusion  of  the 
lawsuit  brought  by  the  Farmers  Union  Cooperative  Hos- 
pital against  the  Beckham  County  Medical  Society  which 
has  been  settled  out  of  Court.  The  settlement  of  this  suit 


meets  the  full  approval  of  the  membership  of  the  Beck- 
ham County  Society  and  copies  of  the  settlement  have 
been  sent  to  your  Councilors.  The  cost  of  the  suit,  which 
this  House  of  Delegates  assumed  in  its  last  meeting  in 
Tulsa  has  amounted  to  $12,575.49,  and  payment  has  been 
approved  by  the  Council.  It  is  the  feeling  of  the  Council 
that  this  matter  should  be  a closed  chapter  in  the  history 
of  medicine  in  Oklahoma  and  that  no  further  comment 
should  be  made. 


ANNUAL  MEETING 

An  invitation  will  be  extended  to  this  House  of  Dele- 
gates for  the  next  meeting  of  the  Association  to  be  held 
in  Tulsa.  Certain  factors  concerning  the  next  meeting 
will  be  presented  by  the  Tulsa  County  Society.  It  is  the 
opinion  of  the  Council  that  the  meeting  should  be  alter- 
nated between  Oklahoma  City,  and  Tulsa,  but  that  the 
House  of  Delegates  should  bear  in  mind  certain  singular 
factors  that  must  be  considered  in  the  manner  in  which 
these  meetings  are  promoted  on  the  basis  of  the  facilities 
that  are  available. 

Your  Council  has  invited  the  Student  American  Medi- 
cal Association  of  the  Oklahoma  University  School  of 
Medicine  to  send  two  representatives  to  the  House  of 
Delegates  Meetings. 

LIFE  AND  HONORARY  MEMBERSHIP 

Your  Council  has  already  referred  to  the  problems 
that  are  inherent  in  the  awarding  of  Life  and  Honorary 
membersships. 

The  following  nominations  have  been  received  and 
the  Council  recommends  their  election : 


Life  Membership 


W.  T.  Audreskowski,  M.D Elk  City 

Udonna  C.  Boon,  M.D Chickasha 

Leo  F.  Cailev,  M.D Oklahoma  City 

Wm.  H.  Cook,  M.D Chickasha 

Thomas  B.  Coulter,  M.D ...Tulsa 

George  M.  Davis,  Sr.,  M.D Bixby 

John  L.  Day,  M.D Woodward 

D.  S.  Downey,  M.D Chickasha 

Thomas  H.  Flesher,  M.D Edmond 

H.  R.  Haas,  M.D Sapulpa 

L.  A.  Hahn,  M.D Guthrie 

Richard  R.  Johnson,  M.D Sand  Springs 

William  LeBlanc,  M.D Ochelata 

D.  W.  LeMaster,  M.D Wayne 

S.  B.  Leslie,  M.D Okmulgee 

J.  C.  Matkeney,  M.D Okmulgee 

W.  C.  Mitchener,  M.D Okmulgee 

Silas  Murray,  M.D Tulsa 

Daniel  Perry,  M.D Tulsa 

Robert  E.  Lee  Rhodes,  M.D Tulsa 

Winnie  M.  Sanger,  M.D Oklahoma  City 

Joseph  G.  Smith,  M.D Bartlesville 

L.  M.  Westfall,  M.D Oklahoma  City 

C.  O.  Williams,  ,M.D McAlester 


Life  Membership  (Temporary  Provisions) 


H.  D.  Boswell,  M.D Henryetta 

Elizabeth  Chamberlain,  M.D Bartlesville 

J.  B.  Clark,  M.D Coalgate 

J.  E.  Cochran,  M.D Byars 

Robert  D.  Cody,  M.D Centrahoma 

Emory  S.  Crow,  M.D Oulestee 

Henry  A.  Ellis,  M.D Kiowa 

Alfred  H.  Hathaway,  M.D Mountain  View 

Finis  W.  Henderson,  M.D Tulsa 

Walter  Johnson,  M.D Ardmore 
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J.  L.  LeHew,  M.D.  (Sr.)  Pawnee 

Silas  H.  Mohrman,  M.D Tulsa 

L.  C.  Presson,  M.D Tulsa 

M.  B.  Scott,  M.D.  (Deceased)  Delaware 

Barton  H.  Watkins,  M.D Hobart 

Llewellyn  G.  Wolf,  M.D Okarelie 

Honorary  Membership 

Finis  W.  Ewing,  M.D Muskogee 

George  A.  LaMotte,  M.D Oklahoma  City 

James  F.  McMurry,  M.D Sentinel 

Horace  Reed,  M.D Oklahoma  City 

Henry  K.  Speed,  M.D Sayre 

L.  S.  Willour,  M.D McAlester 


Associate  Memberships 

Mark  R.  Everett,  Dean,  University  of  Oklahoma  School 

of  Medicine 

Harold  A.  Shoemaker,  University  of  Oklahoma  School 

of  Medicine 

Arthur  A.  Hellbaum,  University  of  Oklahoma  School  of 

Medicine. 

The  Council,  after  a very  satisfactory  experience  with 
the  legal  firm  of  Keaton,  Wells,  Johnston  and  Lytle 
during  this  past  year,  and  realizing  the  necessity  of  legal 
advice  on  many  matters  concerning  the  activities  of  the 
Association  has  decided  to  employ  this  firm  of  attor- 
neys as  legal  counsel  for  the  Association  on  a retainer 
basis. 

The  Council  has  appropriated  a sum  of  money  for  the 
use  of  the  archivist  of  the  University  of  Oklahoma 
Library  in  a program  for  the  collection  of  all  the  rec- 
ords which  can  be  obtained  regarding  the  practice  of 
medicine  in  Oklahoma.  Members  are  urged  to  cooperate 
in  helping  this  program  so  that  many  old  records  which 
might  otherwise  be  lost  may  be  preserved  for  posterity 
and  which  may  someday  be  necessary  in  writing  a his- 
tory of  medicine  in  Oklahoma. 

The  Council  has  discussed  the  advisability  of  holding 
an  annual  meeting  for  county  and  district  society  officers 
for  purposes  of  indocrination  and  information.  It  was 
felt  that  such  a meeting  would  be  of  very  considerable 
benefit  in  the  transaction  of  both  component  society  and 
stale  association  business.  The  council  refers  the  de- 
cisions as  to  whether  such  a meeting  shall  be  held  to  the 
House  of  Delegates. 

In  concluding  this  report  the  Council  again  calls  to 
your  attention  that  it  has  been  necessary  for  it  to  de- 
termine many  matters  of  policy  during  this  past  year, 
that  a major  portion  of  the  activities  of  the  Associa- 
tion is  carried  out  by  the  newly  organized  Committees, 
and  that  in  approving  and  adopting  this  report,  you 
approve  of  the  policies  mentioned  herein.  Your  attention 
is  especially  called  to  the  report  of  the  Sub-Committee 
on  Budget  and  Office  Organization.  This  Committee  re- 
port sets  the  dues  for  the  calendar  year  of  1953,  and 
will  change  the  general  financial  policy  of  the  Asso- 
ciation. ’ ’ 

At  the  conclusion  of  the  Report  the  Speaker  asked 
the  house  if  they  wished  to  accept  the  report  as  a 
whole.  I.  W.  Bollinger,  M.D.,  Henryetta,  moved:  “That 
the  report  as  a whole  be  accepted.  ’ ’ Doctor  McDonald 
seconded  the  motion.  The  Speaker  suggested  that  action 
on  the  Council  report  be  postponed  until  the  House  had 
heard  the  reports  of  the  Committees.  The  motion  was 
withdrawn  and  it  was  decided  to  delay  action  on  the 
report. 

The  next  order  of  business  was  a report  from  the 
Scientific  Work  Committee.  In  the  absence  of  C.  M. 
0 ’Leary,  M.D.,  Chairman  of  the  Committee,  Doctor 


McHenry  made  a brief  report  and  submitted  the  scien- 
tific program  for  the  meeting  in  lieu  of  a report. 

Following  this  C.  M.  Bielstein,  M.D.,  Chairman  of  the 
Public  Health  Committee  gave  the  following  report: 

ANNUAL  REPORT  OF  THE  PUBLIC  HEALTH 
COMMITTEE 

The  Public.  Health  Committee  of  the  Oklahoma  State 
Medical  Association  is  one  of  the  six  large  Committees 
created  by  action  of  the  House  of  Delegates  at  its 
Annual  Meeting  in  May,  1951.  This  Committee  concerns 
itself  with  all  phases  of  Public  Health  that  concern  the 
Oklahoma  State  Medical  Association.  The  Committee  is 
composed  of  thirteen  members,  one  from  each  Councilor 
District,  except  District  No.  11,  who  are  as  follows: 

Felix  Adams,  Nowata,  Oklahoma 

Glen  W.  McDonald,  Pawhuska,  Oklahoma 

Paul  Champlin,  Enid,  Oklahoma 

M.  H.  Newman,  Shattuck,  Oklahoma 

Wilbur  F.  Bohlman,  Watonga,  Oklahoma 

Ned  Burleson,  Prague.  Oklahoma 

R.  W.  Goen,  Tulsa,  Oklahoma 

R.  N.  Holcombe,  Muskogee,  Oklahoma 

Forrest  P.  Baker,  Talihina,  Oklahoma 

James  T.  Godfrey,  Ardmore,  Oklahoma 

Arthur  Hoyt,  Chickasha,  Oklahoma 

Bill  Bernell,  Hobart,  Oklahoma 

C.  M.  Bielstein,  Oklahoma  City,  Oklahoma. 

Appointments  by  the  President  were  completed  and 
the  acceptance  received  by  October  1,  1951.  It  was  the 
Council’s  idea  that  this  Committee  would  remain  intact 
and  supervise  all  work  related  to  Public  Health.  In 
addition  it  was  considered  advisable  that  sub  committees 
be  appointed  to  study  the  more  important  phases  of  the 
work  and  to  act  under  the  supervision  of  the  Public 
Health  Committee.  Under  the  above  plan  of  organization, 
the  following  sub-committees  have  been  appointed,  are 
being  appointed,  or  will  be  appointed : 

(a)  Sub-Committee  on  Rural  or  Community  Health 

(b)  Sub-Committee  on  School  Health 

(c)  Sub  committee  on  Industrial  Health 

(d)  Sub-Committee  on  Cancer 

(e)  Sub-Committee  on  Nutrition 

(f)  Sub-Committee  on  Infant  and  Maternal  Mortality 

(g)  Sub-Committee  on  Blood  Banks 

All  of  the  Sub-Committees  listed  above  are  active  at 
the  present  time  except  that  on  Blood  Banks  and  Indus- 
trial Health. 

The  activities  of  the  Public  Health  Committee  this 
year  were  somewhat  delayed  by  the  lack  of  material 
and  information  from  former  years  and  because  of  the 
date  at  which  the  Committee  was  completed.  However, 
it  is  our  feeling  that  considerable  has  been  accom- 
plished and  even  more  is  being  attempted.  The  following 
paragraphs  will  give  in  resume  the  activities  of  the 
Public  Health  Committee  during  the  year  ending  June 
1,  1952. 

One  of  the  most  important  and  even  troublesome 
problems  that  confronted  the  Committee  was  and  is 
community  or  rural  health  as  it  pertains  to  the  State  of 
Oklahoma.  A plan  was  devised  whereby  the  Public 
Health  Committee  and  its  Sub-Committees  on  Rural 
Health  would  take  an  active  part  in  the  solution  of  the 
problems  at  the  state  level.  It  was  thought  that,  by  our 
active  participation  at  the  state  level,  a great  many  of 
the  problems  involving  local  communities  could  be  pre- 
vented or  more  easily  solved.  This  plan  or  program  was 
presented  to  the  Council  on  April  6,  1952.  Final  action 
by  the  Council  was  delayed  until  its  meeting  on  May  17, 
1952.  A copy  of  the  report  to  the  Council  is  included 
with  this  Annual  Report. 
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A second  activity  by  the  Public  Health  Committee  as 
regards  Rural  Health  was  approval  of  an  agreement 
with  the  Editor  of  the  Oklahoma  Farmer-Stockman 
whereby  he  has  agreed  to  publish  articles  written  by 
various  physicians  who  are  members  of  the  Oklahoma 
State  Medical  Association.  These  articles  are  those 
thought  to  be  of  interest  to  the  rural  public.  The  sub- 
jects have  been  selected  and  physicians  are  being  asked 
to  write  specific  articles  at  the  present  time.  The  series 
of  articles  should  initiate  their  appearance  in  the  Sep- 
tember, 1952  issue  of  the  magazine. 

The  Council,  at  is  October  1951,  meeting  approved 
the  appointment  of  a Sub-Committee  on  Blood  Banks. 
It  was  the  desire  of  the  Council  that  the  functions  of 
the  Sub-Committee  be  in  the  field  of  advise  and  pro- 
motion as  it  deemed  proper  and  expedient.  At  the  time 
of  this  action  there  was  considerable  activity  in  the 
procurement  of  blood  for  defense  purposes.  It  was  con- 
sidered advisable  to  delay  the  appointment  of  the  Sub- 
Committee  until  such  activity  had  abated  since  to  the 
Chairman ’s  knowledge,  our  assistance  had  not  been 
requested.  It  was  further  the  desire  of  the  Chairman 
that  such  a Sub-Committee  should  not  appointed  if  those 
interested  in  defense  procurement  might  consider  it  an 
interference. 

The  Sub-Committee  on  School  Health  has  been  ap- 
pointed and  is  in  the  process  of  obtaining  information 
on  the  problems  of  School  Health  in  each  District.  When 
this  information  is  obtained,  the  Sub-Commitee  will 
formulate  plans  which  will  be  presented  to  the  entire 
Public  Health  Committee  for  its  approval.  The  Public 
Health  Committee,  acting  with  the  Oklahoma  Advisory 
Health  Council  and  the  Oklahoma  School  Administrators 
Association  held  a conference  on  School  Health  at  Nor- 
man, Oklahoma,  in  September  1951.  The  meeting  was 
considered  a success  although  there  were  few  in  attend- 
ance from  the  medical  profession.  We  have  been  asked 
to  participate  in  a similar  meeting  in  September  1952. 
It  is  hoped  that  the  recommendations  of  the  Sub-Com- 
mittee on  School  Health  can  be  obtained  in  sufficient 
time  to  make  the  future  meeting  more  interesting  to 
those  in  the  private  practice  of  medicine. 

The  Sub-Committee  on  Industrial  Health  is  being 
formed  for  the  purpose  of  gathering  information  that 
concerns  Industrial  Health  in  the  State  of  Oklahoma. 
It  is  thought  by  many  that  with  the  gradual  but  steady 
increase  in  industry  over  the  state,  such  a Sub-Committee 
will  play  an  important  part  in  helping  to  guide  the  ap- 
proach of  the  State  Association  to  problems  of  Indus- 
trial Health. 

The  Sub-Committee  on  Nutrition  was  appointed  after 
the  State  Medical  Association  was  approached  by  the 
Oklahoma  Diebetics  Association  as  to  the  advisability  of 
preparing  a simple,  efficient,  diet  manual  which  would 
be  made  available  to  physicians  and  hospitals  over  the 
state.  The  principal  purpose  of  such  a manual  would 
be  to  help  in  the  standardization  and  simplification  of 
diets  and  to  p>resent  them  in  an  easily  understandable 
form.  The  Sub-Committee  on  Nutrition  is,  at  the  present 
time,  assisting  the  Oklahoma  State  Dietitians  Associa- 
tion in  preparing  the  material  to  be  included  in  the 
manual.  According  to  present  plans  the  publication  will 
be  ready  for  printing  and  binding  shortly  after  June 
15.  As  soon  as  these  manuals  are  ready  for  distribution, 
each  member  of  the  State  Association  and  each  Hospital 
in  Oklahoma  will  be  given  an  opportunity  of  obtaining 
a copy.  The  Public  Health  Committee  and  the  Sub-Com- 
mittee on  Nutrition  wishes  to  express  our  appreciation 
to  the  Oklahoma  State  Dietitians  Association  for  the 
cooperation,  and  speed  of  actions  that  its  members  have 
shown. 


At  its  meeting  on  March  23,  1952,  the  Public  Health 
Committee  voted  to  ask  the  House  of  Delegates  to  con- 
sider the  adoption  of  a budget  for  the  use  of  the  Com- 
mittee. Since  this  is  the  first  year  of  operation  for  the 
Committee,  it  is  difficult  to  reach  any  accurate  estimate. 
Added  to  our  inexperience  in  such  matters  is  the  fact 
that  no  information  is  available  as  to  how  extensive  a 
program  the  members  of  the  State  Association  wish  to 
promote.  Under  these  circumstances,  a program  for 
1953  would  contain  principally  the  costs  of  obtaining 
information.  It  is  generally  felt  that  attendance  at 
regional  and  national  conferences  on  specific  subjects 
of  Public  Health  interest  is  the  most  successful  method 
of  gathering  material  used  to  foster  and  promote  pro- 
grams on  the  State  level.  With  this  in  mind  the  follow- 
ing meetings  or  conferences  are  listed  as  possible  sources 
of  information : 

(1)  School  Health — Two  Conferences 

(2)  National  Conference  on  Rural  Health 

(3)  National  Tuberculosis  Association 

(4)  National  Association  of  Blood  Banks 

(5)  Diabetes  Association 

(6)  Industrial  Health  Conference 

(7)  National  Public  Health  Association 

(8)  Cancer  Society  (National) 

Since  the  original  report  was  prepared,  the  President 
has  authorized  our  participation  in  the  School  Health 
Conferences  at  Norman,  Oklahoma,  on  October  2,  3,  and 
4.  It  is  considered  advisable  that  a portion  of  the  pro- 
gram be  designed  to  include  physicians  only.  Accord- 
ingly, the  afternoon  of  the  first  day  will  be  devoted  to 
discussions  on  the  problems  of  School  Health  as  they 
concern  the  private  physicians.  Also  the  morning  of  the 
last  day  will  be  devoted  to  a discussion,  on  the  part  of 
the  attending  private  physician,  of  the  program  as  it 
has  been  presented.  Speakers  on  these  two  portions  of 
the  meeting  will  be  principally  those  who  have  consid- 
erable knowledge  and  understanding  as  regards  both 
School  Health  and  Medical  Practice.” 

At  the  conclusion  of  the  report  and  following  some 
discussion,  W.  S.  Larrabee,  M.D.,  Tulsa,  moved:  “That 
the  Report  be  accepted.  ’ ’ Motion  seconded  and  carried. 

Next  on  the  agenda  was  a report  from  the  Public 
Policy  Committee.  John  McDonald,  M.D.,  Tulsa,  made 
the  following  report: 

REPORT  OF  THE  PUBLIC  POLICY  COMMITTEE 

The  Public  Policy  Committee,  made  up  of  the  follow- 
ing members,  represents  two  committee  members  from 
each  of  the  six  congressional  districts  of  the  state  of 
Oklahoma,  as  reapportioned  by  the  last  session  of  the 
legislature,  and  submits  the  following  report: 

1st.  Cong.  Dist. — John  E.  McDonald,  Tulsa,  Chairman 
” ” E.  Evans  Talley,  Enid 

2nd  Cong.  Dist. — II.  C.  Weber,  Bartlesville 
” ” W.  N.  Weaver,  Muskogee 

3rd  Cong.  Dist. — C.  E.  Lively,  McAlester 
” ” Thornton  Kell,  Ardmore 

4th  Cong.  Dist. — C.  A.  Hicks,  Holdenville 

” ” Louis  H.  Ritzhaupt,  Guthrie 

5th  Cong.  Dist. — Malcom  E.  Phelps,  El  Reno 

” ” John  Records,  Oklahoma  City 

6th  Cong.  Dist. — Wayne  A.  Starkey,  Altus 
” ” E.  A.  McGrew,  Beaver 

E.  II.  Shuller,  McAlester,  Representing  Council  Ex- 
Offiicio 

Your  Committee  has  held  six  meetings  since  the  last 
meeting  of  the  House  of  Delegates.  This  does  not  in- 
clude meetings  attended  by  individual  committee  mem- 
bers with  other  organizations  and  government  units,  or 
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meetings  of  sub-committees  with  other  groups  interested 
in  the  health,  welfare  or  economies  of  the  public  as  a 
whole. 

Your  Committee  at  the  organizational  meeting  sub- 
divided its  activities  into  4 divisions  as  follows: 

1.  Newsletter,  Pamphlets  and  News  Releases  — John 
Records,  Chairman. 

2.  Radio  and  Visual  Education — Dr.  W.  N.  Weaver, 
Chairman. 

3.  Physicians,  Allied  Professions,  Hospitals  and  Pre- 
paid Insurance  Plans — Dr.  E.  Evans  Talley,  Chairman. 

4.  Legislation  and  Elections  — Dr.  Malcolm  Phelps, 
Chairman. 

The  nomenclature  of  these  sub-committees  speak  for 
themselves  and  this  report  will  not  attempt  to  detail  all 
of  the  activities  in  which  each  sub-committee  has  par- 
ticipated, but  more  particularly  will  give  only  the  high- 
lights. 


Newsletters-Pamphlets  and  News  Releases 

Beginning  the  latter  part  of  1951,  the  Committee  has 
reinstituted  the  Newsletter  on  a monthly  basis,  although 
in  the  interest  of  economy,  the  letter  is  written  only 
when  sufficient  important  releases  not  otherwise  given 
publicity  is  made  available  to  the  Committee.  The  letter 
and  pamphlets  have  a mailing  list  of  approximately  2500. 
This  includes  not  only  the  membership  but  the  Auxiliary 
and  it  is  contemplated  adding  the  members  of  the  Okla- 
homa Chapter  of  the  Student  American  Medical  Asso- 
ciation. The  cost  of  the  newsletter  without  the  addition 
of  the  student  group  is  approximately  $125.00  an  issue. 
Most  pamphlets  issued  with  the  letter  are  received  from 
the  A.  M.  A.  and  other  sources  without  cost.  A few  of 
special  importance  have  been  purchased. 

Radio  and  Visual  Education 

The  Sub-committee  on  radio  and  visual  education  has 
continued  its  extensive  programs  which  were  in  opera- 
tion at  the  time  of  the  Committee ’s  establishment.  ‘ ‘ To 
Your  Health,”  a 15  minute  movie  short  emphasizing 
the  advantages  of  the  free  enterprise  system  of  the 
practice  of  medicine,  has  been  presented  to  the  public 
during  the  year  in  51  theatres  in  the  state  and  has 
played  to  a total  certified  attendance  of  41,878  at  a cost 
to  the  Committee  of  $510.00. 

‘ ‘ Tell  Me  Doctor,  ’ ’ the  five  minute  radio  program 
made  available  by  the  Committee  to  the  Radio  stations 
of  the  state  for  the  last  four  years,  is  now  being  broad- 
cast on  six  Oklahoma  stations  and  through  a cooperative 
arrangement  with  the  Arkansas  State  Medical  Society 
on  one  station  in  Fort  Smith,  Arkansas.  The  cost  of  this 
series  has  amounted  to  $600  during  the  past  year  for  the 
transcriptions  and  transportation.  While  it  is  not  pos- 
sible for  the  Committee  to  accurately  estimate  the  listen- 
ing audience,  the  number  of  requests  for  copies  of  the 
script  of  these  programs  which  are  received  in  the 
Executive  Office  and  by  sponsors  clearly  indicate  that 
this  series  is  an  effective  Public  Relations  medium. 

The  Committee  recognizes  the  possibilities  of  tele- 
vision and  it  is  hoped  that  some  use  of  this  medium  can 
be  made  during  the  coming  year. 

One  exhibition  for  presentation  to  the  lay-public  has 
been  utilized  during  the  year  by  the  committee  and  an 
additional  exhibition  explaining  the  need  for  a medical 
Examiners  System  in  Oklahoma  is  in  the  planning  stage. 

Physicians,  Allied  Professions,  Hospitals, 
Prepaid  Insurance  Plans 

This  sub-committee  has  met  with  representatives  of 


the  Oklahoma  State  Osteopathic  Association  in  an  effort 
to  work  out  a legislative  program  governing  the  healing 
arts  that  would  be  satisfactory  to  all  concerned.  To  date 
little  success  from  the  conference  has  been  evident. 

The  committee  has  likewise  been  confronted  with 
pressure  from  groups  in  the  healing  arts  to  give  its 
sanction  to  the  payment  by  Blue  Shield  of  their  fees 
for  services  rendered  Blue  Shield  members.  The  Com- 
mittee has  not  favorably  considered  these  requests. 

The  Committee  has  likewise  been  approached  by  the 
Oklahoma  Accident  and  Health  Association  for  a meet- 
ing to  discuss  common  problems  such  as  surgery  sched- 
ules, claim  blanks,  claim  procedure,  contract  coverage, 
etc.  It  was  not  possible  for  this  meeting  to  be  arranged 
prior  to  the  meeting  of  the  House  of  Delegates  but  a 
subsequent  report  will  be  made  to  the  Council. 

The  attention  of  the  House  of  Delegates  is  also 
directed  to  the  recent  pronouncement  by  Blue  Cross  and 
Blue  Shield  concerning  the  manner  in  which  it  must 
have  the  cooperation  of  the  physicians  and  hospitals  if 
it  is  to  maintain  a premium  schedule  that  the  public  can 
afford  to  pay. 


Legislation  and  Elections 

It  is  unnecessary  to  emphasize  the  importance  of  the 
coming  local,  state  and  national  elections.  Candidates  ’ 
attitudes  on  vital  issues  will  be  sent  to  the  membership 
in  due  time  and  when  available.  It  is  important,  how- 
ever, that  each  physician,  members  of  his  family,  and 
his  employees  be  registered  to  vote.  The  Auxiliary  is 
planning  in  cooperation  with  the  Committee  a vote  regis- 
tering campaign  and  the  cooperation  of  all  physicians 
is  important  if  the  campaign  is  to  succeed. 

National  legislation  under  the  present  administration 
remains  the  same  but  is  now  being  high  lighted  by  Fed- 
eral financial  aid  to  medical  education  and  hospitaliza- 
tion benefits  for  all  persons  over  65.  There  is  no  indica- 
tion there  will  be  an  abatement  of  this  type  of  social 
legislation. 

On  the  state  level  the  Legislative  Council  of  the  Okla- 
homa Legislature  has  been  working  on  several  bills  of 
interest  to  the  profession.  It  can.be  reasonably  prophe- 
sied that  a general  rewriting  of  the  state  narcotic  law 
will  be  attempted.  Your  Committee  has  appeared  before 
the  Legislative  Council  on  this  subject  and  has  approved 
the  bills  as  written  by  the  Legislative  Council.  The 
Medical  Examiner  system  to  replace  the  present  .Justice 
of  the  Peace  acting  as  Coronor  system  is  receiving  much 
study  by  the  Council  and  the  Oklahoma  Bar  Association. 
From  present  indication  it  will  be  favorably  recom- 
mended. 

The  problems  inherent  with  the  development  of  the 
Industrial  Commission  over  the  years  have  also  been  a 
matter  with  which  the  Committee  has  been  concerned  and 
on  which  there  have  been  two  meetings  with  the  Legisla- 
tive Council,  although  no  definite  recommendations  have 
been  made  the  possibility  of  legislation  in  this  field  is 
very  good. 

Your  Committee  feels  that  it  cannot  anticipate  the 
problems  that  will  come  before  it  in  the  next  year  due 
to  the  change  that  may  be  brought  about  in  the  National 
Administration  and  the  state  legislature. 

As  a summary  your  Committee  would  point  out  that 
it  feels  that  it  must  continue  its  work  in  the  following 
fields: 


1.  Elections 

2.  Legislation 

3.  Inter-professional  Relations  among  branches  of  the 


healing  arts. 
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4.  Promotion  of  the  Student  American  Medical  Asso- 
ciation 

5.  Professional  Relationship  with  Oklahoma  State 
Nurse  Association  and  allied  professions. 

6.  Problems  between  hospitals,  physicians  annd  volun- 
tary prepaid  medical  and  hospital  care  plans. 

7.  American  Medical  Association  Education  Founda- 
tion 

8.  Press  Relations 

9.  Radio  and  Television 

10.  Visual  Education 

11.  Exhibits  for  public  audiences 

Your  Committee  pledges  its  untiring  work  to  these 
ends.  ’ ’ 

At  the  conclusion  of  this  report  a discussion  was  held, 
during  which  Doctor  McDonald  advised  that  the  Com- 
mittee was  satisfied  that  more  effort  would  have  to  be 
made  in  the  respect  to  educating  the  public  and  the 
profession  with  regard  to  the  problems  of  Blue  Cross 
and  Blue  Shield. 

W.  S.  Larrabee,  M.D.,  moved : ‘ ‘ That  the  report  of 
the  Public  Policy  Committee  be  accepted.  ’ ’ Doctor 
Goodwin  seconded  and  the  motion  carried. 

At  this  point  Marshall  O.  Hart,  M.D.,  Tulsa,  moved: 
“That  a telegram  be  sent  from  the  House  of  Delegates 
of  the  Oklahoma  State  Medical  Association  to  the  Okla- 
homa legislators  in  Washington,  expressing  our  opposi- 
tion to  House  Bill  No.  7800.  Alfred  R.  Sugg,  M.D., 
seconded  the  motion.  The  motion  carried. 

Following  this  C.  E.  Northcutt,  M.D.,  Ponca  City, 
reported  for  the  Organization  Committee,  as  follows: 


REPORT  OF  COMMITTEE  ON  ORGANIZATIONAL 
FUNCTIONS 


Your  Committee  on  Organization  Functions  has  had 
delegated  to  it  by  the  Council  the  following  activities: 

1.  Budget  and  Executive  Office  management. 

2.  Organization  Insurance  Programs. 

3.  Membership. 

This  Committee,  as  is  the  case  of  all  other  Special 
Committees  of  the  Association  under  the  revised  comi- 
mittee  set-up,  has  representation  from  each  of  the  four- 
teen councilor  districts.  The  membership  of  the  Com- 
mittee is  as  follows: 


Chairman — C.  E.  Northcutt,  M.D.,  Ponca  City 
District  No.  1^-C.  L.  Johnson,  M.D.,  Bartlesville 
District  No.  2 — C.  E.  Northcutt,  M.D.,  Ponca  City 
District  No.  3 — John  R.  Taylor,  M.D.,  Kingfisher 
District  No.  4 — Rhonald  Whiteneck,  M.D.,  Wavnoka 
District  No.  5 — Joseph  T.  Phelps,  M.D.,  El  Reno 
District  No.  6 — W.  W.  Rucks,  Jr.,  M.D.,  Oklahoma  City 
District  No.  7 — Horton  Hughes,  M.D.,  Shawnee 
District  No.  8 — Ralph  McGill,  M.D.,  Tulsa 
District  No.  9 — J.  H.  Reynolds,  M.D.,  Muskogee 
District  No.  10 — E.  D.  Greenberger,  M.D.,  McAlester 
District  No.  11 — W.  A.  Hyde,  M.D.,  Durant 
District  No.  12 — Donald  J.  Wilson,  M.D.,  Pauls  Valley 
District  No.  13 — Wm.  R.  Cheatwood,  M.D.,  Duncan 
District  No.  14 — Aubrey  E.  Stowers,  M.D.,  Sentinel 

Due  to  the  scope  of  the  Committee’s  functions,  it  was 
felt  prudent  to  appoint  sub  committees  to  consider  the 
special  problems  involved  in  the  matter  of  the  Budget 
and  Executive  Office  Management  and  the  Association ’s 
Insurance  Programs.  These  sub-committees  are  as  fol- 
lows and  they  will  present  their  own  portions  of  this 
report:  Insurance  Committee,  W.  W.  Rucks,  Jr.,  M.D., 
Chairman;  Budget  and  Executive  Offiice  Management, 
C.  R.  Rountree,  M.D.,  Chairman. 

Concerning  membership  in  the  Association,  your  Com- 


mittee desires  to  make  certain  observations  to  which  it 
believes  the  House  of  Delegates  must  give  careful  con- 
sideration. 

The  total  membership  of  the  Association  has  been 
steadily  gaining  for  approximately  10  years.  The  mem- 
bership today,  including  Life  and  Honorary  members 
is  1443  with  47  Life  and  Honorary  applications  to  be 
acted  upon  at  this  session  of  the  House  of  Delegates. 
However,  your  Committee  must  report  that  members 
paying  either  full  or  half  dues  has  decreased  while  the 
number  of  Life  and  Honorary  members  has  shown  a 
rather  marked  increase.  This  statement  by  the  Committee 
should  not  be  interpreted  as  a reflection  on  the  election 
of  Life  and  Honorary  members  by  the  House  of  Dele- 
gates but  more  particularly  to  bring  to  your  attention 
that  in  the  election  of  non-paying « memberships,  the 
Association  in  some  instances  loses  dues  revenue  that 
must  be  made  up  elsewhere. 

Your  Committee  urges  each  member  of  the  Associa- 
tion to  give  careful  consideration  to  the  report  of  the 
sub  committee  on  Budget  and  Executive  Office  Manage- 
ment. 

Your  Committee  would  like  also  to  comment  that  it  is 
its  firm  opinion  that  many  County  Societies  should  show 
a more  aggressive  attitude  in  not  only  promoting  its 
County  Medical  activities  but  in  increasing  its  member- 
ship from  among  palified  members  of  the  medical  pro- 
fession. There  should  not  be  a single  physician  in  any 
county  who  is  qualified  for  membership  who  is  not  a 
member  of  his  constituent  society. 

As  chairman  of  the  Committee  I should  now  like  to 
request  the  Speaker  to  recognize  Doctor  Rucks  and 
Doctor  Rountree  for  their  portions  of  this  report.  ’ ’ 

The  Speaker  recognized  W.  W.  Rucks,  M.D.,  Oklahoma 
City,  Chairman  of  the  Sub-Committee  on  Malpractice, 
who  gave  the  following  report : 

Organizational  Insurance  Programs 

Your  Sub-Committee  on  Insurance,  whose  responsibil- 
ity is  to  direct  the  insurance  programs  of  the  Associa- 
tion, should  like  to  first  draw  your  attention  to  the 
health  and  accident  insurance  program  sponsored  through 
the  North  American  Accident  Insurance  Company.  This 
program  is  not  designed  to  meet  the  total  needs  of  the 
members  of  the  Association  but  has  filled  a definite 
place  in  many  members’  insurance  programs.  In  1951 
there  were  800  members  carrying  this  coverage.  During 
1951,  there  were  97  claims  filed  and  $30,809.00  paid  out 
in  claims  and  to  the  knowledge  of  the  Committee 
through  the  Executive  Office,  there  were  not  any  criti- 
cisms of  the  manner  in  which  the  program  was  operated. 

Your  Committee  would  also  point  out  that  at  least 
one  other  company  (Continental  Casualty)  offering  health 
and  accident  coverages  to  the  medical  profession  in 
Oklahoma  presents  its  program  as  one  for  only  members 
of  the  Oklahoma  State  Medical  Association.  While  this 
may  or  may  not  be  true,  the  fact  remains  that  at  no 
time  has  this  company  checked  its  applicants  with  the 
Executive  Office  and  the  program  does  not  bear  the 
endorsement  of  the  Association.  This  statement  by  your 
Committee  is  not  intended  to  imply  that  the  contract 
being  offered  is  not  without  merit,  as,  on  the  contrary, 
it  is  offered  by  a very  reputable  company  and  there 
have  been  no  adverse  comments  concerning  its  contract 
reported  to  the  Executive  Office. 

The  next  report  of  your  Committee  is  not  a pleasant 
one.  This  report  deals  with  the  cancellation  by  the  Lon- 
don and  Lancashire  Indemnity  Company  of  its  malprac- 
tice master  policy  held  with  the  Association. 

As  most  of  your  know,  the  master  policy  was  can- 
celled March  1,  1952,  effective  April  1,  1952.  Although 
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the  Master  Policy  was  cancelled  on  this  date,  it  does 
not  cancel  the  individual  certificates  held  by  the  mem- 
bers of  the  Association  until  their  expiration  date.  In 
some  instances,  the  London  and  Lancashire  is  renewing 
policies  held  by  physicians  but  such  renewals  are  the 
standard  policies  of  the  London  and  Lancashire  which 
is  not  as  broad  in  its  coverage  as  the  certificates  issued 
under  the  master  policy. 

Since  the  cancellation  of  this  policy,  your  Sub-Com- 
mittee has  been  and  still  is,  in  negotiation  with  several 
other  casualty  companies  writing  this  type  of  business. 
It  was  the  hope  of  the  Committee  that  a report  of  a 
new  contract  could  be  made  to  the  House  of  Delegates 
but  such  is  not  the  case.  Your  Committee  is  of  the 
opinion  that  it  should  not  rush  into  any  new  contract 
until  an  exhaustive  survey  is  made  to  secure  the  most 
advantageous  contract  as  far  as  coverage  is  concerned, 
irrespective  of  the  premium  rate. 

The  history  of  malpractice  claims  over  the  past  few 
years  has  pointed  up  the  need  for  the  physician  to  have 
complete  coverage,  with  the  best  legal  and  investigative 
talent  available  for  his  defense  and  that  the  premium 
should  be  secondary.  It  is  to  this  end  that  your  Com- 
mittee is  working.  As  soon  as  a program  is  consummated, 
it  will  be  announced  to  the  membership. 

Many  have  asked  why  the  London  and  Lancashire 
cancelled  its  master  policy.  To  date  no  concrete  reason 
lias  been  given  although  every  effort  has  been  made  to 
rind  out.  It  is  the  general  belief  that  the  increase  in 
claims  was  the  underlying  cause  although  the  Company 
did  not  see  fit  to  justify  this  statement  as  its  reason. 
The  Committee  frankly  does  not  know  the  answer  to 
this  question.  ’ ’ 

Wm,  E.  Streeker,  M.D.,  Oklahoma  City,  moved:  “That 
the  Report  of  the  Committee  be  accepted  and  that  the 
Sub-Committee  be  instructed  to  continue  in  their  at- 
tempt to  secure  a master  policy  on  malpractice.  ’ ’ Doctor 
Hart  seconded  this  motion  and  the  motion  carried. 

The  next  item  on  the  agenda  was  a report  from  the 
Sub-Committee  on  Finance  and  Budget.  The  report  was 
made  by  C.  R.  Rountree,  M.D.,  as  follows: 

REPORT  OF  SUB-COMMITTEE  ON  BUDGET  AND 
OFFICE  MANAGEMENT  OF  ORGANIZATIONAL 
COMMITTEE 

This  Committee  was  directed  to  study  certain  activities 
of  the  Oklahoma  State  Medical  Association  particularly 
in  connection  with  the  budget  and  financial  setup  of  the 
organization.  The  objective  is  to  analyze  the  budget  so 
that  the  membership  can  more  readily  understand  wliat 
becomes  of  the  monies  paid  into  the  organization. 

This  study  obviously  will  require  considerable  time  to 
complete  and  the  following  report  is  to  be  considered 
solely  as  a preliminary  statement. 

The  Committee  met  on  Wednesday,  May  14,  1952,  and 
discussed  some  of  the  problems  concerning  the  office, 
financial  structure  and  budget.  As  a result  of  this  meet- 
ing, the  following  recommendations  are  submitted  for 
your  consideration. 

1.  The  Committee  sees  no  occasion  at  this  time  for 
any  increase  in  the  amount  of  dues  and  recommends 
that  the  dues  be  the  same  as  levied  in  1951 — $42.00 
per  year. 

2.  The  Committee  strongly  recommends  that  there  be 
a definite  continuity  in  the  term  of  office  of  the 
county  secretaries,  except  in  those  counties  where 
a full  time  secretary  is  employed.  Annual  replace- 
ment of  the  county  medical  socity  secretary  does 
not  permit  the  liaison  between  the  state  office  and 


the  county  office  which  is  so  important  in  the  mat- 
ter of  understanding  and  interpreting  the  financial 
structure  of  the  state  association. 

3.  The  Committee  recommends  that  the  Association 
liquidate  the  outstanding  obligations  now  due  and 
payable. 

4.  After  these  obligations  have  been  paid,  we  recom- 
mend a sum  of  $5,100.00  be  set  aside  each  month 
for  operating  the  Association  for  the  remainder 
of  this  fiscal  year  on  a cash  basis. 

5.  We  recommend  consultation  with  some  qualified 
person  in  the  field  of  office  management  for  the 
purpose  of  reorganization  of  the  financial  structure, 
modus  operandi,  and  methods  of  operating  the 
office. 

6.  And  finally,  the  Committee  recommends  that  adop- 
tion of  the  budget  for  1953,  be  delayed  until  late 
in  1952,  and  this  be  made  the  order  of  business  of 
a special  meeting  of  the  House  of  Delegates  or 
that  the  House  of  Delegates  at  this  session  dele- 
gate this  responsibility  to  the  Council.” 

Following  a lengthy  discussion  with  regard  to  the 
budget,  the  Speaker  asked  the  House  whether  they 
wished  to  have  an  extra  session  of  the  House  of  Dele- 
gates some  time  later  in  the  year  or  whether  they 
wished  to  delegate  the  budget  responsibility  to  the 
Council. 

O.  H.  Miller,  M.D.,  Ada,  moved:  “That  the  authority 
to  give  final  approval  to  the  budget  as  submitted  by  this 
Committee  be  delegated  to  the  Council.  ’ ’ 

Doctor  McHenry  moved,  as  a substitute  motion  for  the 
motion  on  the  Floor:  “That  the  report  of  the  sub- 
committee on  Budget  and  Office  Management  be  adopted 
in  its  entirety.  Allen  Gibbs,  M.D.,  Oklahoma  City,  sec- 
onded. Doctor  Miller  withdrew  his  motion  and  accepted 
Doctor  McHenry’s  substitute  motion.  The  motion 
carried. 

Doctor  Miller  then  moved:  “That  the  Authority  for 
final  approval  on  the  budget  be  invested  in  the  Council 
for  this  year.  ’ ’ Doctor  Etter  seconded.  The  motion 
did  not  carry.  Doctor  Shuller,  M.D.,  McAlester,  moved: 

‘ • That  a special  session  of  the  House  of  Delegates  be 
called  some  time  in  the  fall,  the  date  to  be  determined 
by  the  Council,  at  which  time  a thorough  study  relative 
to  matters  of  the  budget  be  made.  ’ ’ J.  R.  Colvert,  M.D., 
Oklahoma  City,  seconded  the  motion.  The  motion 
carried. 

At  this  point  Dick  Graham,  Executive  Secretary,  ad- 
dressed the  House  and  congratulated  them  on  the  action. 
Mr.  Graham  advised  that  the  Association  had  grown  to 
a point  where  it  was  important  that  its  matters  of 
finance  and  budget  have  more  serious  study  and  con- 
sideration. 

The  next  order  of  business  was  a report  from  the 
Postgraduate  Committee.  Harry  A.  Daniels,  M.D.,  Okla- 
homa City,  Chairman  of  the  Committee,  made  the  fol- 
lowing report : 

REPORT  OF  THE  COMMITTEE  ON  MEDICAL 
EDUCATION 

The  Education  Committee,  as  established  by  the  last 
House  of  Delegates  and  as  authorized  by  the  House  of 
Delegates,  during  the  past  year  entered  into  a coopera- 
tive postgraduate  medical  education  project  with  the 
Postgraduate  Office  of  the  Medical  School  of  the  Uni- 
versity of  Oklahoma. 

Since  this  program  was  a complete  departure  from 
the  type  of  postgraduate  courses  which  had  previously 
been  offered  by  the  Association  it  was  impossible  to  get 
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the  program  under  way  until  March  13,  1952.  The 
spring  course  was  entitled  ‘ ’Review  of  General  Medi- 
cine ’ ’ and  consisted  of  three  sessions  for  each  16 
Regional  Centers,  the  last  session  being  held  on  May  15. 
Each  session  consisted  of  two  lectures  covering  the  fol- 
lowing subjects:  ‘‘Recent  Advances  in  Pediatrics,”  Re- 
cent Advances  in  Surgery,  ” “ Emergency  Orthopedic 
Measures,  ’ ’ Management  of  Obstetrical  Problems,  ’ ’ 
Medicine  and  Therapeutics,  ” “ Diagnosis  and  Treat- 
ment of  Common  Skin  Disorders.  ’ ’ 

The  speakers  for  these  sessions  were  selected  through 
the  Committee  and  office  of  Postgraduate  Education  and 
donated  their  services  with  the  Committee  reimbursing 
them  for  their  travel  expenses. 

The  Committee  is  not  completely  satisfied  with  the 
results  of  this  plan  of  operation  since  the  attendance 
has  not  been  as  great  as  was  expected. 

No  advance  enrollments  for  the  course  were  required 
and  the  total  attendance  was  286  which  is  on  the  basis 
of  individual  sessions  rather  than  the  entire  course. 

The  Committee  urges  the  House  of  Delegates  to  auth- 
orize continued  activity  in  the  field  of  postgraduate 
medical  education  but  recognizes  the  fact  that  any 
continued  program  must  be  based  upon  the  experience 
in  this  year ’s  Spring  program.  The  Committee  is  pre- 
pared to  survey  the  problem  in  an  effort  to  make  such 
modifications  as  will  increase  the  interest  in  any  pro- 
gram to  be  offered  in  the  future.  ’ ’ 

Doctor  Larrabee  moved:  ‘‘That  the  Report  be  ac- 
cepted. ’ ’ Doctor  Burleson  seconded.  Motion  carried. 

The  Speaker  called  for  a report  from  the  Committee 
on  Military  Service.  F.  Redding  Hood,  M.D.,  Oklahoma 
City,  made  the  following  report: 

REPORT  OF  THE  COMMITTEE  ON  MILITARY  SERVICE 

The  function  of  your  Committee  on  Military  Service 
is  to  act  in  an  advisory  capacity  to  the  Oklahoma  Volun- 
teer Advisory  Committee  for  psysicians,  dentists,  veteri- 
narians, and  allied  specialists ; an  advisory  committee  to 
Selective  Service  concerning  the  withdrawal  from  civilian 
practice  of  physicians  for  military  duty. 

The  Committee  was  created  after  the  passage  of  Pub- 
lic Law  779,  commonly  called  the  Doctor  Draft  Law, 
and  is.  composed  of  a representative  from  each  of  the 
fourteen  Councilor  Districts. 

Since  its  inception  the  Committee  has  held  eleven 
meetings  and  will  hold  another  tomorrow  morning  to 
consider  the  requests  of  the  military  forces  for  Medical 
Corps  personnel  to  begin  their  active  duty  this  coming 
July. 

The  Committee  would  like  to  take  this  opportunity  to 
express  its  appreciation  for  the  excellent  cooperation 
which  the  County  Society  Advisory  Committees  have 
given.  Without  their  able  assistance  its  task  would  be 
monumental. 

Since  the  activation  of  the  45th  Division  in  Septem- 
ber of  1950,  eighty-seven  Oklahoma  physicians  have  been 
called  to  active  duty.  This  does  not  include  those  who 
may  be  called  in  July. 

‘ ‘ Many  of  you  will  recall  that  the  Doctor  Draft  Law 
created  four  (4)  priorities:  Priority  I,  being  those 
physicians  educated  at  Government  expense  or  deferred 
for  the  purpose  of  an  education  leading  to  a degree  in 
medicine  and  without  military  service.  Of  physicians  in 
Oklahoma  falling  into  this  category,  there  are  only 
sixteen  who  have  not  applied  for  a commission.  From 
the  crieteria  now  available  to  the  Committee  it  is  antici- 
pated that  this  category  will  be  exhausted  by  late  1952. 
Priority  2,  represents  those  physicians  having  the  same 
deferment  or  educational  expense  backgrounds  as  those 


of  Priority  1,  but  who  have  served  in  the  Medical  Corps 
more  than  ninety  days  but  less  than  21  months. 

If  the  criteria  governing  Priority  1,  is  correct,  it  is 
reasonable  to  assume  that  certain  of  the  Priority  2 
group,  will  be  called  to  Military  Service  during  the 
early  part  of  1953.  Priority  3,  represents  those  physicians 
under  50  years  of  age  who  paid  for  their  own  education 
but  have  no  military  service.  An  anticipated  call  on  this 
group  is  not  foreseeable.  There  is  an  exception  to  this 
statement  for  the  physician  now  graduating  from  Medi- 
cal School  who  is  still  of  Selective  Service  draft  age. 
This  physician  finds  himself  in  dual  jeopardy,  as  he  may 
be  called  as  a regular  Selective  Service  registrant  irre- 
spective of  his  registration  under  the  Doctor  Draft 
Law.  This  latter  physician  should  consider  immediately 
applying  for  a commission  or  be  willing  to  gamble  that 
he  can  secure  a commission  prior  to  induction,  and  thus 
qualify  for  his  $100.00  per  month  incentive  pay.  Prior 
ity  4,  physicians  are  those  who  have  in  excess  of  21 
months  Active  Duty  in  World  War  II,  or  subsequently 
thereto. 

Your  Committee  would  point  out  that  its  greatest  re- 
sponsibility is  to  secure  Oklahoma’s  share  of  physicians 
for  the  Military  Service  without  unduly  disrupting  essen- 
tial civilian  care.  The  number  of  physicians  per  1,000 
population  does  not  always  reflect  a true  picture  of  a 
given  community ’s  medical  responsibilities.  ’ ’ 

“County  Societies  Advisory  Committees  will  continue 
to  function  in  an  advisory  capacity,  but  they  must  bear 
in  mind  at  all  times  that  the  function  of  all  Committees 
considering  this  problem  is  vot  in  the  realm  of  protect- 
ing private  practices,  but  solely  in  assuring  communities 
of  essential  medical  care. 

Your  Committee  has  been  asked,  upon  occasion, 
whether  or  not  it  has  any  recommendations  to  make 
concerning  any  changes  in  the  law.  While  your  Com- 
mittee feels  that  the  operation  of  the  law  has  revealed 
certain  defects,  these  have  already  been  made  known  to 
Selective  Service  and  are  now  up  for  consideration  when 
the  law  must  be  reenacted.  Your  Committee,  on  the 
other  hand,  is  firmly  of  the  opinion  that  Army  regula- 
tion concerning  physical  standards  to  be  met  by  appli- 
cants for  commissions  should  be  given  closer  study,  and 
has  so  recommended  to  both  Selective  Service  and  the 
military  forces.  It  is  your  Committee ’s  opinion  that  any 
physician  who  can  conduct  an  active  practice  is  physic- 
ally able  to  serve  in  the  Military  forces  in  some  capacity. 

Your  Committee  will  continue  to  function  to  the  best 
of  its  ability,  and  in  the  best  interest  of  the  health  of 
the  public,  and  invites  your  comments  and  criticisms.  ’ ’ 

At  the  conclusion  of  the  report  L.  C.  Kuvrkendall, 
M.D.,  McAlesteij  moved:  “That  the  report  be  ac- 

cepted. ’ ’ Motion  seconded  by  Doctor  Burleson  and 
carried. 

The  next  order  of  business  was  a report  from  the 
Grievance  Committee.  In  the  absence  of  the  chairman, 
Paul  Champlin,  M.D.,  Enid,  Doctor  L.  C.  McHenry  read 
the  following  report: 

REPORT  OF  THE  GRIEVANCE  COMMITTEE 

The  operations  of  the  Grievance  Committee  during  the 
year  1951,  and  1952  have  been  most  encouraging.  The 
Committee  began  the  year  with  a carry  over  of  four 
pending  cases,  all  of  which  have  been  closed  satisfac- 
torily. A total  of  twenty  cases  were  filed  during  the 
year,  sixteen  of  which  have  been  closed  leaving  only 
four  pending  before  the  Committee  at  this  time. 

The  encouraging  aspects  of  this  operation  have  been: 

(1)  The  relatively  small  number  of  cases  filed  during 
the  year. 
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(2)  The  excellent  cooperation  from  the  members  of 
the  Association  which  has  been  enjoyed  by  the 
Committee  in  its  efforts  to  bring  these  cases  to 
conclusion. 

For  the  information  of  the  House  of  Delegates,  the 
twenty  cases  as  filed  during  the  past  year  are  classified 


as  follows: 

Cases  concerning  the  fee  only 7 

Cases  concerning  service  only  8 

Cases  concerning  both  fee  and  service  5 


At  this  time  the  Committee  would  like  to  call  to  the 
attention  of  the  House  of  Delegates  a situation  in  which 
a physician  revealed  facts  from  a patient’s  hospital 
record  to  an  attorney  opposing  that  patient  in  a com- 
pletely unrelated  law  suit.  To  the  Committee  this  is  an 
example  of  a violation  of  the  code  of  ethics  which  is  of 
sufficient  importance  to  be  called  to  the  attention  of  the 
entire  membership.  Many  requests  of  a like  nature  are 
made  by  attorneys,  insurance  companies,  and  other  in- 
terested parties,  and  the  Committee  feels  that  such  re- 
quests should  always  be  most  carefully  considered  in 
order  that  the  physician  may  avoid  any  possibility  of 
destroying  the  confidential  physician  and  patient  rela- 
tionship as  established  by  the  laws  of  the  State  and  the 
principles  of  Medical  Ethics. 

The  1951  Session  of  the  House  of  Delegates  author- 
ized the  Committee  to  take  advantage  of  the  various 
means  of  publicity  available  to  it,  in  order  that  the 
profession  and  the  public  both  could  be  advised  of  the 
activities  of  the  Committee.  In  regard  to  that  authoriza- 
tion the  Committee  does  not  feel  that  its  efforts  have 
been  as  successful  as  they  might  have  been.  While  the 
matter  of  providing  publicity  for  the  lay  public  is 
rather  a difficult  one,  the  Committee  anticipates  that 
pages  of  the  Journal  and  the  News  Letter  of  the  Asso- 
ciation will  be  much  more  fully  utilized  during  the  com- 
ing year  in  bringing  to  the  attention  of  the  membership 
of  the  Association  reports  of  the  activities  of  the  Com- 
mittee and  suggestions  and  recommendations  designed 
to  eliminate  the  causes  of  public  dissatisfaction  with 
medical  fees  and  services.  ’ ’ 

At  its  conclusion,  Doctor  McHenry  moved:  '“That  the 
report  of  the  Grievance  Committee  be  accepted.  ’ ’ Doctor 
Sugg  seconded  and  the  motion  carried. 

The  Speaker  announced  that  the  next  item  for  consid- 
eration was  Amalgamations.  He  advised  that  Adair 
Cherokee  Counties  had  petitioned  for  amalgamation. 
Alfred  R.  Sugg,  M.D.,  moved:  “That  the  amalgamation 
of  these  two  counties  be  approved.  ’ ’ Doctor  Larrabee 
seconded.  The  motion  carried. 

The  Speaker  announced  the  petition  for  amalgamation 
from  Cleveland-McClain  Counties.  Carl  T.  Steen,  M.D., 
Pauls  Valley,  moved:  “That  the  amalgamation  of  these 
two  counties  be  approved.  ’ ’ Doctor  Burleson  seconded 
and  the  motion  carried. 

The  next  item  of  business  was  an  invitation  to  repre- 
sentatives of  the  Student  American  Medical  Association 
to  attend  the  House  of  Delegates  Meetings. 

The  Speaker  asked  the  House  if  they  wished  to  adopt 
the  practice  of  this  invitation  permanently.  Doctor 
Johnson  so  moved;  Doctor  Burleson  seconded;  the  motion 
carried. 

The  Speaker  announced  that  the  Council  had  requested 
approval  of  the  House  of  Delegates  of  the  Settlement 
of  the  Beckham  County  Law  Suit.  Ralph  Smith,  M.D., 
Oklahoma  City,  moved : ‘ ‘ That  the  action  of  the  Council 
be  approved  and  that  the  Beckham  County  Medical 
Society  be  complimented  on  the  manner  in  which  the 
suit  was  settled.”  Doctor  Burleson  seconded  the  motion. 
The  motion  carried. 


The  next  item  on  the  agenda  was  the  matter  of  Life, 
Honorary  and  Associate  memberships.  The  Speaker  read 
the  list  as  recommended  by  the  Council,  as  follows: 

Life  Membership 


W.  T.  Andreskowski,  M.D Elk-City 

Udonna  C.  Boon,  M.D Chickasha 

Leo  F.  Cailev,  M.D Oklahoma-City 

Wm.  H.  Cook,  M.D Chickasha 

Thomas  B.  Coulter,  M.D Tulsa 

George  M.  Davis,  Sr.,  M.D Bixby 

John  L.  Day,  M.D Woodward 

D.  S.  Downey,  M.D Chickasha 

Thomas  H.  Flesher,  M.D Edmond 

H.  R.  Haas,  M.D Sapulpa 

L.  A.  Hahn,  M.D Guthrie 

Richard  R.  Johnson,  M.D Sand  Springs 

William  LeBlanc,  M.D Ochelata 

D.  W.  LeMaster,  M.D Wayne 

S.  B.  Leslie,  M.D Okmulgee 

J.  C.  Matheney,  M.D Okmulgee 

W.  C.  Mitchener,  M.D Okmulgee 

Silas  Murray,  M.D Tulsa 

Daniel  Perry,  M.D Tulsa 

Robert  E.  Lee  Rhodes,  M.D Tulsa 

Winnie  M.  Sanger,  M.D Oklahoma  City 

Joseph  G.  Smith,  M.D Bartlesville 

L.  M.  Westfall,  M.D Oklahoma  City 

C.  O.  Williams,  M.D McAlester 

Life  Membership  (Temporary  Provisions) 

H.  D.  Boswell,  M.D Henryetta 

Elizabeth  Chamberlain,  M.D Bartlesville 

J.  B.  Clark,  M.D Coalgate 

J.  E.  Cochran,  M.D Byars 

Robert  D.  Cody,  M.D Centrahoma 

Emory  S.  Crow,  M.D Olustee 

Henry  A.  Ellis,  M.D,  Kiowa 

Alfred  H.  Hathaway,  M.D Mountain  View 

Finis  W.  Henderson,  M.D Tulsa 

Walter  Johnson,  M.D Ardmore 

J.  L.  LeHew,  M.D.  (Sr.)  Pawnee 

Silas  H.  Mohrman,  M.D Tulsa 

L.  C.  Presson,  M.D Tulsa 

M.  B.  Scott,  M.D.  (Deceased)  Delaware 

Barton  H.  Watkins,  M.D Hobart 

Llewellyn  G.  Wolf,  M.D Okarche 

Honorary  Membership 

Finis  W.  Ewing,  M.D Muskogee 

George  A.  LaMotte,  M.D Oklahoma  City 

James  F.  McMurry,  M.D Sentinel 

Horace  Reed,  M.D Oklahoma  City 

Henry  K.  Speed,  M.D Sayre 

L.  S.  Willour,  M.D McAlester 


Associate  Membership 

Mark  R.  Everett,  Dean,  University  of  Oklahoma  School 
of  Medicine. 

Harold  A.  Schoemaker,  University  of  Oklahoma  School 
of  Medicine. 

Arthur  A.  Hellbaum,  University  of  Oklahoma  School  of 
Medicine. 

Doctor  Sugg  moved:  “That  the  list  be  approved  and 
the  members  elected  as  read.  ’ ’ Doctor  McHenry  seconded. 
Motion  carried. 

The  Speaker  then  read  the  recommendation  of  the 
Council  that  the  firm  of  Keaton- Wells-Johnston  and 
Lytle  be  engaged  on  a retainer  basis.  Doctor  McHenry 
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moved:  “That  the  recommendation  of  the  Council  in 
this  regard  be  approved  by  the  House.  ’ ’ Doctor  Hinson 
seconded.  Motion  carried. 

The  Chair  then  presented  a proposal  from  the  archivist 
of  the  University  of  Oklahoma  for  the  collection  of  rec- 
ords pertaining  to  the  History  of  Medicine  in  Oklahoma. 

L.  J.  Moorman,  M.D.,  Oklahoma  City,  addressed  the 
House  and  explained  the  importance  of  this  work  and 
asked  the  Association  for  an  appropriation  of  $1500  to 
carry  on  the  work.  L.  C.  Ivuyrkendall,  M.D.,  McAlester, 
moved:  “That  the  appropriation  be  granted.  O.  G. 
Bacon,  M.D.,  Frederick,  seconded.  The  motion  carried. 

The  Chair  then  called  for  a discussion  as  to  whether 
or  not  it  would  be  advisable  to  hold  an  annual  meeting 
for  officers  of  the  county  and  district  societies  for  their 
information  and  indoctrination,  etc.,  in  connection  with 
the  administration  of  their  offices.  J.  J.  Swan,  M.D., 
Chickasha,  moved : ‘ ‘ That  we  adopt  the  recommendation 
that  an  annual  meeting  be  held,  to  which  all  officers  of 
county  and  district  societies  shall  be  invited.  Doctor 
Deputy  scheduled.  Motion  carried. 

The  next  item  on  the  agenda  was  the  presentation  of 
amendments  to  the  Constitution  and  Bylaws.  A discus- 
sion followed  as  to  whether  they  wished  to  introduce 
these  amendments  by  title  only.  Doctor  Larrabee  moved: 

‘ ‘ That  the  proposed  amendments  be  presented  at  this 
time  by  title  only  and  referred  to  the  Constitution  and 
Bylaws  Committee  for  consideration  in  detail  at  the  eve- 
ning session.  ’ ’ Motion  seconded  and  carried. 

The  speaker  called  for  amendments  to  be  presented 
from  the  floor.  None  were  forthcoming. 

The  Chair  announced  that  the  next  order  of  business 
was  an  invitation  for  the  next  annual  meeting.  John 
Matt,  M.D.,  Tulsa,  extended  an  invitation  to  the  Okla- 
homa State  Medical  Association  to  conduct  its  annual 
meeting  in  1953,  in  Tulsa,  Oklahoma.  Doctor  McHenry 
moved:  “That  the  invitation  be  accepted.”  Allen  Gibbs, 

M. D.,  seconded.  Motion  carried. 

The  Speaker  called  for  the  presentation  of  any  un- 
finished business  from  the  last  session  of  the  House  of 
Delegates.  None  was  held  over. 

Next  on  the  Agenda  was  the  matter  of  Resolutions. 
A discussion  was  held  as  to  whether  the  Resolutions 
would  be  introduced  by  title  at  this  time,  referred  to 
the  Resolutions  Committee  for  editing,  and  presented  at 
the  final  session  of  the  House  in  the  closing  session. 
Doctor  Larrabee  moved:  “That  the  Resolutions  be  in- 
troduced by  title  only  at  this  time  and  passed  on  at  the 
next  session.  Doctor  McHenry  seconded.  Motion  carried. 

The  Speaker  asked  for  the  Necrology  Report  and 
recognized  the  Vice-Speaker,  Keiller  Haynie,  M.D.,  who 
read  the  list  of  members  of  the  Association  who  had 
become  deceased  in  1951.  The  Chair  asked  for  a standing- 
moment  of  tribute  to  these  departed  members  as  Dostor 
Haynie  read  the  following  report: 

NECROLOGY  REPORT 

Since  the  last  necrology  report  in  May,  1951,  the 
Almighty,  in  His  Infinite  Wisdom  has  called  from  our 
midst  35  of  our  beloved  friends  and  co-workers.  While 


we  bow  in  sorrow  to  the  will  of  the  Omniscience,  we  are 
appreciative  of  these  wmnderful  men — physicians,  scien- 
tists, teachers  and  friends,  and  their  far-reaching  in- 
fluences which  will  continue  to  inspire  us  to  carry  on  our 
duties  to  humanity. 

THEREFORE,  BE  IT  RESOLVED  that  the  House 
of  Delegates  of  the  Oklahoma  State  Medical  Association 
resognize  the  demise  of  those  former  35  fellow  members 
and  instruct  the  Secretary  to  inscribe  with  honor  and 
regret  the  following  names  upon  the  records  of  the 
Association: 


Victor  K.  Allen,  Tulsa  November  11,  1951 

F.  M.  Bailey,  Oklahoma  City  December  30,  1951 

Robert  Earl  Beddoe,  Shawnee  January  19,  1952 

C.  P.  Bell,  Welch  April  28,  1951 

W.  C.  Bryant,  Muskogee  March  9,  1951 

T.  C.  Carloss,  Morris  September  9,  1951 

Guy  Clark,  Sulphur  November  22,  1951 

Edwin  H.  Coachman,  Muskogee  May  24,  1951 

George  W.  Colvert,  Miami  September  1,  1951 

H.  G.  Crawford,  Bartlesville  October  14,  1951 

Jacob  Thomas  Crocker,  Haskell  September  28,  1951 

J.  W.  Craig,  Miami  March  14,  1952 

Thomas  W.  Dowdy,  Oklahoma  City October  10,  1952 

K.  M.  Dwight,  Muskogee  December  10,  1952 

H.  A.  Higgins,  Ardmore  June  4,  1951 

R.  M.  C.  Hill,  McLoud  November  22,  1951 

R.  W.  Holbrook,  Perkins  November  17,  1951 

J.  L.  Holcomb,  Vian  : October  9,  1951 

George  M.  Holcombe,  Okeene  September  24,  1951 

William  Eugene  Hubbard,  Tipton  January  9,  1952 

A.  G.  Hughey,  Dewar  February  8,  1951 

J.  H.  Humphrey,  Mooreland  October  14,  1951 

W.  M.  Jones,  Tulsa  May  21,  1952 

W.  Z.  McClain,  Marlow  January  16,  1952 

W.  C.  McCurdy,  Sr.,  Purcell  July  1”,  1951 

S.  H.  McEvoy,  Enid  September  13,  1951 

A.  M.  Mixon,  Spiro  November  28,  1951 

G.  C.  Moore,  Ponca  City  November  18,  1951 

J.  H.  Plunkett,  Wagoner  February  4,  1952 

W.  B.  Putnam,  Carnegie  January  17,  1952 

S.  W.  Raines,  Calera  October  1,  1951 

Isaac  W.  Rogers,  Muskogee  November  12,  1951 

F.  E.  Rushing,  Tulsa  June  3,  1951 

M.  B.  Scott,  Delaware  January  6,  1952 

Gregory  A.  Wall,  Tulsa  February  17,  1952 


Respectfully  submitted, 

COMMITTEE  ON  NECROLOGY 
P.  P.  Nesbitt,  M.D.,  Tulsa,  Oklahoma 
George  H.  Neimann,  M.D.,  Ponca  City 

Doctor  Haynie  moved  that  the  Report  be  accepted. 
Doctor  Larrabee  seconded.  Motion  carried. 

The  Speaker  announced  that  the  Election  of  Officers 
was  scheduled  for  8:00  P.  M. 

The  Speaker  then  declared  the  meeting  adjourned  at 
5:00  P.  M.,  to  reconvene  at  7:00  P.  M.  in  the  Mirror 
Room  of  the  Municipal  Auditorium. 

Minutes  of  the  Second  Session  will  be  continued  in  the 
September  issue  of  the  Journal. 


TEXAN  IS  SPEAKER 

When  the  Okmulgee-Okfuskee  County  Medical  Society 
met  recently  in  Weleetka,  Charles  Ashworth,  M.D., 
chief  pathologist  at  Terrell’s  Laboratories  in  Fort  Worth, 
Texas,  was  guest  speaker.  He  spoke  on  “Early  Diagnosis 
of  Cancer.”  A.  R.  Sugg,  M.D.,  Ada,  President  of  the 
Oklahoma  State  Medical  Association,  also  attended  the 
meeting. 


WOODS-ALFALFA  SOCIETY 
MEETS  IN  ALVA 

Henry  Freede,  M.D.,  Oklahoma  City,  was  guest 
speaker  at  a meeting  of  the  Woods- Alfalfa  County  Medi- 
cal Society  held  in  Alva.  He  presented  a discussion  on 
orthopedic  problems  of  the  lower  back  and  feet. 


now  available  for 


Supplied  in  50  mg.  tablets, 
bottles  of  25,  100  and  1000. 


For  information  about  Cotinazin, 

address  requests  to  Medical  Service  Department 

Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.Y. 


’arid’s  largest  producer  of  antibiotic 
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CURRENT  ACTIVITIES  AT  THE  OKLAHOMA 
MEDICAL  RESEARCH  FOUNDATION 


Edward  C.  Keifenstein,  Jr.,  M.D. 
director 

This  is  the  ninth  in  a 
series  of  monthly  articles 
concerning  the  activities  of 
the  Oklahoma  Medical  Re- 
search Foundation.  This 
month  we  shall  discuss  the 
program  that  is  being  de- 
veloped in  the  Organic 
Chemistry  Section  under  Dr.  Max  N.  Huffman,  the 
studies  that  are  being  conducted  by  Dr.  Allan  J.  Stanley 
and  his  associates,  and  the  investigations  that  are  being 
carried  out  by  Dr.  M.  R.  Shetlar  and  the  research  team 
of  the  Veterans  Administration  Hospital.  All  of  these 
projects  are  under  way  at  the  present  time  in  the  Okla- 
homa Medical  Research  Institute  and  Hospital. 

In  1949  a program  of  research  in  rheumatoid  arthritis 
was  undertaken  by  Dr.  Max  X.  Huffman  in  collabora- 
tion with  Dr.  H.  C.  Coggeshall,  of  Dallas,  Texas,  at  the 
time  when  Doctor  Huffman  was  at  Southwestern  Medical 
School  in  Dallas.  Doctor  Huffman  prepared  several 
steroidal  compounds  and  Doctor  Coggeshall  subjected 
them  to  preliminary  clinical  screening.  In  this  project, 
the  most  important  point  chemically  was  the  1 ‘ blocking  ’ ’ 
of  functional  position  C-3  of  the  steroid  molecule  with  a 
methyl  ether.  Of  the  several  ‘ ‘ blocked  ’ ’ steroidal  com- 
pounds that  were  prepared  at  that  time,  three  were  con- 
sidered of  sufficient  importance  to  explore  further.  These 
three  were  pfegnenolone-3-methyl  ether,  androstenediol-3- 
metliyl  ether  and  androstenolone-3-methyl  ether.  At  this 
point,  Doctor  Huffman  transferred  his  research  activities 
to  the  Oklahoma  Medical  Research  Institute.  He  has 
continued  his  program,  and  the  clinical  testing  of  these 
three  substances  has  been  carried  on  by  Dr.  W.  K. 
Ishmael  and  his  associates,  of  Oklahoma  City.  Doctor 
Ishmael  has  had  considerable  experience  in  the  use  of 
steroids  in  rheumatoid  arthritis,  and  published  in  the 
Journal  of  the  Oklahoma  State  Medical  Association  the 
initial  report  on  the  value  of  testosterone  therapy  in  this 
condition. 

In  the  course  of  the  investigation  of  one  ‘ ‘ blocked  ’ ’ 
androgen  (androstenediol-3-methyl  ether)  in  rheumatoid 
arthritis,  it  was  observed  that  this  substance  had  a pro- 
nounced desoxycortieosterone-like  effect.  Therefore, 
studies  have  been  undertaken  to  determine  the  clinical 
value  of  this  substance  in  patients  who  have  adrenal 
cortical  insufficiency.  Pregnenolone  methyl  ether  (PME) 
has  been  found  to  produce  interesting  results  in  certain 
patients  with  bronchial  asthma.  The  investigation  of  this 
compound  has  been  done  by  Drs.  Allan  J.  Stanley,  George 
Bozalis,  Vernon  D.  Cushing,  and  Richard  Huff  of  Okla- 
homa City.  The  clinical  findings  are  soon  to  be  published 
in  detail.  Some  of  the  animal  and  laboratory  determina- 
tions dealing  with  this  compound  have  been  undertaken 
by  Dr.  Allan  J.  Stanley  in  the  Oklahoma  Medical  Re- 
search Institute  and  will  lie  mentioned  subsequently. 

At  the  present  time,  Doctor  Huffman  is  engaged  in 
the  preparation  of  steroid  compounds  that  possibly  have 
inhibitory  action  on  the  anterior  pituitary  gland.  The 
anterior  pituitary  is  the  source  of  a number  of  tropic 
substances,  including  growth  hormone,  the  gonadotropins, 
adrenocorticotropic  hormone,  lactogenic  hormone,  thyro- 
tropic hormone,  and  so  forth.  The  development  of  agents 
which  could  block  the  release  or  formation  by  the  anter- 
ior pituitary  gland  of  these  tropic  substances  would  have 
considerable  theoretical  and  practical  interest. 


The  investigations  undertaken  by  Dr.  Allan  J.  Staidey 
in  one  of  the  laboratories  of  the  Oklahoma  Medical  Re- 
search Institute  have  been  supported  in  part  by  funds 
from  the  Oklahoma  Medical  Research  Foundation  and 
in  part  by  funds  from  the  Balyeat  Clinic,  Oklahoma 
City.  Doctor  Stanley’s  clinical  testing  has  been  done 
by  Dr.  George  Bozalis,  Dr.  Vernon  D.  Cushing,  and 
Dr.  Richard  D.  Huff.  The  studies  have  been  concerned 
with  the  effect  of  adrenocorticotropic  hormone  (ACTH) 
in  patients  with  hav  fever  and  asthma  on  the  excretion 
in  the  urine  of  11-oxycorticosteroid  substances.  More 
than  200  determinations  have  been  made.  During  the 
year  Doctor  Stanley  and  his  associates  have  presented 
two*  papers  before  national  meetings  concerning  these 
studies,  and  one  of  these  papers  has  since  been  published. 
In  addition  to  these  studies  on  urinary  metabolites, 
Doctor  Stanley  also  has  been  studying  enzymes,  such  as 
uropepsinogen,  and  the  influence  of  the  adrenocortico- 
tropic hormone  on  them.  Doctor  Stanley  also  has  been 
engaged  in  studying  in  patients  compound  AR-3  which 
has  been  prepared  by  Dr.  Max  Huffman  (see  above). 
Some  animal  studies  are  being  carried  out  in  an  effort 
to  establish  the  mechanism  of  the  action  of  compound 
AR-3. 

The  research  program  of  the  Will  Rogers  Veterans 
Administration  Hospital  in  Oklahoma  City  has  an  inter- 
esting history.  The  research  laboratory  was  organized 
in  July,  1950.  Previous  work  dating  back  to  1940  by 
professional  personnel  of  this  station  and  of  the  Uni- 
versity of  Oklahoma  School  of  Medicine  formed  the 
background  of  this  organization.  Locally,  the  laboratory 
functions  under  the  direction  of  a Research  Committee 
consisting  of  the  Chiefs  of  the  major  services  of  the 
Hospital,  the  Hospital  Manager,  the  Chief  of  the  Re- 
search Laboratory,  and  two  representatives  from  the 
University  of  Oklahoma  School  of  Medicine.  Nationally, 
the  Veterans  Administration  Research  Program  is  organ- 
ized under  the  Assistant  Chief  Medical  Director  for 
Research  and  Education.  The  research  program  has  as  a 
principal  objective  the  stimulation  of  an  investigative 
frame  of  mind  in  the  professoinal  staff  of  the  hospital; 
that  is,  in  the  physicians,  the  nurses,  the  dentists,  and 
the  other  scientific  personnel.  To  further  this  objective, 
proposals  for  future  research  may  be  made  by  any 
member  of  the  staff  of  the  hospital  for  consideration 
by  the  local  Research  Committee. 

It  was  originally  planned  to  construct  laboratories  in 
the  Veterans  Administration  Hospital  at  Will  Rogers 
Field.  However,  as  the  plans  developed  for  the  construc- 
tion of  a new  Veterans  Hospital  in  conjunction  with  the 
Medical  Center  in  Oklahoma  City,  it  was  decided  that 
no  new  construction  would  be  made  at  the  Will  Rogers 
Station.  Consequently,  a request  for  laboratory  space  and 
facilities  was  made  to  the  Oklahoma  Medical  Research 
foundation.  The  Foundation  gladly  made  space  available 
to  the  Research  Unit  of  the  Veterans  Administration 
Hospital,  and  the  laboratories  were  moved  into  the  Re- 
search Institute  in  November,  1950. 

The  personnel  of  the  Will  Rogers  Veterans  Adminis- 
tration Hospital  Research  Team  consists  of  Dr.  M.  R. 
Shetlar,  Director,  Jane  Ann  Bullock,  Biochemist,  Val.  V. 
Lovisa,  Biochemist,  and  Ruby  Stephenson,  Secretary. 
This  group  has  undertaken  as  a sustaining  project  the 
study  of  the  serum  and  tissue  mucopolysaccharides.  Cur- 
rently two  investigations  are  under  way.  One  involves  a 
study  of  the  changes  in  serum  polysaccharides  in  rheu- 
matic fever  patients  who  have  been  treated  with  corti- 
sone, salicylates,  and  bed  rest.  The  other  involves  the 
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changes  in  serum  polysaccharides  and  other  blood  con- 
stituents in  arthritis  patients  treated  with  various  steroid 
hormones.  This  work  has  resulted  in  one  published  paper, 
in  presentations  at  two  scientific  meetings,  and  in  the 
development  of  an  animated  movie  depicting  the  find- 
ings. In  cooperation  with  the  University  of  Oklahoma 
School  of  Medicine,  a study  is  under  way  by  Dr.  Mark 
R.  Everett  and  Doctor  Shetlar  on  tissue  polysaccharide 
content  of  normal  and  neoplastic  tissues,  with  the  assist- 
ance of  Virginia  Richmond,  Biochemist.  This  study  is 
financed  in  part  by  a grant  from  the  National  Cancer 
Institute. 

In  addition,  research  is  being  conducted  by  Doctor 
Shetlar  on  the  origin,  fate  and  role  of  serum  polysac- 
charides, with  the  assistance  of  Clara  Shetlar  and  Wil- 
liam Knoblock.  This  work  is  supported  jointly  by  the 
Oklahoma  Medical  Research  Foundation  and  the  Uni- 
versity of  Oklahoma  School  of  Medicine.  An  investiga- 
tion of  the  effect  of  fever  on  the  serum  polysaccharide 
levels  is  now  nearly  finished.  A study  on  the  effect  of 
different  types  of  inflammation  on  the  serum  polysac- 
charide fraction  is  also  nearing  completion.  An  investi- 
gation has  been  started  on  the  serum  polysaccharide 
levels  in  adrenalectomized  animals.  During  the  past  year 
one  paper  has  been  published  and  three  have  been 
delivered  before  national  scientific  meetings..  These 
papers  deal  with  the  effect  of  cancer  on  serum  polysac- 
charides and  with  the  metabolism  of  serum  polysac- 
charides. 

This  article  brings  out  the  diversity  of  activities  at 
the  Oklahoma  Medical  Research  Institute  and  Hospital. 
In  addition  to  research  in  the  fields  of  cancer,  cardio- 
vascular disease,  endocrinology  and  bone  disorders,  there 
are  studies  in  rheumatoid  arthritis,  in  asthma  and  hay 
fever,  on  the  synthesis  of  new  compounds,  on  enzyme 
activity,  and  on  the  mucopolysaccharide  composition  of 
blood  and  tissues  in  various  disorders.  It  is  anticipated 
that  the  scientific  program  will  become  even  more  com- 
plex when  all  phases  of  the  Research  Institute  and  Hos- 
pital are  in  full  operation. 


CLASSIFIED  ADS 

FOR  SALE : Complete  new  x-ray  and  equipment 

alone  or  with  complete  office  equipment.  N.  E.  Ruhl,  M.D., 
1438  N.  E.  23rd,  Oklahoma  City,  Okla. 

FOR  SALE : Late  model  Dictaphone  complete  with 
transcriber.  A-l  condition.  Write  Key  W,  care  of  the 
Journal. 

NOTICE:  During  month  of  July  will  be  available 
to  work  in  physician ’s  office  for  two  or  three  weeks  while 
he  takes  vacation.  Prefer  to  work  in  Oklahoma  City 
office.  For  further  information  write  Key  O,  care  of  the 
J ournal. 

FOR  SALE  FOR  CASH:  Standard  office  scale,  ad- 
justable chair  table,  instruments  (including  forceps, 
scissors,  knives,  probes,  speculae,  etc.),  instrument  stand 
with  glass  enclosed  cabinet,  monocular  microscope,  Sim- 
plex one-speed  centrifuge  (electrically  operated),  leather 
ob.  bag  and  leather  Boston  bag  (medicine  case),  both 
bags  fitted.  Library  includes  texts  old  and  new  and 
Davis  ’ Gynecology  and  Obstetrics,  and  Tice  and  Bren- 
neman’s  Practice  of  Pediatrics.  For  further  information 
contract  Mrs.  H.  A.  Higgins,  820  E.  Street,  N.W.,  Ard- 
more, Phone  4894. 


A BIG  TIME-SAVER 
FOR  EVERY  DOCTOR 


This  handy  booklet  for  new 
mothers  was  "built  to  doctors' 
orders".  It  contains  blank  forms 
for  filling  in  your  instructions 
and  formulas. 

It  provides  a permanent  case-his- 
tory  record.  A memo  will  bring 
you  a sample. ..or  as  many  as  you 
want  for  your  daily  practice  . . • 
without  obligation. 

Many  doctors  are  prescribing 
"Daricraft  Homogenized  Evapo- 
rated Milk".  It  is  always  uniform, 
safe,  sterilized,  easy  to  digest,  and 
high  in  food  value  and  minerals. 
Daricraft  contains  400  U.  S.  P. 
units  of  Vitamin  D per  pint. 


Producers  Creamery  Co,  Springfield.  Mo. 
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MEDICAL  STUDENTS  GUESTS  OF  ELI  LILLY 


Medical  students  of  the  University  of  Oklahoma  were 
guests  of  Eli  Lilly  and  Company  on  June  8,  9,  10,  and 
11,  1952,  at  the  company’s  laboratories  in  Indianapolis 
and  Greenfield.  During  their  visit  in  Indianapolis,  they 
inspected  the  company ’s  main  research  laboratories, 


various  production  facilities,  and  a replica  of  the  orig- 
inal plant.  At  Greenfield,  they  witnessed  demonstrations 
of  biological  production.  Breakfasts,  luncheons,  dinners, 
tours  and  other  entertainment  were  provided  by  the  Eli 
Lilly  Company. 


HAVE  YOU  HEARD? 


John  II.  Lamb,  M.D.,  Robert  J.  Morgan,  M.D.  and 
Paul  0.  Shackelford,  M.D.,  all  of  Oklahoma  City,  were 
authors  of  a paper  on  ‘Unusual  Sunlight  Eruptions” 
presented  at  the  A.M.A.  held  in  Chicago  in  June. 

William  II.  Gamier,  M.IL,  Stillwater,  has  just  com- 
pleted a postgraduate  course  in  ophthalmology  at  Wash- 
ington University  and  lias  returned  to  Stillwater. 

II.  D.  Moor,  M.D.,  has  opened  his  office  at  1409  North 
Portland,  Oklahoma  City. 

L.  D.  Bruton,  M.D.,  Muskogee,  was  recently  featured 
in  his  home  town  newspaper  when  he  celebrated  his 
82nd  birthday. 

Charles  E.  Green,  M.D.,  Lawton,  gave  the  commence- 
ment address  at  the  Lawton  Junior  Highschool. 

G.  A.  Comp,  M.D.  and  Mrs.  Comp,  Manitou,  were 


recently  honored  as  the  most  useful  citizens  of  their 
city. 

Nathan  Boggs,  M.D.,  formerly  of  Oklahoma  City,  has 
retired  and  moved  to  Goodwell  where  he  is  making  his 
home  with  his  daughter. 

W.  T.  Hawn,  M.D.,  was  recently  honored  when  the 
citizens  of  his  community  staged  an  appreciation  day  ’ ’ 
for  him. 

C.  M.  Martin,  M.D.,  Elgin,  was  recently  honored  when 
700  friends  gathered  to  celebrate  his  birthday. 

James  J.  Gable,  M.D.,  has  been  released  from  service 
and  returned  to  Oklahoma  City  after  two  years  in  the 
army  medical  corps.  Doctor  Gable  was  chief  of  medical 
service  at  Fort  Riley  Station  Hospital,  Fort  Riley,  Ivans., 
at  the  time  of  his  release,  lie  was  formerly  battalion 
surgeon  with  the  45th  Division. 


THE  JOURNAL 

of  the 

OKLAHOMA  STATE  MEDICAL  ASSOCIATION 

EDITORIALS 


PHENOMENAL  PROGRESS 
ON  THE  PLAINS 

In  this  issue  of  the  Journal,  there  is  a 
detailed  description  of  the  Research  Foun- 
dation’s special  hospital  designed  to  serve 
the  meticulous  investigators  of  the  Institute, 
who  spend  their  days  searching  out  the 
secrets  of  life  and  the  influence  of  disease 
and  the  response  to  environment,  whether 
natural  or  artificial,  spontaneous  or  induced. 

Here  where  a century  ago,  countless  buf- 
falo roamed  at  will  and  the  redskins  lived 
by  the  kill,  we  walk  the  wards  in  scientific 
safari  supplementing  the  primitive  five 
senses  with  instruments  of  precision  with 
which  to  pursue  our  game. 

While  all  this  striving  in  the  pure  sciences 
interests  the  general  practitioner,  he  is 
busily  occupied  with  the  obvious  manifesta- 
tions of  disease  and  the  natural  response  of 
the  psyche  and  the  soma  in  the  world  of 
comprehensible  reality.  Working  on  the  basis 
of  what  is  known  with  the  tools  provided  by 
scientific  discoveries,  his  service  to  human- 
ity is  incalculable.  While  relieving  pain, 
curing  disease  and  satisfying  the  soul,  he 
can  well  afford  to  let  the  laboratory  addicts 
worry  over  the  biological  response  to  se- 
lected stimuli  and  the  search  for  previously 
undiscovered  physiological  phenomena  while 
the  tracer  isotopes  chase  the  tagged  atoms 
and  the  cellular  and  corpuscular  elements 
wage  war  against  microscopic  enemies.  We 
clasp  hands  with  the  workers  in  pure  science 
and  continue  to  “pinch  hit”  at  the  bedside 
while  awaiting  new  instruments  of  warfare 
now  being  forged  in  the  laboratory  with  the 
cooperation  of  the  clinician  in  the  Research 
Hospital.  There  is  no  reason  to  be  ashamed 
of  empiricism.  Often  it  prepares  the  way 
for  scientific  precision. 

The  clinician  should  never  forget  the 
challenge  of  chance.  It  constantly  clamors 
for  recognition  within  and  without  scientific 
laboratories.  History  indicates  that  it  comes 


to  the  practicing  physician  as  well  as  to  the 
scientist  in  seclusion. 

A striking  materialistic  example  is  that 
of  the  laborer’s  crowbar  accidentally  drop- 
ped between  heavy  steam  rollers  of  the 
Pittsburg  steel  mills  recovered  as  a changed 
bit  of  metal  the  recognition  of  which  by  An- 
drew Carnegie  led  to  all  the  cold  rolled  steel 
rails  that  carried  the  iron  horse  across  the 
continent  and  gave  rise  to  a network  of 
tracks  for  transportation  throughout  the 
civilized  world.  The  laborer  was  rewarded 
and  the  world  reduced  in  its  dimensions. 

We  applaud  the  scientists  and  when  they 
succeed  in  replacing  our  remaining  empiri- 
cism with  demonstrable  truth,  we  hope  they 
may  take  up  the  trail  of  the  soul  and  bridge 
the  gaping  chasm  between  the  mind  and  the 
body. 

MEDICINE  IN  FRANCE 

In  the  June  number  of  Medical  Times, 
Dr.  Arthur  C.  Jacobson1  offers  the  following- 
pertinent  comment  on  socialized  medicine 
as  a factor  in  France’s  decline. 

“In  France  the  worker,  when  ill,  receives 
complete  medical  care  free;  for  a maternity 
case  in  the  family  he  gets  $667.00  {sic). 
As  a result  the  birth  rate  has  gone  up ; there 
are  now  300,000  more  births  annually  than 
deaths. 

“But  this  welfare  system  has  been  so 
fantastically  costly  that  the  nation’s  econ- 
omy is  a nightmare. 

“One  government  after  another  falls;  no 
finance  minister  can  cope  with  the  weird 
problem ; no  political  party  dares  to  advo- 
cate a cut  in  the  benefits. 

“What  point  is  there  to  raising  the  birth 
rate  if  thereby  a glorious  power  is  reduced 
to  a third-rate  status  among  the  nations 
of  the  world? 

“This  is  the  France  that  is  expected  to 
constitute  the  West’s  chief  bastion  against 
aggression.” 

1.  Medical  Times,  Vol.  80,  No.  6 (June)  1952,  page  381. 
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TUBERCULOSIS 
A CONTINUING  PROBLEM; 

AN  UNCERTAIN  FUTURE 

Today  no  physician  is  expected  to 
understand  the  therapy  of  tuberculosis  but 
all  should  know  that  while  the  present  con- 
fusion, occasioned  by  the  new  drugs,  exists, 
there  can  be  no  excuse  for  giving  up  the 
time  tried  methods  of  management. 

In  the  July  26  A.M.A.  Journal,  there  is 
a timely  editorial  titled  “Caution  in  the 
Chemotherapy  of  Tuberculosis”.  Space  will 
not  permit  a full  discussion  of  this  editorial 
which  is  available  to  most  of  our  readers. 
But  to  emphasize  the  problem  we  quote 
briefly : 

“Three  recently  developed  antitubercu- 
losis drugs,  isoniazid  (isonicotinic  acid  hy- 
drazine), iproniazid  (1-isonicotinyl — 2-iso- 
propyl hydrazine),  and  pyrazinamide,  are 
now  undergoing  extensive  clinical  testing. 
These  drugs  have  shown  definite  but  limited 
therapeutic  activity  against  human  tuber- 
culosis, but  there  is  much  concern  among 
workers  in  this  field  that  their  potential 
value  may  rapidly  be  neutralized  if  they  are 
used  improperly  or  indiscriminately  by  those 
not  trained  in  the  treatment  of  tuberculosis. 
The  recent  increase  in  the  availability  of 
isoniazid  has  brought  this  problem  into 
acute  focus. 

“One  of  the  major  threats  to  the  effective 
use  of  the  newer  forms  of  tuberculosis 
chemotherapy  lies  in  the  possibility  that  phy- 
sicians will  attempt  to  use  these  drugs  as  the 
sole  form  of  therapy.  As  the  American  Tru- 
deau Society,  the  American  College  of  Chest 
Physicians,  and  other  organizations  dealing 
with  tuberculosis  have  repeatedly  empha- 
sized, these  compounds  are  not  in  themselves 
cures  in  spite  of  the  earlier  optimistric 
publicity  given  to  some  of  them.  They,  like 
other  forms  of  chemo-therapy,  must  be  used 
as  adjuncts  to  the  time-tested  measures  of 
bed  rest,  collapse  therapy,  and  surgical  pro- 
cedures. Moreover,  as  adjuncts  they  have 
not  yet  proved  clinically  superior  to,  or  even 
so  effective  as,  the  combination  of  strepto- 
mycin and  p-aminosalicylic  acid  in  the  treat- 
ment of  tuberculosis. 

“Another  threat  to  the  continued  effec- 
tiveness of  these  drugs  arises  from  the  fact, 
now  well  established,  that  the  tubercle  bac- 
illus is  capable  of  developing  resistance  to 
them  rapidly  both  in  vitro  and  in  vivo.” 

The  physician  who  has  the  courage  to  em- 
ploy these  drugs  should  have  the  wisdom  to 


see  that  they  only  supplement  the  well 
known  management  preferably  pursued  in 
the  sanatorium. 

To  further  emphasize  the  confusion,  the 
400  page  fine  print  Transactions  of  the  11th 
Conference  on  the  Chemotherapy  of  Tuber- 
culosis, Veterans  Administration : Army : 
Navy  is  now  available.  The  earnest  discus- 
sion of  honest  research  on  the  road  to  truth 
resulted  in  six  miles  of  tape  recording  with- 
out finding  the  answer.  Fortunately,  the 
work  goes  on.  V.  A.’s  John  Barnwell  and  his 
collaborators  in  hospitals,  laboratories  and 
clinics  throughout  the  United  States  deserve 
the  everlasting  gratitude  of  all  people,  pa- 
tients and  physicians.  With  the  hope  that 
this  therapeutic  confusion  represents  the 
darkness  that  precedes  the  dawn,  we  carry 
on. 

“ MANNERS  MAKETH  THE  MAN ” 

In  this  distraught  world  of  audio-visual 
communications  and  mechanistic  high  ten- 
sion, nothing  is  more  helpful  than  a retro- 
spective glance  at  the  record  of  man’s  re- 
sponse to  the  dynamic  forces  of  destiny. 

In  his  book  under  the  above  title,  R. 
Brim  Johnson  says:  “With  the  progress  of 
civilization,  manners  deteriorate  and  decay 
. . . ”.  This  departure  from  the  social  rituals 
of  days  gone  with  changing  codes  of  action 
in  all  fields  of  human  endeavor  has  not  been 
good  for  medicine.  The  ideal  patient-physi- 
cian relationship  has  deteriorated  and  we 
are  now  trying  to  patch  the  breach  by  arti- 
ficial public  relations. 

While  we  are  more  civilized,  we  are  less 
civil.  While  more  scientific,  we  are  less 
sensible  and  while  we  are  more  sophisti- 
cated, we  are  not  sufficiently  psychosomatic 
to  hold  both  body  and  soul  in  line.  It  is  well 
known  that  in  the  philosophy  of  medicine 
manners  make  the  man,  yet  we  must  confess 
that  in  spite  of  scientific  progress  we  are 
woefully  short  on  professional  manners. 

VOTE 
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Scientific  Articles 

THE  BILLROTH  I GASTRECTOMY" 

Laurence  S.  Fallis,  M.D.  and  James  Barron,  M.D. 

DETROIT,  MICHIGAN 


Subtotal  gastrectomy  is  the  operation  of 
choice  when  surgical  intervention  is  indi- 
cated in  the  treatment  of  gastroduodenal 
ulceration.  Numerous  authentic  reports  in 
current  surgical  literature  indicate  that  a 
satisfactory  result  is  obtained  in  upwards 
of  85  per  cent  of  patients  who  submit  to  this 
operation.  While  many  of  the  poor  results 
are  due  either  to  improper  selection  of  pa- 
tients for  operation  or  to  the  removal  of 
too  little  gastric  tissue,  the  chief  cause  of 
operative  failure  is  the  sequelae  of  jejunal 
or  stomal  ulceration.  The  incidence  of  jeju- 
nal ulceration  varies  from  five  per  cent  to 
15  per  cent,  according  to  the  criteria  estab- 
lished for  diagnosis  of  the  condition.  Ob- 
servers who  rely  on  x-ray  evidence  will  find 
few  cases,  while  those  who  arrive  at  a diag- 
nosis of  jejunal  ulceration  on  the  basis  of 
clinical  findings  of  ulceration  such  as  the 
recurrence  of  typical  ulcer  pain  and  hem- 
orrhage will  record  a considerable  number 
of  cases  perhaps  as  high  as  10  per  cent.  In 
this  clinic  we  have  come  to  regard  the  ap- 
pearance of  frank  gastro-intestinal  hem- 
orrhage after  gastrectomy  as  a clear  indica- 
toin  of  the  presence  of  jejunal  ulceration. 

Two  avenues  of  approach  to  solution  of 
the  problem  are  apparent.  One  method  is  to 
supplement  gastrectomy  with  vagus  section, 
and  the  other  is  to  utilize  the  duodenum 
instead  of  the  jejunum  when  restoring  gas- 
trointestinal continuity.  The  former  in  our 
experience  apparently  is  effective  although 
insufficient  time  has  elapsed  to  make  a defin- 
ite statement  on  this  point.  During  the  past 
five  years  90.0  per  cent  of  subtotal  gastrec- 
tomies performed  in  this  hospital  have  been 
supplemented  by  concomitant  bilateral  vago- 
tomy. A careful  follow-up  appraisal  of  these 
patients  has  revealed  a single  instance  of 
suspected  stomal  ulceration,  while  a compar- 
able group  without  vagotomy  showed  10.0 
per  cent  incidence  of  jejunal  ulceration.  It  is 
with  the  former,  however,  that  this  com- 
munication is  concerned.  Utilization  of  the 
duodenum  in  the  re-establishment  of  gastro- 
intestinal continuity  after  gastrectomy  im- 

* Presented  before  the  Section  on  Surgery  at  the  Annual 
Meeting  of  the  Oklahoma  State  Medical  Association,  May  19, 
1952. 


plies  the  employment  of  the  Billroth  I tech- 
nic or  one  of  its  modifications.  The  modern 
Billroth  I operation  is  successful  because 
the  dangerous  three  way  angle  of  sorrows 
is  eliminated  by  tubing  the  remaining  gas- 
tric segment,  as  suggested  by  Schoemaker1, 
Polya2  and  others.  The  resulting  elongation 
and  narrowing  of  the  stomach  facilitates 
end-to-end  anastomosis  to  the  duodenum 
since  mobility  is  increased  and  lumenal  in- 
equality is  reduced.  This  technic  is  not  easily 
applicable  to  many  cases  of  penetrating 
heavily  scarred  duodenal  ulcers  on  account 
of  the  difficulties  and  dangers  inherent  in 
mobilizing  sufficient  of  the  end  of  the  duo- 
denum to  effect  direct  anastomosis.  The  sit- 
uation may  be  met  by  utilizing  the  modifi- 
cation introduced  by  Von  Haberer3  in  1922 
and  Finney4  in  1923.  Essentially  this  con- 
sists of  closing  the  end  of  the  duodenum  and 
anastomosing  the  end  of  the  stomach  to  the 
side  of  the  mobilized  descending  duodenum, 
termino-lateral  gastroduodenostomy. 

ADVANCES 

The  following  advantages  of  gastroduo- 
denostomy may  be  cited : 

1.  Anatomic. — The  normal  anatomic  re- 
lationship is  restored. 

2.  Physiologic.  — Gastric  contents  after 
operation  are  poured  into  the  duodenum, 
an  organ  accustomed  to  receiving  acid  se- 
cretion and,  theoretically  at  least,  better 
adapted  for  this  purpose  than  the  jejunum. 

3.  Technical. — (a)  The  entire  operation 
is  performed  in  the  supracolic  compartment, 
a fact  of  definite  value  when  dealing  with 
substandard  patients  and  when  the  proce- 
dure must  be  carried  out  under  local  anes- 
thesia, since  disturbance  of  the  colon, 
mesocolon  and  small  intestine  is  avoided, 
(b)  The  duodenal  stump  should  be  more 
secure,  since  back  pressure  on  this  area  is 
impossible,  (c)  Postoperative  gastric  reten- 
tion due  to  mechanical  kinking  at  the  stoma 
does  not  occur. 

The  following  objections  have  been 
raised:  1.  The  operation  technically  is  more 
difficult  than  gastrojejunostomy.  2.  Insuffi- 
cient stomach  is  resected.  This  objection  is 
invalidated  if  the  duodenum  and  stomach 
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are  adequately  mobilized  and  the  decision  to 
utilize  the  operation  is  not  made  until  after 
the  resection  is  accomplished.  3.  Reflux  of 
beneficial  alkaline  duodenal  contents  into  the 
stomach  is  less  than  after  gastrojejunos- 
tomy. Continuous  postoperative  gastric  as- 
piration in  comparable  groups  of  patients 
has  shown  that  there  is  no  appreciable  dif- 
ference in  the  amount  of  duodenal  contents 
removed.  4.  Complete  mobilization  of  the 
duodenum  increases  the  tendency  to  duo- 
denal ileus.  This  did  not  occur  in  any  of  our 
patients. 

OPERATIVE  TECHNIC 

1.  Mobilization  of  the  duodenum: 

The  peritoneum  and  fascia  propria  lateral 
to  the  descending  duodenum  are  sectioned, 
thereby  mobilizing  both  the  duodenum  and 
the  head  of  the  pancreas.  This  exceedingly 
useful  maneuver  not  only  permits  adequate 
inspection  and  palpation  of  these  organs  to 
determine  the  feasibility  of  resection  in 
penetrating  duodenal  ulcers  complicated  by 
edema  and  induration,  but  also  facilitates 
closure  of  the  duodenal  stump. 

2.  Ligation  of  left  gastro-epiploic  artery : 

The  water  shed  between  the  right  and  left 

gastro-epiploic  arteries  is  defined  and  the 
terminal  nodules  of  the  left  artery  are 
clamped  and  tied.  The  slender  communicat- 
ing branch  connecting  these  two  vessels 
which  often  is  the  only  visible  connecting- 
link,  since  the  greater  part  of  the  anasto- 
mosis takes  place  in  the  gastric  wall,  is  now 
doubly  ligated  and  cut. 

3.  Ligation  Right  Gastro-Epiploic  Artery: 

This  artery  is  picked  up  and  ligated  in 

the  gastrocolic  omentum  about  two  and  one- 
half  inches  proximal  to  the  pylorus  so  as  not 
to  denude  entirely  the  blood  supply  of  the 
great  omentum.  The  gastrocolic  omentum 
between  the  two  ligated  principal  arteries 
is  cut  and  tied  as  are  the  primary  radicles 
of  the  right  gastro-epiploic  artery  supplying 
the  pylorus  and  prepyloric  region  of  the 
stomach.  The  middle  colic  artery  must  be 
identified  and  protected  during  this  proce- 
dure. 

4.  Ligation  of  Right  Gastric  Artery: 

The  right  gastric  artery  now  is  doubly 

clamped  and  ligated,  thereby  completing 
mobilization  of  the  pyloric  end  of  the  stom- 
ach. 

5.  Sectioning  the  Duodenum : 

Two  Kocher  clamps  are  placed,  one  prox- 
imal and  one  distal  to  the  pylorus  and  the 
duodenum  is  sectioned  between  them.  In 
difficult  penetrating  ulcer  cases  it  is  advis- 


able not  to  use  a clamp  on  the  duodenal  side 
since  every  bit  of  tissue  may  be  needed  for 
the  closure  which  is  carried  out  immediately 
since  direct  anastomosis  is  impossible  or  ex- 
tremely difficult  in  situations  of  this  nature. 

6.  Ligation  of  the  Left  Gastric  Vessels : 

The  left  gastric  artery  and  vein  identified 

by  turning  the  stomach  over  to  the  left  are 
isolated,  clamped,  cut  and  ligated  at  a point 
distal  to  the  first  gastric  branch.  The  gastro- 
pancreatic  omentum  is  sectioned  with  the 
vessels,  thereby  removing  the  main  stomach 
support  and  producing  maximum  mobility 
of  the  organ. 

7.  Vagus  Section : 

Upward  retraction  of  the  left  lobe  of  the 
liver  and  downward  retraction  of  the  mo- 
bilized stomach  renders  taut  the  triangular 
peritoneal  and  fibrous  support  running  from 
the  diaphragm  to  the  oesophagus  and  upper 
part  of  the  stomach,  dividing  this  structure 
after  clamping  and  tying  branches  of  the 
inferior  phrenic  artery,  exposes  the  oesoph- 
agus. Care  must  be  taken  not  to  ligate  an 
aberrant  branch  of  the  left  gastric  artery,  if 
unusually  large.  In  some  instances  this  may 
be  the  main  supply  of  the  left  lobe  of  the 
liver.  Continued  downward  traction  in  the 
stomach  causes  the  vagi  to  stand  out  like 
whip  cords  and  renders  identification  easy. 
Segments  are  removed  from  both  vagi  for 
microscopic  verification. 

8.  Removal  of  Gastric  Segment 

The  completely  mobilized  stomach  is  now 
brought  up  into  the  wound,  and  two  parallel 
two  and  three-fourths  inch  Kocher  clamps 
are  applied  from  the  greater  curvature  side 
at  right  angles  to  the  long  axis  of  the  stom- 
ach at  a point  proximal  to  the  distal  branch 
of  the  left  gastro-epiploic  artery.  The  stom- 
ach between  the  clamps  is  cut  across  to  a 
point  just  beyond  their  tips,  and  a second 
pair  of  three  and  one-half  inch  Kocher 
clamps  are  applied  at  right  angles  to  the 
first  pair  in  such  a fashion  that  their  distal 
extremities  grasp  the  lesser  curvature  just 
at  its  junction  with  the  oesophagus.  Resec- 
tion is  completed  by  cutting  between  the 
clamps.  Inspection  of  the  removed  area 
reveals  that  the  entire  lesser  curvature,  fully 
two-thirds  of  the  greater  curvature  and 
contiguous  portion  of  the  body  of  the  stom- 
ach have  been  removed.  This  in  effect 
achieves  what  is  accomplished  by  the  use  of 
Schoemaker  clamp.  We  believe  that  removal 
of  all  of  the  lesser  curvature  is  of  utmost 
importance.  The  upper  clamp  is  now  re- 
moved and  this  portion  of  the  stomach  is 
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closed  by  a double  row  of  sutures.  It  will 
now  be  seen  that  a narrow  elongated  tube 
of  stomach  remains. 

9.  The  Decision  as  to  Type  of  Restoration 
of  Continuity: 

A trial  approximation  of  the  gastric  tube 
to  the  duodenum  is  now  made,  and  if  it  is 
obvious  that  anastomosis  can  be  made  with- 
out tension,  a Billroth  I type  of  restoration 
is  proceeded  with,  otherwise  a retrocolic 
gastrojejunostomy  is  carried  out.  Again  we 
wish  to  emphasize  that  the  decision  regard- 
ing the  type  of  anastomosis  is  not  made 
until  this  stage  of  the  operation  is  reached. 
Usually  some  additional  mobilization  of  the 
duodenum  and  head  of  the  pancreas  must 
be  done  by  further  sectioning  of  the  fascia 
propria.  Rarely  the  hepatic  flexure  has  to 
be  mobilized  downward  by  cutting  its  outer 
leaf  of  peritoneum,  but  frequently  the  right 
margin  of  the  upper  leaf  of  the  mesocolon 
must  be  brushed  downward  to  expose  more 
of  the  descending  duodenum. 

10.  The  Anastomosis : 

(1)  Billroth  I — Direct  end  to  end  union 
of  the  stomach  and  duodenum  is  carried  out 
when  there  is  no  gross  retraction  or  scarring 
of  the  duodenum  since  accurate  closure  can 
be  made  only  when  at  least  1 cm.  of  the 
proximal  duodenum  can  be  freed.  A two 
layer  suture  is  employed,  an  inner  of  contin- 
uous catgut  and  an  outer  of  interrupted 
fine  silk.  It  is  advisable  to  take  small  bites 
of  tissue  in  both  the  gastric  and  duodenal 
wall,  otherwise  the  lumen  will  be  handled 
unnecessarily.  Tubing  the  stomach  as  de- 
scribed in  the  foregoing  reduces  the  lumen 
of  the  gastric  remnant  so  little  discrepancy 
is  apparent.  Though  it  is  usually  necessary 
to  take  wider  bites  of  tissue  on  the  gastric 
side  to  produce  the  desired  result  a purse- 
string suture  of  fine  silk  effectively  closes 
the  three  way  angle  of  sorrows. 

Von  Haber  or -Finney — The  posterior  wall 
of  the  end  of  the  stomach  is  sutured  with 
interrupted  fine  silk  to  the  anterior  wall  of 
the  duodenum  close  to  the  mesenteric  border 
of  the  latter.  A suitable  opening  is  now 
made  in  the  duodenum  and  the  anastomosis 
is  completed  by  a circular  interlocking  suc- 
tion of  atraumatic  catgut  reinforced  anter- 
iorly with  interrupted  suture  of  fine  silk. 
A precautionary  purse-string  draws  to- 
gether both  gastric  walls  and  the  duodenum 
at  the  dangerous  upper  three  way  angle  of 
sorrows.  The  anastomosis  which  readily 
admits  two  fingers  is  freely  mobile  and  lies 
without  tension. 


COMMENT 

The  author’s  interest  in  this  type  of  an- 
astomosis was  first  aroused  by  its  employ- 
ment in  the  treatment  of  jejunal  ulceration 
following  gastro-jej unostomv  and  recurrent 
jejunal  ulceration  after  adequate  subtotal 
gastrectomy.5  Later  in  performing  gastrec- 
tomy under  local  anesthesia  in  patients  re- 
covering from  massive  hemorrhage  and  oth- 
er sub-standard  patients  its  advantages  were 
again  apparent,  because  the  operative  proce- 
cedure  can  be  carried  out  entirely  in  the  sup- 
racolic  compartment.  On  the  basis  of  an  en- 
couraging beginning  the  scope  of  the  opera- 
tion has  been  extended  gradually  until  ap- 
proximately two-thirds  of  the  gastrectomies 
are  performed  according  to  the  method  de- 
scribed in  the  foregoing.  We  have  now  used 
this  technique  on  150  patients  during  the 
past  five  years.  There  has  been  one  death  in 
the  series  from  anastomotic  failure  but  this 
occurred  in  a patient  after  a second  gastrec- 
tomy for  bleeding  jejunal  ulcer.  Delayed 
emptying  of  the  stomach  has  presented  some 
problem  in  those  cases  supplemented  by  vag- 
otomy but  neither  the  dumping  syndrome  or 
proven  recurrent  ulceration  has  been  observ- 
ed. The  follow-up  in  this  group  of  patients 
has  shown  an  entirely  satisfactory  result  in 
85.0  per  cent,  a figure  that  is  not  in  variance 
with  our  results  when  intestinal  continuity 
was  restored  by  gastrojejunostomy.  I wish  to 
stress  again  the  admonition  that  the  oper- 
ation should  be  utilized  only  in  those  pa- 
tients on  whom  maximum  mobility  of  the 
duodenum  and  stomach  has  been  attained. 

SUMMARY  AND  CONCLUSIONS 

1.  The  Von  Haberer-Finney-Schoemaker 
modification  extends  the  scope  of  the 
Billroth  I operation. 

2.  The  operation  is  technically  applicable 
only  after  the  gastric  remnant  is  tubed 
and  the  duodenum  and  head  of  the 
pancreas  are  completely  mobilized. 

3.  Subtotal  gastrectomy  under  local  anes- 
thesia is  facilitated  since  the  operation 
is  performed  entirely  in  the  supracolic 
compartment. 

4.  A personal  experience  of  the  operation 
in  150  patients  over  a five  year  period 
has  been  entirely  satisfactory  both  in 
regard  to  operative  mortality  and  end 
result. 

5.  The  addition  of  vagotomy  will  increase 
the  incidence  of  delayed  emptying  of 
the  stomach  but  in  our  experience  the 
incidence  of  jejunal  ulcer  is  greatly 
diminished. 

BIBLIOGRAPHY  PAGE  33  2 
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THE  PROSTATE-A  RESUME  OF  PRACTICAL  PROBLEMS 
IN  TREATMENT  AND  MANAGEMENT 


Alfred  R.  Sugg,  M.D. 

ADA,  OKLAHOMA 


I have  elected  to  tackle  this  subject  from 
a strictly  personal  point  of  view.  It  will, 
therefore,  be  more  in  the  nature  of  a testi- 
monial rather  than  a scientific  paper.  I shall 
not  present  any  graphs,  charts,  or  statistics. 
I have  found  that  I can  profit  more  from  an 
essayist  who  gives  me  the  benefit  of  his  own 
thinking  rather  than  the  one  who  tries  to 
assemble  all  the  information  that  has  ac- 
cumulated for  100  years  on  any  subject.  I 
have  done  enough  general  practice  to  enable 
me  to  appreciate,  better  than  many  urolo- 
gists, the  problems  of  the  general  practi- 
tioner and  especially  as  they  relate  to  the 
subject  today. 

The  diseases  and  disabilities  resulting 
from  the  pathological  prostate  have,  of 
course,  been  with  us  always  and  physicians 
have  had  the  perpetual  problem  of  bringing 
such  aid  and  comfort  to  these  suffering 
brethren  as  possible.  It  is  estimated  that 
even  in  this  post-gonorrheal  age  that  almost 
half  of  the  male  population  have  infected 
prostate  glands  of  some  degree.  Twenty  per 
cent  of  all  men  over  60  have  carcinoma  of 
the  prostate,  and  I suppose  all  the  rest  of 
us,  if  we  live  long  enough  will  develop  be- 
nign hypertrophy.  If  these  figures  are  any- 
where near  the  truth,  it  is  self-evident  that 
a working  understanding  of  this  portion  of 
the  prostatic  problem,  that  is  prostatitis,  is 
a must  for  the  family  physician.  This  is  as 
good  a place  as  any  to  make  clear  my  posi- 
tion on  the  specialist  and  the  general  prac- 
titioner problem. 

A friend,  who  knew  of  this  paper  re- 
marked, “If  you  are  trying  to  make  urolo- 
gists of  every  one,  won’t  your  urologist 
friends  in  Kansas  resent  it?”  My  answer 
was  that  I think  every  M.D.  should  know  as 
much  urology  as  possible,  for  the  simple 
reason  that  much  of  it  can  be  done  and  done 
well  by  the  alert  general  practitioner.  Facts 
of  geography  and  economics  demand  that  it 
be  done  in  your  office.  As  to  invading  the 
specialist’s  field,  he  would  be  pleased  to 
have  every  physician  become  more  conscious 

*Presented  at  the  Kansas  Medical  Society  1952  meeting. 


of  the  problems  peculiar  to  urology,  as  that 
would  bring  into  focus  many  conditions  now 
neglected  or  overlooked  entirely  early 
enough  that  something  could  be  done  about 
it.  The  more  you  know  about  it,  the  larger 
number  of  cases  you  will  refer  to  the  trained 
expert  for  care  or  at  least  for  consultation. 
Of  course,  if  there  should  be  one  among  you 
(and  God  forbid)  who  thinks  all  one  has  to 
do  is  to  buy  a cystoscope  and  proceed  to  add 
urology  to  his  many  other  jobs,  then  all  of 
us,  patients  and  doctors  alike  will  suffer. 
If  the  physician  has  not  integrity  and  intel- 
lectual honesty,  there  is  no  way  to  circum- 
vent his  capacity  for  mischief.  In  my  state, 
and  I am  sure  in  yours,  there  is  much  room 
for  more  knowledge  and  practice  in  this 
field  by  the  family  physician  and  a crying 
need  for  the  realization  of  the  length  of 
your  cable  tow  and  when  that  is  reached, 
consult  your  urologist  all  with  profit. 

The  punster  was  not  far  off  when  he  said 
we  spend  the  first  50  years  of  our  lives  try- 
ing to  make  money  and  the  remainder  of  it 
trying  to  make  water.  It  is  hard,  really  to 
see  how  even  a larger  number  of  prostates 
are  not  infected,  subjected  as  the  gland  is 
to  attack  by  bacteria  from  outside  and  in- 
side, including  the  blood  born  infections. 
When  you  add  to  the  inevitable  hazards,  the 
wholly  unnecessary  assaults  made  on  the  de- 
fenseless organ  by  eager-beaver  physicians 
you  have  a formidable  problem.  The  gland 
could  not  have  been  placed  in  a more  stra- 
tegic spot  to  pick  up  these  infections  and 
for  the  purposes  of  obstructing  the  urethra, 
encircling  as  it  does,  this  hollow  tube  and 
the  only  means  of  exit  for  the  urine,  why 
even  the  Almighty  could  not  have  improved 
on  that  arrangement. 

Much  study  has  been  made  as  to  the  phys- 
iological functions  of  the  prostate  gland. 
The  endocrinologists  tried  hard  to  make 
something  of  it,  and  it  seemed  for  awhile 
they  might  succeed,  but  as  of  now  all  we 
know  about  its  use  is  that  it  is  some  assist- 
ance in  procreation,  tho  we  don’t  know  ex- 
actly how.  It  has  been  said  every  doctor  to 
be  a successful  physician  needs  gray  hair 


September,  1952 


Journal  of  the  Oklahoma  State  Medical  Association 


317 


and  hemorrhoids — the  gray  hair  to  give  him 
a look  of  distinction  and  the  piles  to  give 
him  an  expression  of  concern.  Now  if  you 
need  a substitute  for  the  hemorrhoids,  the 
man  with  a Robert-Fulton  bladder  will  do 
fairly  well.  The  Robert-Fulton  bladder  is  to 
the  patient  as  the  first  steamboat  was  to  the 
scoffers  who  assembled  to  see  the  initial  run 
on  that  historic  occasion.  They  scoffed  “It 
will  never  start”  and  when  to  their  surprise 
she  moved  out,  they  chimed  in  “She  will 
never  stop.” 

Education  as  often  depends  as  much  on 
what  to  forget  as  to  what  to  remember.  One 
of  the  most  deadening  influences  that  can 
possess  a man,  and  especially  a physician,  is 
to  acquire  an  idea  and  then  to  close  the 
mind  to  all  evidences  that  it  is  wrong.  A 
physician  with  such  an  attitude  is  most 
likely  the  one  with  the  ever  ready  dictum 
“in  my  experience.”  It  is  too  often  meaning- 
less, for  in  reality  he  has  succeeded  in  mak- 
ing the  same  error  for  40  years.  Tradition, 
and  respect,  and  even  reverence  for  the  past 
and  for  the  giants  of  medicine  are  prais- 
worthy,  and  I should  like  to  be  known  as 
one  who  pays  tribute  to  those  who  have 
contributed  so  much,  but  even  the  snake 
sheds  last  year’s  skin.  Some  distinguished 
physician  having  expressed  himself  in  a 
paper  and  having  acquired  a number  of 
disciples  who  follow  him  blindly  and  in- 
definitely, influences  the  current  practice 
far  too  much.  That  course  is  not  always 
smart,  for  often  the  old  master  has  already 
quit  the  procedure  before  you  have  learned 
it.  In  this  respect,  the  prostate  has  accum- 
mulated  more  than  its  share  of  barnacles. 
Who  among  you  has  not  been  taught  the 
exact  art  of  prostatic  massage,  the  number 
of  strokes,  the  amount  of  pressure,  the 
direction,  and  the  optimum  interval  for  the 
manoeuver? 

You  would  not  step  on  a sore  toe  and  give 
it  14  strokes  with  your  heel  and  that  is 
about  what  an  energetic  massage  amounts 
to.  To  be  sure,  you  milk  out  some  secretion, 
enough  for  microscopic  study  which  is  a 
very  laudable  purpose  for  the  undertaking. 
But  the  prostate  is  a very  complex  gland 
with  a tremendous  number  of  branching 
ducts,  so  that  if  you  apply  presure  enough 
to  push  pus  out  north,  you  automatically 
push  some  deeper  in  south.  You  couldn’t  get 
all  the  pus  out  of  the  prostate  if  you  laid  it 
on  the  kitchen  table,  ran  a rolling  pin  over 
it  a dozen  or  so  times  any  more  than  you 
could  get  all  the  buttermilk  out  of  a sponge 


by  squeezing  it.  If  you  are  a typical  au- 
dience I can  just  hear  you  saying  “But  in 
my  experience,  Doctor,  it  at  least  makes 
them  feel  better  and  they  come  in  regularly 
on  their  own  accord  for  treament..”  How 
true ! Here,  I would  urge  you  to  secure  a 
good  text  on  homosexuality.  It  bobs  up  in 
most  unexpected  places.  I have  quite  a num- 
ber of  those  rascals  who  swear  by  the  effi- 
cacy of  the  massage  and  want  more  even 
though  I had  turned  my  finger  around  and 
massaged  the  coccyx  and  never  touched  the 
gland.  The  massage!  That’s  the  thing! 

The  two  other  time-honored  measures  that 
are  equally  fallacious  is  silver  nitrate  into 
the  posterior  uretha  and  sounds.  Some  men 
put  strong  silver  into  the  prostatic  urethra 
as  prostatic  medication.  It  immediately  pre- 
cipitates the  protein,  which  together  with 
the  resultant  edema  completely  closes  the 
microscopic  openings  in  the  gland  and  most 
effectively  seals  in  the  infection.  To  expect 
medicine  to  thread  its  way  through  those 
40  or  so  appertures  and  into  the  glands  in 
any  significant  amounts,  would  be  as  im- 
probable as  to  expect  the  next  Congress  to 
reduce  taxes.  The  sound  is  never  indicated 
in  prostatic  disease  and  should  not  even  be 
passed  through  the  prostate  except  as  a di- 
agnostic measure,  and  here  the  much  neg- 
lected two-glass  urine  specimen  will  fre- 
quently give  the  information  you  need  with- 
out the  resulting  trauma.  I frequently  still 
see  men  being  treated  for  gonorrhea  that 
will  not  clear  up,  even  after  antibiotics,  who 
probably  did  not  have  gonorrhea  in  the  first 
place,  but  had  a discharge  that  has  been  mis- 
called gonorrhea  forever.  Many  discharges 
produced  by  micrococcus  catarrhalis  and 
other  mixed  infections  have  been  micalled 
gonorrhea  and  so  treated.  We  still  see  people 
with  marked  phimosis  and  with  strictures 
undergoing  a long  series  of  prostatic  mas- 
sage, with  no  results  when  the  real  cause  of 
their  trouble  could  be  easily  and  simply  elim- 
inated. In  general  we  teach  that  infection  is 
primarily  acute  and  if  improperly  eliminated 
becomes  a chronic  infection.  This  state  of  af- 
fairs is  not  true  with  reference  to  the  pro- 
state. It  is  my  opinion  that  it  is  more  often  a 
chronic  infection  with  acute  exaccerbations 
than  the  other  way  around.  That  means,  per- 
haps, that  it  is  metastatic  invasion  of  the 
prostate  to  begin  with,  and  that  most  cer- 
tainly can  happen.  I know  that  the  idea  of 
focal  infections  is  out  of  style  now,  but  the 
physician  who  has  not  been  convinced  that 
perinephritic  abscesses  follow  a boil  on  the 
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neck  simply  has  not  been  a close  enough  ob- 
server. 

Likewise,  if  he  has  not  noted  that  prosta- 
titis is  more  prevalent  in  men  with  ab- 
scessed teeth,  he  needs  to  have  his  diagnostic 
acumen  overhauled.  That  is,  you  can  have  an 
acute  prostatitis  out  of  a clear  sky  when 
there  is  no  possibility  of  gonorrhea,  no  med- 
dlesome sounds  and  no  trauma  of  any  kind. 
We  must,  therefore,  look  for  the  focus  of  in- 
fection when  an  unsuspected  prostatitis  is 
discovered.  Once  infected,  the  prostate  itself 
becomes  a source  of  trouble  leading  to  con- 
stitutional disturbances  especially  iritis, 
myositis,  neuritis,  low  back  pain  and  one  of 
the  best  evidences  that  the  prostate  is  the 
source  of  infection  is  that  an  over-zealous 
massage  will  frequently  cause  these  condi- 
tions to  flare  up,  and  with  such  regularity 
as  to  be  out  of  the  realm  of  accidents  or 
coincidence. 

The  diagnosis  of  chronic  prostatitis  is  not 
difficult.  The  first  thing  to  do  is  to  think 
about  it.  The  second,  the  two-glass  specimen. 
The  third — rectal  examination,  noting  ten- 
derness, swelling,  pain,  etc.,  and  of  course 
the  mandatory  prostatic  secretions  to  be 
studied  by  the  microscope.  The  diagnosis 
established — what  to  do.  Here  there  is  not 
too  much  to  say.  As  suggested  above,  search 
for  and  eliminate  any  foci  of  infection. 
Drain  the  infrequent  prostatic  abscess  for 
infections,  generally,  these  days  about  all  we 
routinely  do  is  to  refer  the  sufferer  to  the 
treatment  room  and  instruct  the  nurse  to  ad- 
minister one  or  the  other,  or  a combination 
of  the  antibiotics.  Unfortunately  this  does 
not  work  in  chronic  prostatitis.  One  enthusi- 
astic detail  man  presented  me  with  a paper 
saying  that  sulfadiazine  had  been  recovered 
in  bactericidal  amounts  from  prostatic  secre- 
tions. All  of  the  antibiotics  are  of  value  in 
the  acute  flareup  stage,  because  the  infection 
is  not  limited  to  inside  the  prostatic  capsule 
and  prostatitis  is  not  the  whole  story.  Trigo- 
nitis, urethritis,  etc.,  are  all  highly  sus- 
ceptible to  these  wonder  drugs.  But  if  you 
depend  on  a long  series  of  penicillin  to  clear 
up  permanently  a chronic  prostate  you  stand 
to  be  disillusioned  in  the  majority  of  in- 
stances. Before  antibiotics  a large  procession 
of  drugs  and  measures  were  tried — some  of 
them  were  received  with  enthusiasm  and 
more  or  less  glowing  reports  on  their  efficacy 
were  published,  but  I doubt  if  any  of  them 
did  any  good  and  while  they  were  not  pre- 
cipitately discarded,  like  the  old  soldier, 
they  just  faded  away.  Diathermy,  heat  of 


all  kinds,  mercurochrome  in  the  vein  and 
into  the  gland,  Corbus  Ferry  filtrate,  stock 
vaccines,  thyphoid  vaccine,  autogenous  vac- 
cines and  occasionally  the  fever  cabinet  all 
proved  useless — at  least  these  measures  did 
much  less  harm  than  the  earlier  methods  of 
uretheral  medication.  I shudder  to  think  of 
the  mischief  that  has  done  been  by  Argyrol 
and  the  Valentine  irrigator,  using  potassium 
permanganate  in  varying  strengths. 

While  certain  cases  may  be  improved  and 
one  occasionally  cured  it  also  happens  that 
the  same  can  be  said  for  those  patients  who 
have  had  no  treatment  whatever.  It  is  just 
possible  that  gentle  and  regular  massage  ex- 
presses enough  of  the  bacteria  into  the  blood 
stream  to  accelerate  the  process  of  active 
immunity  and  while  I have  no  proof  of  this 
at  all,  it  seems  reasonable. 

Then  I am  asked  if  I am  a therapeutic  ni- 
hilist— that  may  be  about  it.  I believe  that 
the  reason  antibiotics  give  such  poor  results 
is  that  the  blood  supply  to  the  prostate  is 
very  poor  and  that  it  may  be  the  titer  of 
these  drugs  so  efficacious  in  ether  infections 
never  is  high  enough  in  the  prostate.  It  was 
this  idea  that  caused  me  about  three  years 
ago  to  attempt  instillation  of  penicillin  di- 
rectly into  the  prostate  gland.  I had  tried 
mercurochrome  in  this  way,  and  it  produced 
so  much  pain,  so  much  fibrosis,  and  so  little 
good  that  is  was  very  soon  discontinued.  I 
was  pleased  with  the  first  cases  so  treated 
with  penicillin  and  in  fact  I consider  now 
that  this  is  the  best  way  to  eliminate  infec- 
tion in  the  prostate.  I have  taken  only  the 
most  chronic  cases,  those  that  have  been 
tried  by  urologists  all  over  the  country  (in- 
cluding myself)  and  the  symptomatic  and 
laboratory  reports  are  encouraging.  I men- 
tion it  here  not  to  add  another  unproved 
procedure  to  our  already  long  list,  but 
simply  for  what  it  is  worth  to  you  for  an 
idea.  Maybe  some  of  you  will  disprove  it 
completely.  I had  done  this  a year  or  more 
when  I discovered  that  Hatch  had  reported 
in  the  Journal  of  Urology  a series  of  cases 
almost  exactly  the  way  I do  it,  and  I refer 
you  to  his  article  if  you  are  interested  fur- 
ther. 

The  technique  is  not  difficult.  The  one 
thing  I dreaded  was  abscess  or  infection 
from  passing  the  needle  through  infected 
area,  and  that  has  not  happened  in  the  series 
of  several  hundred  injections.  In  fact  there 
have  been  no  complications  except  occasional 
bloody  urine  for  a day  or  two  when  the 
needle  was  passed  through  the  urethra. 
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After  anesthetizing  the  skin,  a spinal  needle 
is  inserted  anterior  to  the  sphincter  muscle 
and  when  that  is  passed  the  needle  is  brought 
down  parallel  to  the  table  and  guided  by  a 
finger  along  the  rectum  to  the  prostate  gland 
where  it  is  inserted  well  into  the  capsule.  It 
requires  considerable  pressure  to  force  the 
600,000  units  of  penicillin  that  I use  into  the 
gland,  but  it  is  important  to  insert  it  with 
pressure.  Several  patients  have  been  ap- 
parently rehabilitated  and  have  secretions 
with  only  a few  pus  cells,  that  have  been 
treated  for  years  without  more  than  tempo- 
rary benefits.  The  longest  that  I have  fol- 
lowed any  of  these  patients  has  been  two 
years  and  four  months.  The  series  is  too 
small  and  the  observations  too  unscientific 
to  do  more  than  give  you  what  my  impres- 
sion is  of  this  method.  As  of  now,  I consider 
it  by  far  the  most  efficacious  of  anything 
that  I have  seen  tried  and  I recommend  it 
to  you  as  a practical,  relatively  harmless 
procedure. 

Recently  events  in  the  field  have  revived 
interest  in  cancer  of  the  prostate  in  which 
you  are  all  concerned.  Here  again  progress 
has  been  more  superficial  than  real.  The 
marked  increase  in  the  life  expectancy  in 
recent  years,  brings  more  old  men  to  your 
office,  and  therefore  more  cancer  of  the 
prostate.  Can  it  be  diagnosed?  Very  easy 
late — and  very  hard  early.  Cytology  and 
enzyme  studies  of  recent  years  seemed  at 
first  to  be  promising,  but  recent  communica- 
tions with  some  of  the  men  who  were  mak- 
ing optimistic  reports,  reveal  the  disappoint- 
ing news  that  as  of  now,  the  Papanicolaou 
procedure  is  of  little  value  in  early  diagnosis 
of  cancer  of  the  prostate.  Punch  biopsies  are 
tricky  and  not  depentable,  especially  in  the 
small  lession,  the  very  one  that  we  want 
most  to  get.  A negative  biopsy  is  certainly 
not  to  be  trusted.  The  most  dependable  test 
is  still  careful  palpation.  A hard  fixed 
nodule  in  a man  past  60,  is  almost  certainly 
carcinoma  if  you  rule  out  stones  which  can 
easily  be  done  with  proper  x-ray  studies. 

Granting  that  you  are  satisfied  the  patient 
has  carcinoma,  what  then?  One  thing  not 
to  do  is  to  give  testosterone  as  I find  some 
men  doing.  In  fact  I find  less  and  less  use 
for  testosterone  in  urology  all  the  time. 
Then  what  about  estrogens?  The  answer  is 
“no.”  This  product  has  a place,  but  not  here. 
X-ray  and  radium  have  long  since  been  dis- 
carded. No  type  of  radiation  has  cured  the 
disease  and  has  only  added  horrible  suffer- 
ing to  the  misery  he  already  had. 


If  the  patient  is  relatively  young  and  active, 
and  wants  to  take  the  risks,  then  radical 
perineal  prostatectomy  offers  by  far  the  best 
hope  of  cure,  slim  as  that  hope  is.  He  must 
understand  that  the  mortality  rate  is  high 
and  that  the  morbidity  is  a real  hazard.  No 
one  yet  has  been  able  to  forestall  urinary 
incontinence,  impotence  and  fistulo.  But  even 
so,  it  is  the  best  way  out,  or  would  be  for 
me.  In  the  older  patient  it  is  a different 
story.  The  malignancy  in  this  group  is  apt 
to  grow  slowly  and  the  patient  is  not  going 
to  live  forever.  I have  watched  several  men 
live  happily  up  to  10  years  with  their  cancer 
and  die  from  other  causes.  In  any  event,  if 
you  decide  against  radical  perineal  resection 
in  these  old  men,  1 am  convinced  that  the 
hands  off  policy,  so  far  as  direct  attack  on 
the  prostate  is  concerned,  is  the  best  method. 
You  can  probably  do  nothing  except  par- 
tially relieve  his  obstruction,  so  why  put  him 
through  a major  operation  until  obstruc- 
tion is  really  serious,  and  then  relieve  the 
obstruction  by  your  pet  method  and  not  try 
to  do  more. 

When  to  castrate  and  how.  Here  again  the 
hopes  of  a few  years  ago  are  vanishing.  I 
have  two  early  cases  with  bony  metastasis, 
unmistakable,  and  who  were  bed-ridden 
with  pain,  who  are  rehabilitated  by  castra- 
tion and  all  pain  stopped  and  the  metastatic 
lesions  actually  disappeared.  But  the  dis- 
ease was  not  eliminated.  Since  relief  of  pain 
is  the  one  dependable  thing  that  the  proce- 
dure may  do,  it  may  be  as  well  to  leave  or- 
chidectomy  until  that  symptom  appears. 
Besides  orchidectomy  is  often  as  much  a 
matter  of  salesmanship  as  it  is  a science. 
Just  because  an  old  gentleman  needs  to  be 
castrated  is  no  sign  he  is  going  to  let  you  do 
it,  for  the  orchid  to  the  prostatic  of  75  is 
like  that  beautiful  flower  by  the  same  name 
to  the  debutante,  of  tremendous  sentimental 
value,  but  of  very  little  practical  importance. 

The  small  tempest  you  can  arouse  as  to 
whether  it  is  better  to  use  estrogen,  x-ray, 
or  surgery  to  emasculate  a man  is  really  a 
tempest  in  a teapot.  I use  all  three,  so  as  not 
to  miss  out  anywhere.  By  castration,  you 
get  all  the  local  tissue  quick ; estrogens  to 
inhibit  any  unseen  or  unknown  tissue  from 
functioning;  and  x-ray  over  the  painful 
areas  for  some  symptomatic  relief  or  for 
destruction  of  interstitial  cells  of  testicle  if 
patients  thinks  more  of  the  non-operative 
procedure. 

I mentioned  above  that  irradiation  was 
not  to  be  used.  A new  method  of  using 
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atomic  energy  is  undergoing  intensive  study 
at  the  present  time,  and  from  the  prelimin- 
ary report  that  Rubin  Flocks  gave  us  at  a 
recent  meeting  in  Texas,  it  may  soon  be  the 
best  mothod  of  handling  cancer  of  the  pros- 
tate yet  devised.  But  either  qualify  for  ex- 
perimental use  of  the  stuff,  or  just  hold 
your  horses — it’s  not  available  yet. 

Stones  in  the  prostate  present  a very  diffi- 
cult problem — they  produce  a very  severe 
prostatitis  with  dense  fibrous  tissue  which 
always  produce  partial  to  complete  obstruc- 
tion. Prostatectomy  is  the  answer  and 
should  be  done  early  before  too  much  fibro- 
sis occurs — for  in  that  event  incontinence  is 
the  rule  for  a long  time. 

Doctor  Fulcher  resorts  to  digging  the 
small  adherent  gland  out  with  a curet.  Gen- 
erally it  can  be  removed  in  usual  suprapubic 
operation  with  some  sharp  dissection  or  cut- 
ting current.  Transuretheral  resection  is 
likewise  good  but  if  you  decide  on  this 
method  take  the  advice  of  the  soldier  who 
refused  to  practice  a parachute  jump  be- 
cause “you  have  to  be  perfect  the  first  time 
you  try  it.” 

Now  as  to  the  status  of  benign  prostatic 
hypertrophy.  It  is  confused  as  always.  The 
Apostle  Thomas  has  always  been  my  patron 
saint — I have  my  doubts;  and  the  confusing- 
tongues  of  Babel  will  be  your  lot  if  you 
undertake  to  read  up  on  this  common  every 
day  problem. 

Surgery,  of  course,  is  the  answer.  With 
the  help  of  antibiotics,  blood  transfusions, 
electrolyte  studies,  and  early  ambulation, 
and  close  co-operation  between  the  medical 
and  surgical  staffs,  and  mortality  and  mor- 
bidity have  dropped  in  prostatic  surgery 
faster  than  in  almost  any  field.  Even  I have 
done  250  consecutive  cases  with  the  mor- 
tality of  four.  And  it  is  quite  ordinary  to 
have  the  patient  at  home  in  a week  and 
back  to  work  in  two  weeks.  I certainly  shall 
not  go  into  the  virtues  at  this  time  of  any 


articular  operation.  The  choice  of  operation 
reminds  me  of  “stink  base,”  we  used  to  play 
at  school.  Someone  would  squeel,  “Last  one 
on  wood,  is  it.” — and  what  a scramble  to 
get  there  first.  I have  seen  surgeons  like 
that.  I am  a little  leery  of  being  in  the  front 
rank.  I see  too  many  returning  with  a sort 
of  sheepish  look,  and  trying  to  get  back  on 
the  reservation  without  being  noticed. 

In  case  any  of  you  are  doing  prostatic 
surgery,  and  if  you  elect  the  suprapubic 
method,  I would  like  to  mention  three  or 
four  small  original  procedures  that  have 
helped  me  a great  deal.  I wanted  to  get 
away  from  the  open  bladder,  with  its  at- 
tendant mess  and  morbidity,  and  to  make 
hemastasis  more  depenable.  So,  four  years 
ago  I put  into  practice  a technique  I had 
worked  out  on  paper  and  it  has  been  so 
satisfactory  that  I am  still  using  it. 

1.  When  the  prostate  is  enucleated,  pack 
it  once.  Don’t  attempt  finding  the  vessels. 

2.  Proceed  to  ligate  both  vasi  at  this  time. 
I believe  strongly  that  ligation  of  the  vas  is 
indicated,  and  at  least  it  keeps  you  busy 
until  your  pack  has  stopped  most  of  the 
venous  bleeding,  and  you  can  then  coagulate 
any  arteries  under  vision. 

3.  Past  a Foley  catheter  with  sufficiently 
large  bulb  that  one-pound  weight  will  not 
pull  it  into  the  prostatic  bed,  where  it  is 
most  distressing  and  so  that  it  will  act  as  a 
stopper  to  prevent  blood  from  entering  the 
bladder.  The  prostatic  bleeding  will  be  of  no 
consequence.  It  is  the  clots  that  stop  up  the 
catheter  that  count. 

4.  Fill  the  bladder  with  one  per  cent 
sodium  citrate  which  keeps  any  stray  oozing 
of  blood  in  a liquid  state,  and  therefore  it 
can  and  does  pass  through  the  catheter. 
Keep  the  citrate  dripping  for  a few  hours. 

I have  used  these  procedures  in  slightly 
less  than  300  consecutive  cases  now,  and  the 
results  have  been  most  gratifying. 


MEET  OUR  CONTRIBUTORS 


Laurence  S.  Fallis,  M.  D.,  a guest  speaker  at  the 
Annual  Meeting,  and  James  Barron,  M.D.,  both  of 
Detroit,  have  a paper  in  the  September  issue.  Doctor 
Fallis,  who  has  been  certified  by  the  American  Board 
of  Surgery,  graduated  from  Queen’s  University  Faculty 
of  Medicine,  Kingston,  Ontario.  He  is  a member  of  the 
American  Surgical  Association  and  the  American  Col- 
lege of  Surgeons.  Doctor  Barron  was  graduated  form 
Tulane  University  of  Louisiana  School  of  Medicine  in 
New  Orleans  and  served  a residency  at  Henry  Ford 
Hospital,  Detroit. 

L.  Chester  McHenry,  M.D.,  Oklahoma  City,  immediate 


past  president  of  the  O.S.M.A.  has  a paper  on  Medical 
Ethics  in  this  Journal.  Doctor  McHenry,  whose  specialty 
is  otolarynology,  is  a fellow  of  the  American  College 
of  Surgeons  and  a member  of  the  Academy  Ophthal- 
mology and  Otolarynology  and  the  Bronchoesophagolog- 
ical  Society.  He  was  graduated  from  Harvard  in  1925. 

Alfred  R.  Sugg,  M.  D.,  Ada  urologist  and  President 
of  the  Association,  has  a paper  on  ‘ ‘ The  Prostate — A 
Resume  of  Practical  Prosthesis  in  Treatment  and 
Management.  ’ ’ Doctor  Sugg  was  graduated  from  the 
University  of  Arkansas  in  1925  and  has  been  certified 
by  the  American  Board  of  Urology. 
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MEDICAL  ETHICS  ' 

L.  C.  McHenry,  M.D. 

OKLAHOMA  CITY,  OKLAHOMA 


Medicine  does  not  claim  to  be  the  “most 
ancient  profession”.  However,  through  all 
recorded  history  the  physician  has  played  an 
important  role.  About  this  profession  has 
developed  a great  mass  of  tradition  and  med- 
ical organizations  have  grown  great  and 
powerful  by  following  ideals  of  unselfish 
service  to  humanity.  All  the  medical  socie- 
ties that  I know  are  democratic  in  organiza- 
tion and  membership  is  voluntary  with  the 
individual.  The  largest  and  greatest  of  these 
held  its  101st  annual  convention  in  1952. 

We  cannot  speak  for  the  medical  profes- 
sion without  speaking  of  the  American  Med- 
ical Association  and  its  component  and 
constituent  societies.  The  basic  unit  is  the 
County  Medical  Society.  No  one  can  become 
a member  of  a State  Medical  Association 
nor  of  the  American  Medical  Association 
except  by  becoming  a member  of  a local  or 
county  medical  society.  No  one  is  compelled 
to  become  a member  of  a local  medical  so- 
ciety in  order  to  practice  his  profession  in 
a community.  Membership  is  a privilege 
conferred  by  the  members  and  no  one  is  en- 
titled to  membership  as  a matter  of  right. 
Except  by  establishing  basic  requirements 
for  eligibility  for  membership  and  basic 
standards  of  conduct  for  maintenance  of 
membership,  no  State  Medical  Association 
nor  the  American  Medical  Association  may 
tell  any  County  Society  whom  it  shall  or 
shall  not  admit  to  membership.  The  greatest 
penalty  that  any  medical  society  may  impose 
upon  a member  is  to  expel  him  from  mem- 
bership. 

Why  is  it  then,  that  such  an  organization 
has  grown  to  a membership  of  140,000?  Why 
has  this  group  of  less  than  one-tenth  of  one 
per  cent  of  our  population  been  such  a 
powerful  force  in  making  this  the  healthiest 
large  nation  in  the  world?  Why  has  is  been 
accused  of  being  the  most  powerful,  and  by 
some  small  men  in  high  places,  the  most 
malignant  lobby  in  our  national  capitol? 

We  believe  the  answers  to  these  and  sim- 
ilar questions  lie  first  in  the  basic  principles 
governing  the  conduct  of  the  members  of 

*Presented  before  an  Interprofessional  Forum  at  the  Annual 
Meeting  of  the  National  Society  of  Professional  Engineers  in 
Tulsa,  June  7,  1952. 


these  medical  societies ; second,  in  their  dem- 
ocratic organization,  and  last,  in  an  enlight- 
ened leadership  who  have  been  slowly 
aroused  but  who  have  finally  begun  to  fight 
for  the  principles  they  profess. 

The  Principles  of  Medical  Ethics  of  the 
American  Medical  Association,  as  published, 
is  a small,  24  page,  four  and  one-half  by 
six  inch  pamphlet.  Some  of  it,  from  the 
stilted  phraseology,  must  have  been  written 
over  100  years  ago.  It  gives  basic  rules  of 
conduct  for  physicians. 

The  first  sentence  of  Section  One,  Chapter 
One,  states,  “The  prime  object  of  the  medi- 
cal profession  is  to  render  service  to  human- 
ity; reward  or  financial  gain  is  a subordin- 
ate consideration.” 

Allow  me  to  quote  from  Section  Two  of 
Chapter  One.  “The  profession  of  medicine, 
having  for  its  end  the  common  good  of 
mankind,  knows  nothing  of  national  enmi- 
ties, of  political  strife,  of  sectarian  dissen- 
sions. Disease  and  pain  are  the  sole  condi- 
tions of  its  ministry,  it  is  disquieted  by  no 
misgivings  concerning  the  justice  and  hon- 
esty of  its  client’s  cause;  but  dispenses  its 
peculiar  benefits,  without  stint  or  scruple, 
to  men  of  every  country,  and  party  and 
rank,  and  religion,  and  to  men  of  no  religion 
at  all.” 

These  quotations  would  seem  to  deal  in 
broad  and  idealistic  generalizations  but 
many  specific  admonitions  and  prohibitions 
are  included.  Here  are  some  of  these. 

A physician  is  free  to  choose  whom  he  will 
serve.  However,  he  is  expected  to  respond  to 
a request  for  assistance  in  an  emergency  or 
whenever  temperate  public  opinion  expects 
the  service.  Once  he  has  undertaken  the 
care  of  a patient  he  may  not  withdraw  from 
the  case  without  giving  sufficient  notice  to 
allow  the  patient  to  secure  another  medical 
attendant.  He  must  not  neglect  his  patient. 

The  patient  likewise  has  free  choice  of 
physician,  although  the  interjection  of  a 
third  party  such  as  an  employer  who  as- 
sumes legal  responsibility  for  the  cost  of 
medical  care  and  indemnity  for  occupational 
disability  is  not  unethical.  Contract  practice 
is  unethical  if  it  permits  features  or  condi- 
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tions  that  are  unethical  or  if  the  contract 
causes  deterioration  of  the  quality  of  medi- 
cal services  rendered.  The  basic  premise  is 
that  the  patient  is  free  to  employ  whichever 
physician  he  wishes  and  the  physician  is 
free,  with  few  limitations,  to  serve  which- 
ever patient  he  chooses. 

Advertising  is  unethical.  The  solicitation 
of  patients  by  a physician,  by  groups  of  phy- 
sicians or  by  institutions  or  organizations  is 
prohibited.  This  principle  makes  it  easy  for 
the  public  to  distinguish  between  ethical 
physicians  and  the  self-laudatory  advertiser 
and  salesman  of  medical  care.  Medical  care 
would  become  very  much  more  expensive  to 
the  consumer  if  physicians  went  in  for  com- 
petive  advertising  such  as  characterizes  our 
radio  programs,  newspapers,  magazines  and 
television  screens. 

The  ethical  physician  may  not  receive  a 
commission  from  the  fees  paid  another  phy- 
sician or  an  institution  to  whom  he  has 
referred  a patient.  Fee-splitting  is  unethical 
because  the  amount  of  the  split  fee  tends  to 
become  the  primary  consideration  in  refer- 
ring a patient  to  another  physician  or  in 
choosing  the  physician  to  whom  a referral 
is  made,  rather  than  the  necessity  of  the  re- 
ferral from  the  standpoint  of  the  patient’s 
health  or  the  competence  of  the  physician  to 
whom  the  referral  is  made.  The  signing  of 
an  oath  not  to  partake  in  fee  splitting  is  one 
of  the  primary  requirements  demanded  of 
an  applicant  for  fellowship  in  two  great 
medical  organizations,  the  American  College 
of  Surgeons  and  the  American  College  of 
Physicians. 

An  ethical  physician  may  not  receive  re- 
muneration from  patients  on,  or  the  sale  of, 
instruments,  appliances  or  medicines.  Nor 
may  he  profit  from  a copyright  on  methods 
or  procedures.  New  discoveries  in  medicine, 
the  proven  products  of  research,  new  surgi- 
cal techniques  and  mechanical  inventions 
that  may  improve  the  medical  care  of  pa- 
tients must  be  made  freely  available  to  all 
physicians  and  all  patients  as  widely  as  pos- 
sible. The  physician  may  not  engage  in 
barter  or  trade  in  the  appliances  and  reme- 
dies he  prescribes  for  his  patients.  Prescrip- 
tion or  dispensing  of  secret  remedies  whose 
composition  is  unknown,  except  to  those  who 
profit  therefrom,  is  forbidden. 

A corresponding  responsibility  to  the  pro- 
hibitions just  mentioned  is  that  a physician 
is  expected  to  make  known  new  develop- 
ments and  discoveries  which  make  for  better 
medical  care  to  other  physicians  so  that  more 


people  may  benefit  from  these  developments 
and  discoveries.  The  products  of  medical 
research  are  widely  published  as  soon  as 
practical  benefits  are  proven.  Sometimes 
such  products  of  research  are  published  pre- 
maturely in  non-medical  publications  such 
as  newspapers  before  the  full  benefits  are 
known  and  before  the  complications  and 
dangers  attendant  to  general  usage  are 
known. 

Physicians  are  admonished  to  aid  in  safe- 
guarding the  profession  against  admission 
to  it  of  those  who  are  deficient  in  moral 
character  or  education.  A physician  is  ad- 
monished to  expose,  without  fear  or  favor, 
incompetent,  corrupt,  dishonest  or  unethical 
conduct  on  the  part  of  members  of  the  medi- 
cal profession. 

These  statements  may  seem  to  be  mere 
prosaic  moralizations  in  this  modern,  free 
wheeling,  new  dealing  world.  Each  of  you 
can  probably  think  of  instances  in  which 
physicians  and  groups  of  physicians  have 
been  lax  in  adhering  to  these  ethical  prin- 
ciples. 

Doctors  are  as  human  as  other  people 
with  the  same  frailties  and  weaknesses.  Op- 
portunities for  the  exploitation  of  patients 
are  frequent.  Young  men  and  women  who 
begin  the  study  of  medicine  enter  into  a long 
and  arduous  period  of  training.  They  must 
have  excellent  mental  capabilities  else  they 
fall  by  the  wayside.  Economic  rewards  are 
rarely  great  and  are  slow  in  coming  com- 
pared to  other  lines  of  endeavor.  These  facts 
are  well  known.  Surely  nearly  every  student 
enters  into  this  field  because  of  a genuine 
desire  to  be  of  help  to  his  fellow  man.  They 
know  that  the  opportunities  for  service  are 
great. 

The  accomplishments  of  American  medi- 
cine as  measured  by  the  progressively  in- 
creasing health  of  our  people  are  well 
known.  We  know  full  well  that  this  high 
state  of  health  has  been  gained  not  only 
through  our  efforts  but  through  the  efforts 
and  accomplishments  of  other  professions 
working  also  toward  the  common  good. 

When  a physician  goes  wrong  and  violates 
the  principles  of  his  profession  more  than 
usual  notoriety  occurs  because  of  the  moral 
traditions  of  his  profession.  Closer  adher- 
ence to  his  moral  code  is  expected  of  the 
physicians  than  of  the  tradesman  or  the 
merchant.  We  believe  that  medical  organiza- 
tions have  been  a very  powerful  force  in 
maintaining  the  high  moral  standards  of  the 
profession.  This  is  perhaps  all  the  more  re- 
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markable  when  we  remember  that  the  only 
hold  a medical  organization  has  over  any 
member  is  the  privilege  of  membership. 

Medicine  and  especially  medical  organiza- 
tion has  been  attacked  most  vehemently  in 
this  country  for  nearly  a decade.  We  be- 
lieve that  the  basic  purpose  behind  these 
attacks  is  socialization  and  regimentation 
of  our  people.  Bismark  demonstrated  that 
when  he  could  control  and  regiment  the 
medical  care  of  his  people  he  could  then 
much  more  easily  control  and  regiment  all 
the  activities  of  his  people. 

Organized  medicine  has  been  accused  of 
restricting  the  numbers  of  medical  students 
and  medical  graduates  from  selfish  motives. 
The  fallacious  theory  is  promoted  that  if 
there  were  simply  a much  greater  number 
of  doctors  everybody  would  automatically 
get  much  better  medical  care.  Greater  quan- 
tity does  not  necessarily  imply  better  qual- 
ity. In  1906,  when  the  population  was  very 
much  smaller,  there  were  162  medical 
schools  and  over  25,000  medical  students 
in  this  country.  Due,  admittedly,  to  the  ef- 
forts of  organized  medicine  there  were  in 
1920  less  than  half  that  number  of  medical 
schools  and  less  than  14,000  medical  stu- 
dents. The  facts  are  that  a large  majority  of 
the  medical  schools  in  1906  were  proprietary 
institutions  operated  for  the  profit  of  indi- 
viduals. These  were  not  affilliated  with  uni- 
versities and  many  were  simply  “diploma 
mills.”  Only  a few  came  up  to  the  standards 
of  the  schools  of  the  United  Kingdom,  Ger- 
many and  Austria.  Since  1920  the  surviving 
medical  schools  have  increased  the  size  of 
their  classes  as  well  as  the  quality  of  their 
work.  In  1951  there  were  over  25,000  medical 
students  in  79  medical  schools.  All  these 
medical  colleges  have  been  approved  by  the 
Council  on  Medical  Education  and  Hospitals 
of  the  American  Medical  Association  and  all 
but  one  are  members  of  the  American  Asso- 


ciation of  Medical  Colleges.  All  effort  on  the 
part  of  everyone  concerned  is  definitely  to 
increase  the  number  of  medical  students. 
Over  300  more  freshman  medical  students 
wrere  admitted  in  1950  than  in  1949.  By  1960 
there  will  be  30  per  cent  more  annual  medi- 
cal graduates  than  in  1950.  This  expansion 
is  being  achieved  at  no  sacrifice  of  the  high 
standards  of  training  already  attained.  We 
believe  that  no  thinking  person  would  con- 
done the  training  of  less  competent  physi- 
cians to  care  for  your  families  and  mine. 

You  have  all  been  aware  of  the  great 
public  educational  campaign  waged  by  the 
American  Medical  Association  during  the 
past  three  years.  For  many  years  organized 
medicine  minded  its  own  business  and  de- 
pended upon  the  increasingly  better  medical 
care  rendered  the  people  to  maintain  its  rep- 
utation for  intergrity  and  for  competent  and 
unselfish  service.  This  campaign  was  at  first 
defensive.  Then  as  medicine  realized  that 
its  subjugation  was  only  one  step  toward  the 
socialization  of  our  nation  the  campaign 
became  aggressive.  We  found  that  we  had 
a common  cause  with  other  great  profes- 
sions and  many  other  great  organizations. 
If  medicine  loses  its  freedom,  not  only  will 
the  quality  of  medical  care  of  the  people 
inevitably  deteriorate  but  you,  and  you,  and 
you,  will  very  soon  lose  your  freedoms  also. 

We  shall  close  these  sketchy  remarks  with 
a quotation  from  Dr.  John  W.  Cline,  Presi- 
dent of  the  American  Mediacl  Association. 

“We  are  the  most  favored  among  nations 
because  the  light  of  liberty  burns  brightly 
here.  Individual  freedom,  opportunity  and 
incentive  are  the  cherished  birthright  of  our 
people.  Likewise,  we  of  American  Medicine 
are  most  favored  among  doctors.  We  live 
and  work  in  an  atmosphere  of  individual 
liberty,  and  we  have  the  priceless  stimulus 
of  academic  and  scientific  freedom.  We  are 
strong  because  we  possess  the  dignity  of 
free  men.” 


HAVE  YOU  MOVED? 


PLEASE  ADVISE  THE  EXECUTIVE  OFFICE 
OF  YOUR  CHANGES  OF  ADDRESS  PROMPTLY 
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President’s  Pagi 


The  committee  of  the  A.M.A.  charged  with  the  responsibility  of  solving  the  shortage  of 
interns  discussed  many  angles  of  the  problem  and  at  last  admitted  defeat. 

Many  distinguished  physicians  were  present  but  to  me  they  were  largely  of  the  “status 
quo”  variety.  That  is,  they  remembered  the  time  when  they  walked  majestically  down  the 
corridors  with  an  entourage  of  young  doctors  eager  to  catch  a few  crumbs  that  fell  from 
the  master’s  table  and  who  were  more  than  anxious  to  do  all  the  menial  chores  for  the  privi- 
lege. 


For  many  years  surgeons  never  worked  with  less  than  three  or  four  assistants,  the 
three  of  lowest  rank  getting  only  a fair  view  of  the  operator’s  back.  Someone  should  tell 
them  that  times  have  changed.  Fifteen  years  ago  95  per  cent  of  the  obstetrical  patients  were 
delivered  in  the  home.  Now  practically  all  of  them  go  to  the  hospital.  If  we  trained,  or 
half  trained  as  some  suggested,  enough  young  doctors  to  continue  the  practice  of  the  “good 
ol’  days”  when  they  finally  got  through  we  would  have  a doctor  on  every  quarter  section 
and  neither  the  doctor  nor  the  patient  doing  well. 

Streamlining  of  hospital  procedures  would  help.  Training  non-medical  assistants  to  do 
the  less  important  routines  would  do  some  good.  Then  there  is  always  the  horrible  alter- 
native of  resigning  from  the  Country  Club  in  order  to  get  the  work  done.  Anyway,  I do 
not  believe  in  importing  foreigners  with  questionable  training  and  more  doubtful  ideologies 
on  the  pretext  of  meeting  the  emergency.  We  have  been  stampeded  by  too  many  emergen- 
cies already.  Expediency  won’t  do  when  sound  principles  are  at  stake. 


President 
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Ever  since  man  went  down 
to  the  sea  in  ships 


suggestions  for 
the  relief  of 
motion  sickness 


War  ship  and  merchant  ship, 
about  500  B.  C.;  from  painted 
vase  found  at  Vulci  in  Etruria, 
now  in  the  British  Museum. 


Now,  relief  from  this  age-old  malady  with 

DRAMAMINE* 

BRAND  OF  DIMENHYDRINATE 

Available  as:  Tablets — 50  mg. 

Liquid—  1 2.5  mg.  per  4 cc. 


SEARLE  RESEARCH  IN  THE  SERVICE  OF  MEDICINE 
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CURRENT  ACTIVITIES  AT  THE  OKLAHOMA 
MEDICAL  RESEARCH  FOUNDATION 


Edward  C.  Beifenstein,  Jr.,  M.D., 
director 

This  is  the  tenth  in  a 
series  of  monthly  articles 
concerning  the  current  ac- 
tivities of  the  Oklahoma 
Medical  Besearch  Founda- 
tion. The  purpose  of  this 
paper  is  to  discuss  the 
Besearch  Hospital,  the  type  of  studies  for  which  it  is 
necessary,  and  the  plans  that  have  been  evolved  con- 
cerning it.  This  article  presents  some  of  the  reasons 
that  the  Besearch  Hospital  was  opened  for  patients 
on  September  2,  1952. 

In  the  past  year  I have  been  asked  many  times  by 
physicians  and  other  friends  of  the  Foundation  through- 
out the  State  why  it  is  necessary  to  have  a special  Be- 
search Hospital.  I shall  devote  the  first  portion  of  this 
article,  therefore,  to  a presentation  of  the  differences 
between  the  activities  in  the  Besearch  Hospital  and 
those  in  a diagnostic  or  treatment  hospital,  such  as  the 
University  Hospital  of  the  University  of  Oklahoma 
School  of  Medicine. 

Clinical  investigation  in  the  Besearch  Hospital  will 
involve:  1)  metabolic  balance  determinations  on  pa- 
tients during  the  acute  and  chronic  phases  of  their 
illness,  and  before,  during,  and  after  their  response  to 
various  agents  and  procedures;  and  2)  physiological 
measurements  of  the  response  of  patients  to  medications 
and  conditions  of  stress. 

Metabolic  balance  studies  consist  in  placing  a patient 
on  a constant  intake  of  minerals,  protein,  carbohydrate, 
fat,  and  thus  of  calories,  and  collecting,  for  suitable 
periods,  all  of  the  materials  lost  from  the  body:  urine, 
feces,  sweat,  blood,  breast  milk,  vaginal  discharge, 
wound  seepage,  and  so  forth,  so  that  by  determining 
the  content  of  these  minerals  and  food  constituents  in 
the  diet  and  in  such  excreted  materials  a balance  can 
be  stuck  between  the  intake  and  the  output  of  these 
items.  Such  balance  studies  are  performed  for  suitable 
periods  before,  during,  and  after  the  introduction  of 
one  factor,  such  as  a therapeutic  agent,  or  change  in 
intake.  Therefore,  each  patient  serves  as  his  own 
control. 

The  keynote  of  successful  balance  studies  is  scrupu- 
lous accuracy  in  the  most  minute  details.  The  potential 
sources  of  errors  include : the  design  of  the  experiment ; 
the  preparation  and  the  consumption  of  the  diet;  the 
collection,  preservation  and  measurement  of  the  excreta; 
the  elimination  of  controllable  variables  in  the  patient ’s 
environment;  the  sampling  of  the  diet  for  analysis; 
the  manipulations  and  analyses  of  the  diet  and  excreta 
in  the  laboratory ; and  the  assumptions  and  mathematics 
of  the  calculations.  An  unusually  high  degree  of  team- 
work and  morale  must  be  maintained  by  all  of  the  per- 
sonnel involved  in  the  study.  Mistakes  must  be  reported 
and  not  hidden : when  an  error  has  been  made  it  may 
be  possible  to  compensate  for  it  so  that  part  of  the 
experiment  can  be  salvaged  and  thousands  of  dollars 
of  work  and  effort  can  be  saved.  Although  the  per- 
sonnel are  encouraged  to  maintain  constant  accuracy, 
and  are  reprimanded  when  errors  are  made  (and  some 
will  be,  inevitably),  these  workers  are  constantly  re- 
minded that  they  are  in  danger  of  being  eliminated 
from  the  research  team  if  they  are  caught  concealing 
their  mistakes.  It  is  practically  impossible  to  maintain 
morale  of  this  caliber  on  the  ordinary  hospital  ward. 


In  order  to  consider  some  of  these  sources  of  error 
in  more  detail,  let  us  take  a hypothetical  patient,  Mrs. 
A,  and  enumerate  some  of  the  problems  in  relation  to 
her.  Let  us  say  that  she  has  post  menopausal  osteoporo- 
sis, and  it  is  desired  to  study  the  effect  of  an  estrogenic 
preparation  on  the  calcium,  phosphorus,  and  nitrogen 
balances.  The  patient  is  admitted  to  the  Besearch  Hos- 
pital for  study.  The  amount  of  activity  she  can  have 
is  carefully  planned  so  that  it  will  be  constant  through- 
out the  weeks  or  months  of  investigation.  Her  likes, 
dislikes  and  allergies  in  food  are  determined  by  the 
dietitian.  As  a first  approximation,  her  diet  is  devised 
from  food  tables.  This  diet  is  planned  by  the  dietitian 
and  the  physician  so  that  it  contains  adequate  calories, 
a suitable  ratio  between  the  food  constituents,  and 
acid-base  components,  and  the  proper  quantities  of 
minerals.  Such  studies  are  usually  done  on  a low  calcium 
diet,  to  which  is  added  daily  a weighed  amount  of 
calcium  gluconate.  The  calcium  content  of  the  drinking 
water  must  be  constant,  and  the  patients  are  usually 
given  distilled  water,  measured  but  not  restricted.  The 
calcium  content  of  tooth  powder,  and  of  the  coatings  of 
oral  medications  may  be  a source  of  error. 

The  diet  is  usually  devised  so  that  there  are  two  or 
three  daily  menus  that  are  rotated  to  reduce  the 
monotony.  At  intervals  throughout  the  study  the  dieti- 
tian prepares  a sample  diet  which  is  analyzed  in  toto 
for  all  of  its  constituents  in  the  chemical  laboratory; 
these  results  are  employed  in  the  final  calculations.  The 
diet  must  be  accurately  prepared  for  each  meal  by 
the  dietitians;  certain  foods  are  handled  by  special 
procedures;  the  fluids  are  measured;  the  amount  of 
sugar  and  salt  weighed  out,  etc.  It  is  recognized  that 
the  mineral  and  protein  contents  of  the  same  food-stuffs 
fluctuate  from  time  to  time,  depending  upon  such 
factors  as  soil,  climate,  method  of  preservation,  and 
so  forth.  These  fluctuations  in  content  are  decreased  by 
a careful  selection  of  the  type  of  food  employed,  and 
by  the  purchase  of  a large  amount  of  each  commodity 
from  one  stock  source  at  the  beginning  of  each  experi- 
ment. Finally,  the  dietitian  must  see  that  the  patient 
eats  all  of  the  diet,  that  the  dishes  are  scraped  clean 
with  the  fingers  or  special  spatulas,  and  that  any  por- 
tions of  food  that  the  patient  can  not  be  prevailed  upon 
to  consume  are  sent  to  the  laboratory  for  analysis  so 
that  the  daily  intake  can  be  corrected  for  these  rejec- 
tions. The  art  as  opposed  to  the  science  of  dietetics  is 
not  lost  sight  of.  The  diet  must  be  sufficiently  attrac- 
tive, properly  served  (so  that  foods  that  should  be  cold 
are  cold  and  those  that  should  be  hot  are  hot),  and 
presented  in  an  appealing  environment  by  pleasing  per- 
sonnel so  that  the  patient  will  eat.it  for  as  long  as 
desired ; this  often  may  extend  into  months. 

Since  our  patient,  Mrs.  A,  is  to  be  on  a calcium 
balance  study,  it  will  be  necessary  to  analyze  the  feces 
for  calcium  content.  Bowel  movements  fluctuate  from 
day  to  day  to  such  an  extent  that  a ‘ ‘ fecal  period  ’ ’ of 
less  than  six  days  is  of  little  value.  This  means  that  all 
of  the  feces  are  collected  each  day  for  six  days  in  one 
pail  using  a commode,  and  then  analyzed  to  give  one 
single  value  for  the  fecal  calcium  excretion  for  this 
six-day  period.  Obviously  from  a statistical  point  of 
view,  at  least  three  fecal  values  must  be  obtained  before 
a change  in  regimen  can  be  introdced.  Thus,  a study 
with  at  least  18  days  of  control,  at  least  18  days  on 
medication,  and  at  least  18  days  after  medication  is  dis- 
continued, is  the  minimum  than  can  be  planned  for  the 
investigation.  Since  the  effects  of  estrogen  on  calcium 
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excretion  persist  for  at  least  36  days  after  the  ad- 
ministration of  the  medication  is  terminated,  the  study 
will  usually  run  longer  than  the  minimum  54  days  first 
mentioned.  In  addition,  the  patient  is  always  placed 
on  the  diet  for  about  a week  before  the  balance  col- 
lections are  started  in  order  that  she  may  become 
stabilized  in  equilibrium  before  the  control  phase  is 
begun.  During  this  week,  minor  adjustments  are  made 
in  the  diet  to  suit  the  patient ’s  taste.  Certain  basic 
medications  may  have  to  be  given  throughout  the  study, 
and  these  are  started  at  this  time.  Examples  are:  digi- 
talis (for  a cardiac  patient)  or  vitamins  (such  as 
vitamin  D to  offset  the  fluctuations  in  the  ultraviolet 
light  content  of  sunlight  with  progression  of  the 
season).  Changes  in  the  external  temperature  may  lead 
to  changes  in  the  loss  of  various  salts  through  perspira- 
tion, and  these  losses  may  require  compensation.  During 
the  first  week  the  investigator,  the  head  nurse,  and  the 
chief  dietitian  carefully  and  repeatedly  instruct  the 
patient  concerning  all  phases  of  the  program  and  its 
objectives  in  order  to  obtain  his  full  understanding  and 
cooperation  in  the  research  project. 

Depending  on  the  requirements  of  the  particular 
study,  the  urine  collections  may  be  analyzed  in  24-hour 
amounts,  or  pooled  in  two-day,  three-day,  or  six-day 
periods  to  correspond  with  the  fecal  collection  periods. 
The  collections  must  be  timed  to  the  minute,  the 
amounts  recorded,  and  the  jars  stored  at  all  times  in 
the  cold  room.  Great  care  must  be  exercised  so  that 
none  of  the  specimen  is  lost,  and  so  that  the  bottle  of 
some  other  patient  is  not  used  by  mistake.  Every  nurse, 
orderly,  physician,  or  volunteer  who  assists  in  the  col- 
lection of  the  specimens  must  be  alerted  to  the  need 
for  accuracy  each  day.  A night  nurse  or  orderly  who 
is  half-asleep  can  ruin  several  studies  by  mixing  or 
discarding  specimens.  This  one  factor  alone  is  almost 
impossible  to  control  in  the  ordinary  hospital  ward. 

When  Mrs.  A.  is  first  admitted  she  is  told  that  she 
must  not  eat  anything  brought  in  by  visitors;  to  en- 
force this  requires  constant  vigilance  on  the  part  of 
the  nursing  staff.  Patients  also  forget  that  they  are  on 
collections  of  excreta,  and  inadvertently  discard  the 
specimens ; again  all  personnel  must  be  constantly  on 
guard.  In  the  Research  Hospital  all  available  toilets  are 
kept  locked  and  the  patient  must  consult  a nurse  or  an 
orderly  to  obtain  a key.  This  is  obviously  impossible 
in  a routine  diagnostic  hospital. 


It  is  a standing  rule  in  a metabolic  balance  study 
that  no  medication  or  change  in  the  regimen  of  any 
patient  may  be  initiated  without  the  specific  permission 
of  the  physician  in  charge  of  the  particular  study. 
The  interne  who  unwittingly  prescribes  a sedative,  an 
aspirin,  or  other  medication  during  the  night  rounds 
may  ruin  the  study.  The  nurses  in  the  Research  Hos- 
pital are  instructed  not  to  administer  such  medications 
without  the  proper  authorization.  The  fact  that  the 
interne,  the  resident,  or  the  consultant  feels  that  this 
medication  is  indicated,  and  that  it  will  not  affect  the 
study  is  no  excuse  for  breaking  the  rule.  Even  in 
emergency  situations  the  physician  in  charge  of  the 
research  study  must  be  consulted.  Such  factors  as 
these  are  very  difficult  to  control  in  an  ordinary  hos- 
pital ward. 

The  administration  of  medications  and  experimental 
procedures  are  planned  for  a specific  daily  time  schedule, 
and  must  be  carried  out  on  time  in  order  to  maintain 
the  uniform  environment  of  the  patient.  The  drawing 
of  blood  for  chemical  determinations  must  be  performed 
on  schedule,  also,  so  that  the  patient ’s  standard  routine 
of  intake  and  medication  can  be  maintained.  Patients 
must  be  weighed  under  uniform  conditions.  It  may  be 
that  the  basal  metabolic  rate  is  being  determined  reg- 
ularly to  assure  that  the  patient ’s  basal  caloric  require- 
ments have  not  been  altered.  All  such  procedures  must 
be  carried  out  on  schedule.  The  records  on  all  specimens, 
and  the  notes  of  all  maneuvers  that  involve  the  patient 
must  be  kept  accurately  and  up  to  date.  In  the  Research 
Hospital,  the  nurses  ’ notes  form  a vital  part  of  the 
data  of  the  research  study.  In  order  to  maintain  a 
constant  state  for  the  patient,  the  environment  of  the 
research  ward  must  be  kept  calm  and  even  from  day 
to  day,  and  the  patient  must  be  protected  from  the 
emotional  fluctuations  that  are  inevitable  in  the  ordin- 
ary hospital  ward.  Mrs.  A ’s  hormone  and  chemical 
balance  could  be  distorted  for  days  by  a sleepless  night 
of  listening  to  the  moans  of  a patient  with  renal  colic 
or  the  cries  of  a confused  psychotic. 

All  of  the  types  of  investigation  in  the  Research 
Hospital  require  a tremendous  concentration  of  attention 
on  the  patient  and  on  all  of  the  details  of  the  study. 
This  includes  every  person  (nurses,  dietitians,  orderlies, 
physicians,  internes,  residents,  consultants,  other  pa- 
tients, maids,  cleaning  workers,  volunteers,  and  visitors) 
who  in  any  way  comes  in  contact  with  the  patient.  This 
fact,  in  itself,  eliminates  the  use  of  hospital  beds  in 

Figure  1.  The  Oklahoma 
Medical  Research  Hospital  and 
Its  Relationship  to  the  Research 
Institute  Building. 

The  long  one-story  building 
in  the  forground  is  the  Research 
Hospital  with  an  entrance  from 
the  circular  lobby  (on  the  left) 
of  the  Research  Institute  build- 
ing. At  the  opposite  end  of  the 
Research  Institute  building 
from  the  lobby  and  parellel  to 
the  Research  Hospital  is  the 
Animal  Wing.  Between  the  Re- 
search Hospital  and  the  Animal 
Wing  is  a parking  space  for 
the  Oklahoma  Medical  Research 
Foundation  Staff,  while  in  the 
immediate  foreground  (at  the 
bottom)  is  a parking  space  for 
guests,  patients,  and  visitors 
that  is  accessible  from  North- 
east 13th  Street.  The  recently 
enlarged  University  of  Okla- 
homa School  of  Medicine  is  be- 
hind the  Foundation  building. 
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a routine  hospital  ward  for  most  types  of  research 
studies,  because  the  personnel  are  too  busy  with  other 
tasks,  lack  specialized  training,  change  assignments  too 
frequently,  lack  centralization  of  authority,  are  present 
denee  over  the  prosecution  of  the  research  to  give  the  at- 
tention to  the  investigation  that  is  required. 

As  indicated  above,  such  considerations  apply  most 
forcefully  to  the  conduct  of  metabolic  balance  studies. 
The  general  procedures  to  be  followed  may  be  studied 
in  detail  in  the  following  reference:  Reifenstein,  E.  C., 
Jr.,  Albright,  F.,  and  Wells,  S.  L.:  ‘‘The  Accumulation, 
Interpretation,  and  Presentation  of  Data  Pertaining  to 
Metabolic  Balances,  Notably  Those  of  Calcium,  Phos- 
phorus, and  Nitrogen,”  J.  Clin.  Endocrinol.  5:367-395, 
1945.  Attention  is  called  to  the  fact  that  Miss  S.  L. 
Wells  mentioned  in  this  reference  is  now  Director  of 
Dietetics  for  the  Research  Hospital,  and  that  the  meth- 
ods that  we  have  described  in  this  paper  were  carried 
out  on  a metabolic  ward  where  the  Head  Nurse  was 
Miss  Marian  MacAulay,  now  Director  of  Nursing  of 
the  Research  Hospital.  Thus,  the  people  in  charge  of 
such  metabolic  balance  studies  in  the  Research  Hospital 
are  unusually  well  qualified  in  this  field.  The  paper  re- 
ferred to  above  is  now  a standard  reference  for 
metabolic  balance  studies  in  most  of  the  research  in- 
stitutions in  the  English-speaking  world. 

The  details  that  have  been  given  describe  clearly  the 
differences  between  the  activities  in  investigative  regi- 
mens and  those  in  an  ordinary  hospital  ward.  It  is  ap- 
parent that  the  special  facilities  of  the  Research 
Hospital  of  the  Oklahoma  Medical  Research  Foundation 
meet  the  requirements  for  intensive  research  on  patients 
in  a manner  that  could  not  be  even  approximated  in  a 
diagnostic  and  treatment  hospital. 

Let  us  consider  briefly  the  history  and  development 
of  the  Research  Hospital,  and  the  plans  that  have  been 
evolved  for  it.  In  1949,  while  the  Research  Institute 
building  was  being  constructed,  the  Foundation  received 
a generous  construction  grant  from  the  National  Insti- 
tutes of  Health  in  Washington,  D.  C.  The  funds,  which 
totaled  $225,000.00,  were  given  as  equal  contributions 
from  the  National  Cancer  Institute  and  the  National 
Heart  Institute.  With  this  money  and  with  additional 
funds  supplied  by  the  Foundation,  a Research  Hospital 
wing  has  been  constructed  at  right  angles  to  the  Re- 
search Institute  Building  with  an  entrance  from  the 
main  lobby  (see  Figure  1).  The  Research  Hospital,  a 
one-story  building  with  walls  of  sufficient  strength  so 
that  two  additional  floors  can  be  added  when  expansion 
becomes  necessary,  has  14  patient  rooms  which  are  de- 
signed to  provide  22  beds  for  research.  In  addition, 
there  is  a diet  kitchen  and  a diet  serving-pantry;  a 
dining  room  for  the  patients;  offices  and  utility  rooms 
for  the  nurses,  the  dietitians,  and  the  professional 
staff ; a room  for  the  x-ray  equipment ; a special 
treatment  room ; and  a recreation  room  for  the  patients. 
The  construction  work  on  the  Research  Hospital  was 
completed  in  June,  1951. 

The  basic  furnishings  of  some  of  the  Research  Hos- 
pital rooms  have  been  provided  in  part  by  the  generous 
contributions  of  philanthropic  individuals  and  of  various 
business  and  professional  clubs.  The  list  of  donors  in- 
cludes: Mr.  and  Mrs.  W.  E.  Smeltzer,  Oklahoma  Ctiy; 
Mr.  and  Mrs.  Roy  Staton,  Oklahoma  City;  Mrs.  Frank 
Tobin,  Shawnee;  the  Business  and  Professional 
Women’s  Club,  Duncan;  the  Business  and  Professional 
Women’s  Club,  Oklahoma  City;  the  Hospitality  Club, 
Oklahoma  City;  and  the  Junior  Hospitality  Club,  Ok- 
lahoma City.  These  contributions  have  made  possible 
the  purchase  of  hospital  beds,  utility  tables,  chairs, 
lamps,  drapes,  and  similiar  equipment  of  the  most  prac- 
tical and  most  improved  design.  As  has  been  pointed 


out  already  in  this  article,  many  of  the  patients  who 
will  be  studied  will  be  in  the  Research  Hospital  for  a 
long  period  of  time,  and  many  of  them  will  be ’hos- 
pitalized only  because  they  are  under  investigation.  For 
these  reasons,  considerable  effort  has  been  expended  in 
making  the  hospital  as  attractive  as  possible  to  these 
patients.  An  important  part  of  this  effort  has  centered 
about  the  development  of  an  adequate  lounge  for  the 
recreation  of  the  patients.  This  room  is  equipped  with 
comfortable  chairs  and  reading  lamps,  tables  for  games, 
a television  set,  and  bookshelves.  In  addition,  a small 
hand  loom  and  other  facilities  for  occupational  therapy 
will  be  provided.  A series  of  cupboards  have  been 
constructed  at  one  end  of  the  lounge  so  that  each  pa- 
tient can  keep  his  occupational  materials  in  his  own 
compartment.  Attractive  drapes  help  to  create  a home- 
like environment.  All  of  the  furnishings  of  this  patient 
lounge  have  been  generously  donated  by  the  Oklahoma 
Chapter  of  the  United  Brotherhood  of  Carpenters  and 
Joiners  of  America.  Each  room  that  has  been  furnished 
by  these  individuals  and  civic  organizations  is  identified 
by  a suitably  inscribed  bronze  plaque  on  the  corridor 
wall  adjacent  to  the  door  of  the  room. 

The  scientific  and  administrative  staffs  of  the  Foun- 
dation have  spent  many  hours  in  the  past  months  de- 
veloping the  plans  for  the  administration  of  the  Re- 
search Hospital  and  for  the  conduct  of  clinical  research 
in  it.  Lists  of  scientific  equipment  and  supplies  were 
devised,  offered  for  competitive  bidding,  and  finally 
placed  on  order.  Nursing  and  dietetic  equipment  and 
supplies  were  processed  in  a similar  manner.  Equipment 
for  making  roentgenograms  and  performing  fluoroscopy 
was  selected  with  great  care.  The  required  number  of 
additional  personnel  was  determined  and  their  duties 
and  functions  carefully  outlined.  The  minimum  com- 
plement for  the  initial  operation  included  10  individ- 
uals: five  nurses  in  addition  to  the  Director  of  Nursing, 
one  dietitian  in  addition  to  the  Director  of  Dietetics, 
two  orderlies,  and  two  hospital  maids.  Plans  were  form- 
ulated for  the  installation  of  telephone  service,  for  the 
extension  of  existing  facilities  for  light,  heat,  water, 
air-conditioning,  cleaning,  and  other  maintenance  of 
the  Research  Hospital  wing,  and  for  the  provision  of 
adequate  insurance  and  fire  protection.  A manual  of  the 
procedure  for  the  nursing,  dietetic  professional,  and 
technical  activities  is  being  developed.  Attention  has 
been  given  to  such  problems  as  the  admission  forms  and 
hospital  records;  the  storgae  of  hospital  documents, 
food,  equipment,  supplies,  furnishings,  and  patient  be- 
longings; and  the  purchasing  and  receiving  of  hospital 
materials. 

The  Research  Hospital  is  primarily  designed  for  an 
intensive  investigation  of  certain  problems.  Each  patient 
who  is  admitted  there  will  be  chosen  by  the  staff  with 
care  because  he  or  she  presents  the  most  favorable 
opportunity  for  the  study  of  the  given  problem.  Such 
studies  involve  many  quantitative  chemical  and  biologi- 
cal determinations.  Most  of  these  w'ill  be  performed 
in  the  Central  Research  Laboratory  which  has  been  de- 
veloped on  the  third  floor  of  the  Research  Institute 
Building.  This  unit,  which  was  built  to  order  by  the 
scientific  staff,  is  now  in  operation  with  four  techni- 
cians, and  with  additional  places  for  three  more  persons 
as  soon  as  they  become  available.  A number  of  the 
methods  have  been  set  up  and  the  technics  standardized. 
Some  of  the  professionally-trained  members  of  the  Sci- 
entific Staff  of  the  Foundation  have  special  supervisory 
duties  in  the  Central  Research  Laboratory,  which  is 
under  the  general  direction  of  Dr.  Charles  D.  Kocha- 
kian,  Associate  Director  of  the  Oklahoma  Medical  Re- 
search Institute.  Dr.  R.  Palmer  Howard  supervises  the 
Tissue  Laboratory;  Dr.  Leonard  P.  Eliel,  the  Electro- 
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Stress  . . . 


Stressor  factors  which  evoke  autonomic  responses 
occur  often  in  our  civilization.  They  are  not  always 
of  external  origin,  frequently,  stress  springs  from 
the  "well  of  uncertainties,  the  fears,  the  angers,  and 
the  hostilities  that  an  inadequate  childhood  nurtures 
in  troubled  people  in  a troubled  world.”  1 


After:  Relationship  Between  Life  Stress  And  Symptoms  — 
Stevenson,  I.:  G.P.  4-  67  (Dec)  1951 


When  emotions  aroused  by  these  stresses  are  not 
dissipated  in  appropriate  biological  behavior,  height- 
ened autonomic  impulses  beat  against  a "moored” 
physique. 1 

Incessant  "emotional  buffeting”  impinged  on 
labile  autonomic  pathways  is  likely  to  produce 
deviations  from  normal  body  function  and  a rasb 
of  symptoms.  In  such  cases,  both  branches  of  the 
autonomic  nervous  system  are  involved.  For  symp- 
tomatic relief  oral  administration  of  cholinergic 
and  adrenergic  blocking  agents  and  central  sedation 
has  proven  successful.  Drugs  effective  for  the  sev- 
eral actions  respectively  are:  belladonna  alkaloids, 
ergotamine  tartrate  and  phenobarbital.  These  drugs 
may  be  used  individually  or  in  combination,*  as 
required  by  the  individual  case,  to  effect  more  stable 
function  of  the  autonomic  nervous  system,  thereby 
"dampening”  overactivity  of  the  involved  organ 
systems. 

* Dosage  of  each  ingredient  adjusted  to  the  needs 
of  the  particular  patient. 


ICleghorn,  R.  A.  and  Graham,  B.  F.:  Recent  Progress 
in  Hormone  Research,  Vol.  IV,  New  York,  Academic 
Press,  Inc.,  1949,  p ■ 323. 


Sandoz  Pharmaceuticals 


DIVISION  OF  SANDOZ  CHEMICAL  WORKS,  INC. 
C8  CHARLTON  STREET,  NEW  YORK  14.  N.  Y. 


lyte  Laboratory;  Dr.  Peter  E.  Russo,  the  Isotope  Lab- 
oratory; and  Dr.  Corinne  Keaty,  the  Bioassay  Labora- 
tory;— these  are  but  some  of  the  units  in  the  Central 
Research  Laboratory. 

During  the  past  year  the  members  of  the  Scientific 
Staff  of  the  Foundation  have  made  application  to  var- 
ious national  organizations,  societies,  and  pharmaceuti- 
cal companies  for  financial  support  for  specific  projects. 
At  the  present  writing,  about  $210,000.00  has  been 
awarded  to  the  Foundation  as  the  result  of  these  efforts, 
and  of  this,  $140,000.00  was  made  available  to  the 
staff  only  because  clinical  research  involving  the  use 
of  the  Research  Hospital  would  be  undertaken.  These 
funds  help  to  support  the  salary  and  maintenance  bud- 
gets of  the  Research  Hospital,  of  the  Central  Research 
Laboratory,  and  of  the  special  laboratories  of  the 
individual  investigators. 

Because  the  planning  and  equipping  phase  of  the 
Research  Hospital  operation  was  completed,  and  be- 
cause funds  from  grants-in-aid  were  available  for  the 
major  portion  of  the  expenses  involved,  the  time  was 
reached  to  open  the  Research  Hospital.  The  budgets  for 
the  integrated  action  of  the  Research  Hospital  and  the 
Central  Research  Laboratory  were  approved  by  the  Sub- 
committee on  the  Budget,  and  the  research  plans  were 
carefully  scrutinized  and  completely  endorsed  by  a Re- 
search Advisory  Council,  including  Dr.  George  H.  Gar- 
rison, Dr.  Robert  H.  Bayley,  Dr.  Samuel  Binkley,  Dr. 
John  Burton,  Dr.  Howard  C.  Hopps,  Dr.  F.  J.  Reich- 
mann,  and  Dr.  Henry  H.  Turner.  The  Executive  Com- 
mittee of  the  Oklahoma  Medical  Research  Foundation 
took  cognizance  of  these  facts,  and  on  July  2,  1952 
approved  the  opening  of  the  Research  Hospital  Tuesday, 
September  2,  1952.  On  this  date  the  last  major  unit  of 
the  Foundation  ’s  broad  research  program  began  opera- 
tion. The  citizens  of  Oklahoma  may  well  be  proud  of 
having  a Research  Hospital  with  the  facilities  here 
described  as  an  integral  unit  of  the  rapidly  developing 
Oklahoma  Medical  Center. 

(Continued  From  Page  315) 
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GIVE  SUPPORT 

Two  $100.00  donations  have  been  made  to  the  Ameri- 
can Medical  Education  Foundation  by  the  Men ’s  Din- 
ner Club  of  Oklahoma  City,  it  has  been  announced  by 
Hiram  W.  Jones,  Executive  Secretary. 

DOCTORS,  PHARMACISTS  MEET 

Members  of  the  12th  District  Oklahoma  Pharmaceut- 
ical Association  met  with  members  of  the  Pottawatomie 
County  Medical  Society  July  16  to  discuss  the  Durham- 
Humphrey  Bill.  Program  was  planned  by  Gordon 
Richards.  Forty-five  physicians,  pharmacists  and  guests 
were  present  including  Alfred  R.  Sugg,  M.  D.,  Ada, 
O.S.M.A.  President;  O.S.M.A.  Executive  Secretary  Dick 
Graham;  O.  C.  Borgden,  Woodward,  President  of  the 
Pharmaceutical  Association ; Lawrence  Northcutt,  Ponca 
City,  President-elect  of  the  Pharmaceutical  Association; 
Pete  Weaver,  Stillwater,  secretary  of  that  group  and 
Gordon  Richards,  Shawnee,  of  the  Pharmaceutical  Board 
of  Examiners. 
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LIFE,  HONORARY  MEMBERSHIPS 
FIFTY  YEAR  PIN  PRESENTED 

Five  Oklahoma  physicains  have  recently  been  awarded 
Fife  Membership  certificates  in  the  Oklahoma  State 
Medical  Association  while  one  pioneer  physician,  Finis 
W.  Ewing,  M.D.,  Muskogee,  has  received  and  Honorary 
Membership  certificate.  Physicians  who  are  recent  re- 
cipients of  the  Life  Membership  awards  are  E.  S.  Crow, 
M.  D.,  Olustee ; S.  B.  Leslie,  M.  D.,  J.  A.  Mitchener, 
M.  I).,  and  J.  C.  Matheney,  M.  I).,  all  of  Okmulgee, 
and  H.  1).  Boswell,  M.  D.,  Henryetta. 

Doctor  Crow’s  Life  Membership  was  presented  by 
McLain  Rogers,  M.D.,  Clinton,  who  also  awarded  Doc- 
tor Crow  a 50  Year  Pin.  The  Jackson  County  Medical 
Society  and  Auxiliary  were  hosts  at  the  banquet  honor- 
ing Doctor  Crow,  who  came  to  southwestern  Oklahoma 
in  1902  soon  after  he  completed  his  schooling  at  the 
University  of  Georia.  At  the  age  of  74,  Doctor  Crow 
is  still  an  active  physician  and  Olustee 's  only  doctor. 

Presentation  of  the  Honorary  Certificate  to  Doctor 
Ewing  was  made  by  Alfred  R.  Sugg,  M.  D.,  Ada, 
O.  S.  M.  A.  President  at  a councilor  district  meeting 
at  Greenleaf  Lake  Lodge  near  Muskogee.  Doctor  Ewing, 
who  was  born  January  10,  1867,  began  active  practice 
at  Blue  Grove,  Texas,  before  his  1905  graduation  from 
Baltimore  Medical  College.  He  served  as  president  of 
the  Muskogee  County  Medical  Society  in  1919  and  as 
president  of  the  Muskogee-Sequoyah- Wagoner  Counties 
Society  in  1938  and  in  1940  was  State  Medical  Associ- 
ation president.  He  served  on  the  Board  of  Medical 
Examiners  from  1943-1947.  Certificates  were  presented 
to  Doctors  Leslie,  Mitchener,  Boswell  and  Matheney  in 
absentia  at  the  Ninth  Councilor  District  meeting. 

PR  INSTITUTE  HELD 

R.  Q.  Goodwin,  M.D.,  Chairman  of  the  Association 
Public  Policy  Committee,  Oklahoma  City;  A.  R.  Sugg, 
M.D.,  O.S.M.A.  President,  Ada;  John  E.  McDonald, 


M.D.,  President-Elect,  Tulsa;  Mrs.  Muriel  Waller,  Ex- 
ecutive Secretary  of  the  Oklahoma  County  Medical  So- 
ciety; Jack  Spears,  Executive  Secretary  of  the  Tulsa 
County  Medical  Society;  and  Dick  Graham,  Executive 
Secretary  of  the  O.S.M.A.  attended  the  first  annual 
A.  M.  A.  Public  Relations  Institute  at  the  Edgewater 
Beach  Hotel  in  Chicago  September  4-5.  The  meeting 
was  one  of  the  largest  ever  attended  by  officers  and 
members  of  state  and  county  societies. 

COLLEGE  OF  CHEST 
PHYSICIANS  MEET 

Six  Oklahomans  were  among  the  932  physicians  and 
guests  who  attended  the  18th  Annual  Meeting  of  the 
American  College  of  Chest  Physicians,  held  at  the 
Congress  Hotel,  Chicago,  in  June. 

Oklahoma  physicians  present  were:  Paul  B.  Lingen- 
felter,  M.  I).,  Clinton;  C.  E.  Bates,  M.  D.  and  Philip 
M.  McNeil,  M.  D.,  both  of  Oklahoma  City;  D.  W. 
McCauley,  M.  D.  (member  of  the  Board  of  Governors), 
Okmulgee;  Felix  R.  Park,  Sr.,  M.  D.,  Robert  M.  Shep- 
ard, M.  D.,  and  Robert  M.  Shepard,  Jr.,  M.  I).,  all  of 
Tulsa. 

REPRESENTATIVES  ATTEND 
ARKANSAS  CONFERENCE 

Alfred  R.  Sugg,  M.D.,  Ada,  O.S.M.A.  President ; and 
John  K.  Hart,  Associate  Executive  Secretary,  attended 
the  Second  Arkansas  Rural  Health  Conference  held  at 
the  Hotel  Marion  in  Little  Rock,  August  7 and  8. 

Featured  speaker  at  the  dinner  August  7 was  F.  J.  L. 
Blassingame,  M.D.,  Wharton,  Texas,  member  of  the 
Board  of  Trustees  of  the  American  Medical  Association 
who  spoke  on  the  subject,  “It’s  Every  Man’s  Job.’’ 

Approximately  600  persons  associated  with  extension 
services,  farm  bureaus,  medicine,  etc.  attended  the 
meeting. 


Left  to  Rioht — Alfred  R.  Sugg,  M.D.,  Ada,  O.S.M.A.  President,  congratulates  Finis  Ewing,  M.D.,  Muskogee  aft 
er  presenting  a 50  Year  Pin  to  Doctor  Ewing.  Shade  Neely,  M.D.,  Councilor,  District  9,  also  of  Muskogee  and  long 
time  friend  of  Doctor  Ewing,  also  appears  in  the  picture.  Right,  Charles  Green,  M.D.,  Lawton,  pins  a 50  Year  Pin 
on  G.  W.  Baker,  M.D.,  Walters,  at  ceremonies  sponsored  by  the  Comanehe-Cotton  County  Society. 
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BOOK  REVIEWS 


SURGERY  OF  THE  ENDOCRINE  SYSTEM.  James 

D.  Hardy,  M.  D.,  F.A.C.S.  illustrated.  W.  B.  Saun- 
ders Company,  Philadelphia  and  London,  1952. 

Price  $5.00. 

The  142  page  monograph  of  Surgery  and  the  Endo- 
crine System  is  an  excellent  readable  and  understand- 
able presentation  of  a very  faeinating  subject.  It  is  a 
book  which  every  surgeon,  internist,  interne  and  medical 
student  should  red.  The  subject  matter  is  so  well  or- 
ganized and  so  well  presented  that  it  can  be  read  on 
a Sunday  afternoon  much  like  any  novel. 

It  is  obvious  that  the  author  has  devoted  much  time 
to  experimental  investigation  in  the  held  of  endocrin- 
ology as  it  affects  te  surgical  patient.  When  his  experi- 
ence has  been  limited  in  a particular  field,  or  when  the 
subject  is  controversial  in  nature,  he  has  made  good  use 
of  the  experiences  and  opinions  of  others  as  recorded 
in  the  literature  on  that  particular  subject.  Accordingly 
his  bibliographies  are  excellent  and  most  complete. 

The  author  says  in  his  preface,  “Our  first  objective 
in  writing  this  volume  has  been  to  outline  the  mechan- 
isms by  which  the  patient  survives  injury,  and  to  at- 
tempt to  clairfy  for  the  general  surgeon  ways  in  which 
certain  recent  advances  in  physiology  affect  surgical 
care.  That  is,  we  have  endeavored  to  indicate  the  phy- 
siologic bases  upon  which  intelligent  management  may 
enhance  the  capacity  of  the  patient  to  withstand  sur- 
gery. ’ ’ 

The  first  six  chapters  deal  with  the  physiology  of  the 
endocrine  glands  and  the  application  of  these  principles 
to  the  patient  experiencing  trauma,  surgical  or  other- 
wise. 

The  first  chapter  deals  with  the  alarm  syndrome  and 
brings  together  all  available  material  concerning  what 
happens  when  the  patient  is  subjected  to  trauma.  The 
author  explains  the  mechanism  by  which  the  body  is 
able  to  respond  to  stress  through  the  pituitarv-thyroid- 
adrenal  axis  and  the  importance  of  this  reaction  in 
insuring  a successful  operation. 

That  defects  may  be  present  in  any  surgical  pa- 
tient ’s  stress  mechanism  should  be  kept  uppermost  in  the 
surgeon ’s  mind  and  these  defects  should  be  diagnosed 
preoperativelv.  This  has  been  emphasized  and  reempha- 
sized by  the  author  in  his  book  and  he  takes  great  pains 
to  clearly  and  concisely  elaborate  Thorn ’s  test  usnig  the 
eosinophil  count.  Appropriate  supportive  therapy  can 
and  should  be  given  any  patient  who  is  about  to  under- 
go surgery  and  who  shows  a defect  in  his  stress  mechan- 
ism. 

Chapter  2.  ‘ ‘ Metabolic  aspects  of  Body  Fluid  Regu- 
lation and  of  Shock’’ — deals  with  the  role  of  the  various 
endocrine  glands  in  regulating  body  fluids  and  electro- 
lyte metabolism.  Doctor  Hardy  lists  suggestions  for 
administering  fluids  in  the  immediate  post-operative 
period.  He  also  presents,  in  chart  form,  the  causes  of 
post-operative  oliguria  and  offers  ‘ ‘ hints  ’ ’ concerning 


their  management.  The  chapter  is  concluded  with  a 
discussion  of  the  metabolic  aspects  of  shock  and  con- 
sideration of  evidence  supporting  the  thesis  ‘ ‘ that  the 
liver  is  the  organ  primarily  concerned  with  the  pereven- 
tion  of  irreversible  shock.  ’ ’ 

The  fourth  chapter:  “The  Physiologic  Basis  of 

Early  Ambulation,  ’ ’ contains  a brief  history  of  early 
ambulation  in  the  United  States,  as  wel  as  a discussion 
of  the  metabolic  effects  of  prolonged  immobilization. 
The  author  in  this  chapter  presents  evidence  to  support 
‘ ‘ the  view  that  early  ambulation  hastens  the  total  re- 
habilitation of  the  individual  following  injury.” 

The  last  five  chapters  deal  with  the  various  path- 
ologic states  of  each  endocrine  gland  and  the  specific 
problems  of  diagnosis  and  management  of  these  disease 
entities  which  are  of  particular  interest  and  importance 
to  the  general  surgeon.  This  is  not  a book  of  operative 
technic  but  a practical  presentation  of  the  newer  diag- 
nostic procedures  as  related  to  surgical  diseases  of  the 
endocrine  glands  and  of  the  management  of  complica- 
tions following  surgery.  Each  endocrine  gland  is  con- 
sidered separately  and  following  a review  of  the  physi- 
of  the  gland  and  a discussion  of  the  pathologic  lesions, 
the  author  states  the  proper  surgical  management  of 
each  entity.  Particular  emphasis  is  placed  on  the  compli- 
cations that  can  occur  following  surgery  on  these 
glands  and  steps  which  can  be  taken  to  prevent  or  treat 
these  complications  are  stressed. 

The  practical  nature  and  the  importance  to  the  pa- 
tient of  the  material  presented  in  the  etxt  plus  the 
clarity  with  which  it  is  presented,  make  Doctor  Hardy’s 
book  required  reading  for  every  surgeon  and  every  in- 
trenist — in  fact  for  every  physician. — Richard  E.  Mc- 
Dowell, M.D. 

MANUAL  OF  ELECTROCARDIOGRAPHY  by  Benja- 
min F.  Smith,  Elservier  Press  Inc.,  Houston — New 
York,  1952. 

In  208  pages  and  119  figures,  the  author  introduces 
the  subject  of  electrocardiography  for  “ medical  stu- 
dents ’ ’ and  ‘ ‘ practicing  physicians.  ’ ’ The  text  is  aimed 
at  starting  ‘ ‘ the  student  on  the  road  to  becoming  an 
eleetrocardiographer,  not  a mere  pattern  recognizer.  ’ ’ 
One  might  justly  question  the  advisability  of  these 
aims.  Moreover,  this  text  which  devotes  only  58  pages 
to  basic  principles  and  150  pages  to  “pattern  recog- 
nizing ’ ’ will  not,  in  the  reviewer ’s  opinion,  divert  many 
of  its  students  from  the  alter  to  the  former  approach. 

Unique,  is  a single-handed  exercise  for  the  reader  of 
correlating  some  21  electrocardiograms  with  autopsy 
findings — a difficult  but  interesting  task  for  the  experi- 
enced eleetrocardiographer. 

The  text  is  well  written  in  ‘ ‘ easy  reading  style  ’ ’ and 
the  figures  are  of  first  rate  quality. — Robert  H.  Bayley, 
M.D. 
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OBITUARIES 


JOHN  S.  PINE.  M.D. 

1875-1952 

John  S.  Pine,  M.D.,  pioner  Oklahoma  City  physician 
who  built  the  Medical  Arts  Building,  died  July  4. 

Doctor  Pine  was  born  July  26,  1875  in  Green  Spring, 
Frederick  county,  Virginia.  He  received  his  M.D.  degree 
from  the  University  College  of  Medicine,  Richmond,  Vo., 
May  2,  1901.  He  spent  seven  years  practicing  at  Leb- 
anon Church,  Va.,  before  moving  to  Oklahoma  City 
November  4,  1908. 

He  was  active  in  civic  and  medical  affairs  until  his 
retirement  in  December,  1949. 

Survivors  include  his  widow  of  the  home,  one  sister 
and  a stepson. 

J.  E.  CHILDERS.  M.D. 

1886-1952 

J.  E.  Childers,  M.D.,  died  June  1 following  several 
heart  attacks. 

Doctor  Childers  was  born  October  11,  1886,  near 
Ripley,  Miss.  He  attended  the  University  of  Missis- 
sippi and  obtained  his  Doctor  of  Medicine  degree  in 
1915  from  Vanderbilt  University,  Nashville,  Tenn.  He 
was  with  the  Indian  Service  from  1917  to  1925  when 
he  moved  to  Tipton. 

He  was  a member  of  the  Methodist  church,  Lions 
Club,  Chamber  of  Commerce,  Masonic  Lodge  and  Okla- 
homa Field  Trial  Association. 

Survivors  include  the  widow  of  the  home,  two  sons, 
six  grandchildren,  two  sisters  and  two  brothers. 


G.  L.  BERRY.  M.D. 

1893-1952 

G.  L.  Berry,  M.D.,  Lawton  physician  died  may  27. 
Death  was  attributed  to  a heart  attack. 

Doctor  Berry  was  born  April  8,  1893  at  Tyndall,  S.D. 
and  was  graduated  from  University  of  Iowa  Medical 
School  in  1923.  He  served  his  internship  at  St.  Anthony 
Hospital,  Oklahoma  City.  He  practiced  in  Blackwell 
from  1925  to  1935  and  then  went  to  Chicago  for  study 
leading  to  eye,  ear,  nose  and  throat  specialty.  He  moved 
to  Lawton  in  1950. 

He  was  a member  of  the  Methodist  church,  Elks 
Lodge,  Country  Club,  Rotary  Club  and  was  an  honorary 
member  of  the  Kiwanis  Club. 

Survivors  include  his  widow  of  the  home,  a daughter, 
one  son  and  one  step-son,  and  four  grandchildren. 


R.  H.  SHERRILL.  M.D. 

1885-1952 

R.  H.  Sherrill,  M.D.,  Broken  Bow,  died  July  1 at  his 
home  in  Broken  Bow. 

Doctor  Sherrill  was  born  December  4,  1885  ,at  Fal- 
con, Arkansas  and  came  to  Broken  Bow  in  1914.  He 
had  resided  in  Broken  Bow  since  that  time  except  dur- 
ing the  period  he  served  as  a lieutenant  in  the  medical 
corps  during  World  War  I. 

Surviving  are  his  widow  of  the  home,  three  sons,  three 
sisters  and  three  grandchildren. 


SOUTHWESTERN  SURGICAL  CONGRESS 
TO  HOLD  DALLAS  MEETING 


The  Fourth  Annual  Meeting  of  the  Southwestern  Sur- 
gical Congress  will  be  held  October  20,  21  and  22,  1952, 
at  Baker  Hotel,  Dallas,  Texas.  In  addition  to  scien- 
tific papers  by  members  of  the  Congres,  the  following 
guest  speakers  will  be  presented  during  the  sessions: 

Joseph  G.  Hamilton,  M.D.  Director,  Croker  Radiation 
Laboratory ; Professor  of  Medical  Physics,  Professor  of 
Experimental  Medicine  and  Radiology,  University  of 
California,  Berkeley  and  San  Francisco,  California; 
Mark  M.  Ravitch,  M.D.,  Assistant  Professor  of  Surgery, 
John  Hopkins;  Assistant  Surgeon,  John  Hopkins  Hos- 
pital, Baltimore,  Maryland ; William  Perrin  Nicholson, 
Jr.,  M.  D.  Atlanta,  Georgia;  John  D.  Stewart,  M.D., 
Professor  of  Surgery,  Buffalo;  Chief  of  Surgery,  Ed- 
ward J.  Meyer  Memorial  Hospital,  Buffalo,  New  York; 
Gershom  J.  Thompson,  M.D.,  Professor  of  Urology, 
Mayo  Foundation;  Head  of  Section,  Urology,  Mayo 
Clinic,  Rochester,  Minnesota;  and,  Charles  L.  Martin, 
M.D.,  Professor  of  Radiology,  Southwestern  University 
Medical  College,  Dallas,  Texas. 


These  guest  speakers  will  participate  in  roundtable 
discussions  to  be  held  daily  during  the  meeting.  Each 
afternoon  session  will  include  a one-hour  panel  discus- 
sion, with  the  following  specialists  serving  as  Modera- 
tors: 

ANESTHESIA — Earl  F.  Weir,  .1/.  D.,  Director,  De- 
partment of  Anesthesiology  — Baylor  University  Hos- 
pital, Dallas,  Texas;  GYNECOLOGY — J.  P.  Pratt, 
It.  J).,  Consultant,  Department  of  Gynecology, — Henry 
Ford  Hospital,  Detroit,  Michigan ; and  TRAUMATIC 
INJURIES — J.  Albert  Key,  If.  D.,  Clinical  Professor 
of  Orthopedic  Surgery, — Washington  University  School 
of  Medicine,  St.  Louis,  Missouri. 

There  will  also  be  a motion  picture  period  each  day. 

All  physicians  are  cordialy  invited  to  attend.  For 
further  information  please  write  The  Southwestern 
Surgical  Congress,  Central  Office — 1227  Classen,  Okla- 
homa City  3,  Okalhoma. 


Register  and  Vote! 
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HAVE  YOU  HEARD? 

T.  H.  McCarley,  M.D.,  McAlester,  sponsor  for  the 
Southeastern  Oklahoma  Medical  Assistants  Society, 
spoke  to  the  group  recently  at  a regular  meeting  on 
‘ 1 Highlights  in  the  History  of  Medicine.  ’ ’ 

George  L.  Winn,  M.D.,  formerly  with  the  Postgrad- 
uate Department  at  the  University  of  Oklahoma  School 
of  Medicine,  has  joined  the  Baiyeat  Hay  Fever  and 
Asthma  Clinic,  Oklahoma  City. 

Paul  0.  Shackelford,  M.  D.,  formerly  of  Tulsa,  is 
in  his  third  and  final  year  as  a resident  in  the  depart- 
ment of  dermatology  at  Columbia  University  College 
of  Physicians  and  Surgeons,  New  York. 

Lt.  Col.  Claude  B.  Knight,  Wewoka,  is  vice-president 
of  the  38th  Parallel  Medical  Society  of  Korea. 

Eobert  E.  Dugan,  M.D.  has  recently  moved  to  Ponca 
City  and  is  assistant  chief  surgeon  of  the  Continental 
Oil  Company. 

Leonard  L.  Kishner,  M.  D.,  Tulsa,  has  been  named  a 
fellow  in  the  Academy  of  Pediatrics. 

Jack  D.  Fetzer,  M.D.,  formerly  of  Cherokee,  has  re- 
cently moved  to  Woodward. 

Charles  L.  Eeynolds,  M.D.,  Weleetka,  has  been  named 
chief  of  staff  of  the  Okfuskee  Memorial  Hospital.  He 
is  26  years  old  and  is  believed  to  be  one  of  the  youngest 
doctors  in  the  nation  to  hold  the  chief  of  staff  position. 

Anthony  M.  Opisso,  M.D.,  formely  of  Grandport, 
North  Dakota,  is  the  new  full  time  physician  at  the 
Oklahoma  State  Beformatory,  Granite. 

E.  Q.  Atchley,  M.  D.,  Tulsa,  recently  showed  motion 
pictures  of  a fishing  trip  to  Canada  at  a meeting  of 
the  Engineers  Club  of  Tulsa. 

W.  M.  Hindman,  H.  D.,  formerly  of  Sapulpa,  has 
moved  to  Detroit,  Mich,  where  he  will  take  courses  in 
pathology  at  Wayne  University  Medical  School. 

E.  Chadwick  Johnson,  M.D.,  who  has  been  taking  a 
post  graduate  course  in  internal  medicine  at  the  Uni- 
versity of  Virginia,  has  returned  to  Sand  Springs  to 
join  his  father  E.  E.  Johnson,  H.D.  in  the  practice  of 
medicine. 

E.  E.  Sawyer,  M.D.,  Durant,  has  moved  his  offices  to 
the  Evergreen  Sanitarium. 

A.  E.  Cox,  M.D.  has  returned  to  Watonga  after  two 
years  in  Florida  where  lie  was  associated  with  the 
U.  S.  Public  Health  Service. 

Francis  E.  Smith,  M.D.,  a 1950  graduate  of  the  Uni- 
versity of  Oklahoma  School  of  Medicine,  has  joined 
Doctors  Lattimore  and  Taylor  in  Kingfisher. 

Carl  H.  Bailey,  M.D.  has  recently  completed  the  new 
Glendale  Hospital  at  Stroud.  Associated  with  Doctor 
Bailey  is  Eoss  P.  Demas,  M.D. 

Charles  T.  Kent,  M.D.,  a native  of  Enid,  has  opened 
his  practice  in  Bristow. 


CLASSIFIED  ADS 

FOB  SALE : One  Castle  gas  autoclave  24  ” x 36,  ’ ’ 
nearly  new.  One  gas  instrument  sterilizer  Castle  16” 
x 18,”  thermostatically  controlled.  Two  five  gallon 
water  tanks  with  water  distill  attached.  All  of  this 
equipment  is  guaranteed  to  be  in  excellent  working  con- 
dition. Write  Key  A.,  care  of  the  Journal. 

FOB  SALE : 10  room  rospital,  furnished,  equipment. 
All  Simmons  equipment  — - adjustable  Simmons  beds, 
dresser,  beside  cabinet,  new  G.  E.  portable  x-ray  ma- 
chine, baby  incubator.  Write  Key  B,  care  of  the 
Journal. 

FOB  SALE:  Portable  G.  E.  x-ray,  complete  with 
developing  tank,  film  holders,  viewing  box,  fiuoroscope, 
lead  apron,  darkroom  light  and  timer.  Perfect  condition. 
Half  price.  Write  Key  P,  care  of  the  Journal. 

FOB  SALE : Complete  new  x-ray  and  equipment 

alone  or  with  complete  office  equipment.  N.  E.  Buhl,  M.D., 
1438  N.  E.  23rd,  Oklahoma  City,  Okla. 

FOB  SALE : Late  model  Dictaphone  complete  with 
transcriber.  A-l  condition.  Write  Key  W,  care  of  the 
Journal. 

FOB  SALE  FOB  CASH:  Standard  office  scale,  ad- 
justable chair  table,  instruments  (including  forceps, 
scissors,  knives,  probes,  speculae,  etc.),  instrument  stand 
with  glass  enclosed  cabinet,  monocular  microscope,  Sim- 
plex one-speed  centrifuge  (electrically  operated),  leather 
ob.  bag  and  leather  Boston  bag  (medicine  case),  both 
bags  fitted.  Library  includes  texts  old  and  new  and 
Davis’  Gynecology  and  Obstetrics,  and  Tice  and  Bren- 
neman’s  Practice  of  Pediatrics.  For  further  information 
contract  Mrs.  H.  A.  Higgins,  820  E.  Street,  N.W.,  Ard- 
more, Phone  4894. 


PATRONIZE 

JOURNAL 

ADVERTISERS 


New  2 -Way  Aid  in  ACNE 

Now  hide  and  treat  acne  blemishes  simultaneously  with  new 
AR-F.X  R.M.S.  Lotion.  Complexion  tinted.  Contains  resor- 
cinol monoacetate  and  sulphur  in  gentle  AR-EX  Foundation 
Lotion.  Non-astringent. 


0 3 6 Vi -VonBuren  St.,  Ch 


Send  for  Free  Sample. 
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Official  Proceedings  of  the  House  of  Delegates 

OKLAHOMA  STATE  MEDICAL  ASSOCIATION 
MAY  18,  1952 

MINUTES  OF  THE  SECOND  SESSION 


The  second  session  of  the  House  of  Delegates  was 
called  to  order  by  the  Speaker  in  the  Hall  of  Mirrors, 
Municipal  Auditorium,  Oklahoma  City,  Oklahoma,  at 
7:00  P.  M.  Ned  Burleson,  M.D.,  Chairman  of  the  Cre- 
dentials committee,  stated  that  a quorum  was  present. 

The  Speaker  called  for  the  presentation  of  any  un- 
finished business.  None  was  forthcoming. 

The  Chair  then  called  for  a report  from  the  Beferenee 
Committees.  The  first  of  these  was  the  Constitution  and 
Bylaws  Committee  and  J.  E.  Highland,  M.D.,  Chairman, 
made  the  report.  He  submitted  the  following  proposed 
amendments : 


As  it  was  then  8:00  P.  M.,  the  time  set  for  the  elec- 
tion of  officers,  the  Speaker  announced  the  nomination 
of  John  E.  McDonald  of  Tulsa  as  President-Elect.  L.  C. 
McHenry,  M.D.,  moved  that  Doctor  McDonald  be  elected 
by  acclamation.  Motion  seconded  and  Doctor  McDonald 
was  unanimously  elected. 

The  Speaker  next  pointed  out  that  there  was  only 
one  nomination  for  each  office  and  asked  the  pleasure 
of  the  house  in  this  regard.  J.  R.  Colvert,  M.D.,  moved 
that  all  officers  be  elected  by  acclamation.  Doctor  Weaver 
seconded,  and  the  following  officers  were  unanimously 
elected. 


1.  CHAPTER  1,  Section  1— Eligibility 

Line  11,  after  the  word  “Examiners”  delete  the 
period  and  insert  words  and  figures  reading  as  follows: 

’ ’,  and  whose  Federal  narcotics  permit  has  not  been 
revoked  nor  surrendered  nor  the  issuance  of  such  a per- 
mit denied,  because  of  alleged  violations  of  State  or 
Federal  Narcotics  laws,  provided,  however,  that  any  doc- 
tor of  medicine  whose  narcotics  permit  has  been  revoked 
or  surrendered  or  the  issuance  thereof  denied  may  make 
application  for  membership  when  such  narcotics  permit 
has  been  reissued  for  a year  or  more  at  the  time  of  such 
application.  ’ ’ 

2.  Chapter  1,  Section  4,  Line  1,  delete  the  title  “Good 
Standing ' ’ and  insert  in  lieu  thereof  the  words  ‘ ‘ Mem- 
bership Requirements.  ’ ’ And  redesignate  the  present 
Section  4,  as  Sub-section  (a)  entitled  “Good  Standing.” 

Insert  a new  Sub-Section  (b)  to  read  as  follows: 
“(b)  Removal  from  Rolls 

The  membership  in  the  Oklahoma  State  Medical  Asso- 
ciation and  any  component  society  of  any  member  whose 
Federal  narcotics  permit  has  been  revoked  or  surrendered 
because  of  alleged  violations  of  State  or  Federal  nar- 
cotics laws  shall  be  automatically  terminated,  and  his 
name  dropped  from  the  membership  rolls  as  of  the 
effective  date  of  such  revocation  or  surrender.” 

Doctor  Ritzhaupt  suggested  that  an  amendment  be 
made  to  the  wording,  removing  the  word  ‘ ‘ alleged  ’ ’ and 
inserting  the  word  “proved.”  Doctor  Goodwin  moved: 
“That  Doctor  Ritzhaupt ’s  wording  be  accepted.”  Doctor 
Colvert  seconded  the  motion.  The  motion  carried. 

Doctor  Weaver  moved:  “That  the  first  amendment 
be  adopted  with  the  amended  wording.  ’ ’ Doctor  First 
seconded  the  motion.  The  motion  carried. 

Doctor  First  moved,  ‘ ‘ That  the  second  Amendment 
be  adopted  with  the  amended  wording.  Doctor  Weaver 
seconded  the  motion.  Motion  carried. 

3.  CHAPTER  V,  Section  5 

Line  7,  after  the  words  “prior  to  the”  and  before 
the  word  “of”  de'ete  the  word  “election”  and  insert 
in  lieu  thereof  the  word  “nomination.” 

Doctor  Larrabee  moved:  “That  the  amendment  be 
adopted.  ’ ’ Doctor  Colvert  seconded  the  motion.  The 
motion  carried. 

4.  CHAPTER  VII.  Section  5,  Sub-section  (d), 

Line  10,  delete  the  last  sentence  of  this  Sub-Section. 
Doctor  First  moved,  ‘ ‘ That  the  amendment  be 

adopted.”  Doctor  Weaver  seconded.  The  motion  carried. 


Delegate  to  A.  M.  A.  for  2 years — Janies  Stevenson, 
M.D.,  Tulsa 

Alternate  Delegate  to  A.  M.  A. — Ned  Burleson,  M.D., 
Prague 

Alternate  Delegate  to  A.  M.  A.  for  Unexpired  term  of 
W.  W.  Cotton,  M.I). — Malcom  Phelps,  M.D.,  El  Reno. 

Speaker  of  House  of  Delegates  for  2 Years — Clinton 
Gallaher,  M.D.,  Shawnee 

Yice-President  for  1 Year — James  Petty,  M.D.,  Guthrie 
Vice  Speaker  of  House  of  Delegates — Keiller  Haynie, 
M.D.,  Durant 


Councilors — 


District  No.  3 — Bruce  Hinson,  M.D.,  Enid — Councilor 
C.  M.  Hodgson,  M.I).,  Kingfisher,  Vice- 
Councilor 


District  No.  6 — R.  Q.  Goodwin,  M.D.,  Oklahoma  City, 
Councilor 

Allen  Gibbs,  M.D.,  Oklahoma  City, 
Vice-Councilor 

District  No.  9 — F.  R.  First,  Jr.,  M.D.,  C'hecotah,  Coun- 
cilor 

I.  W.  Bollinger,  M.D.,  Henrvetta,  Vice- 
Councilor 


District  No.  7 — W.  T.  Mayfield,  M.D.,  Norman,  Coun- 
cilor 

Paul  Gallaher,  Shawnee,  Vice-Councilor 
District  No.  8 — Wilkie  Hoover,  M.D.,  Tulsa,  Councilor 
District  No.  12 — J.  H.  Veazey,  M.D.,  Ardmore,  Councilor 
W.  T.  Gill,  M.D.,  Ada,  Vice-Councilor 


The  next  order  of  business  was  a report  from  the 
Resolutions  Committee.  Doctor  McClure,  Chairman  of 
the  Committee  read  the  Resolutions,  action  was  taken 
on  each  one  individually,  and  the  following  Resolutions 
adopted : 


RESOLUTION 

WHEREAS,  John  E.  McDonald,  M.D.,  of  Tulsa, 
Chairman  of  the  Public  Policy  Committee  of  the  Asso- 
ciation, has  given  unstintingly  of  his  time  at  great  per- 
sonal sacrifice  during  the  past  year  to  direct  the  affairs 
of  the  Public  Policy  Committee,  and 

WHEREAS,  the  members  of  the  Public  Policy  Com- 
mittee are  fully  aware  and  cognizant  of  these  sacrifices 
and  the  splendid  work  done  by  Doctor  McDonald  as 
Chairman, 
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NOW  THEREFORE,  BE  IT  RESOLVED  that  the 
Public  Policy  Committee  express  to  the  House  of  Dele- 
gates through  the  Couucil  its  appreciation  for  the  leader- 
ship given  the  Committee  by  its  chairman  during  the 
past  year. 

RESOLUTION 

WHEREAS,  every  practicing  member  of  the  medical 
profession,  recognizing  the  contribution  to  the  efficiency 
of  his  practice  which  is  made  by  the  assistants  in  his 
office,  and 

WHEREAS,  his  assistants  must  be  prepared  at  all 
times  to  deal  tactfully  and  diplomatically  with  the 
peculiarities  and  complaints  of  his  patients  and  his  owu 
foibles,  and 

WHEREAS,  the  work  is  in  every  detail  strenuous  and 
exacting,  and, 

WHEREAS,  the  Medical  Assistants  Society,  composed 
of  this  group  of  well-trained,  willing  co-workers  have 
organized  themselves  together  for  the  purposes  of  im- 
proving their  own  efficiency  and  their  value  to  the  Doc- 
tors of  Medicine  with  whom  they  work. 

NOW  THEREFORE  BE  IT  RESOLVED,  that  the 
Oklahoma  State  Medical  Association  express  to  the  Medi- 
cal Assistance  Society  its  gratitude  for  their  efforts  on 
the  doctors'  behalf,  both  individually  and  as  a group. 

RESOLUTION 

WHEREAS,  there  is  a growing  tendency  in  the  United 
States  today  toward  interference  and  regulation  in  every 
field  of  human  endeavor,  and 

WHEREAS,  such  interference  and  regulation  is  the 
opening  wedge  for  the  encroachment  of  the  specialistic 
system  on  the  present  American  system  of  freedom  of 
endeavor  and  enterprise,  and 

WHEREAS,  this  tendency  is  not  in  any  way  limited 
to  the  interests  of  any  particular  group,  but  is  being- 
manifested  in  such  widely  varied  fields  as  the  practice 
of  medicine,  housing,  power  production  and  distribution 
and  even  agriculture, 

NOW  THEREFORE,  BE  IT  RESOLVED  by  the 
House  of  Delegates  of  the  Oklahoma  State  Medical  Asso- 
ciation at  its  59th  Annual  Meeting  in  Oklahoma  City, 
Oklahoma,  this  18th  day  of  May,  1952,  that  the  Okla- 
homa State  Medical  Association  hereby  denounces  as 
undemocratic  and  un-American,  all  and  any  efforts 
which  will  result  in  the  socialization  of  any  business, 
industry,  group  or  profession,  and 

BE  iT  FURTHER  RESOLVED,  that  copies  of  this 
Resolution  are  to  be  directed  to  the  President  of  the 
United  States  and  the  members  of  the  Oklahoma  Dele- 
gation in  Congress. 

RESOLUTION 

WHEREAS,  the  Auxiliary  to  the  Oklahoma  State 
Medical  Association  has  over  the  past  few  years  main- 
tained an  active  Auxiliary  in  the  majority  of  the  com- 
ponent county  and  district  societies,  and 

WHEREAS,  the  officers  and  the  members  of  the 
Auxiliary  have  given  generously  and  tirelessly  of  their 
time  and  talents  to  support  every  project  of  the  Okla- 
homa State  Medical  Association,  and 

WHEREAS,  the  work  of  the  Auxiliary  membership 
in  carrying  out  the  plans  of  the  American  Medical  Asso- 
ciation National  Education  Campaign  has  been  particu- 
larly outstanding,  and 

WHEREAS,  the  defeat  of  proposals  for  compulsory 
health  insurance,  which  is  the  aim  and  objective  of  the 
National  Education  Campaign,  will  help  to  wipe  out  the 
creeping  paralysis  of  Socialism  in  this  country, 

NOW  THREFORE,  BE  IT  RESOLVED,'  that  the 
Oklahoma  State  Medical  Association  express  to  the 
Woman 's  Auxiliary  its  appreciation  for  its  invaluable 
service  in  the  present  critical  period,  not  only  to  the 


profession  of  medicine,  but  also  to  all  Americans  who 
want  their  children  to  teceive  the  same  heritage  of 
glorious  freedom  which  was  handed  to  us  by  our  fore- 
fathers. 

RESOLUTION 

WHEREAS,  the  increase  in  the  number  of  medical 
school  students  to  be  admitted  yearly  has  been  increased 
to  100,  and 

WHEREAS,  this  increase  will  materially  aid  in  over 
coming  the  shortage  of  physicians  in  Oklahoma,  and 

WHEREAS,  the  health  of  the  people  will  be  materially 
benefited  in  the  rendering  of  better  medical  care, 

NOW  THEREFORE  BE  IT  RESOLVED  that  the 
Oklahoma  State  Medical  Association  commend  the  Okla- 
homa Legislature,  the  Board  of  Higher  Regents,  and 
the  Regents  of  the  University  of  Oklahoma  for  making 
possible  sufficient  appropriations  to  educate  the  increase 
in  the  number  of  students  at  the  University  of  Oklahoma. 

RESOLUTION 

WHEREAS,  the  Medical  Service  Society,  composed  of 
representatives  of  pharmaceutical  and  biological  houses, 
has  rendered  such  a great  service  to  the  medical  profes- 
sion of  this  state,  and 

WHEREAS,  the  Medical  Service  Society  is  at  all 
times  ready  and  willing  to  acept  its  responsibilities  in 
bringing  about  a better  understanding  and  cooperation 
between  the  medical  profession  and  the  representatives 
of  their  companies,  and 

WHEREAS,  the  Medical  Service  Society  has  made  an 
outstanding  contribution,  both  financially  and  otherwise, 
to  the  Medical  Research  Foundation, 

NOW  THEREFORE,  BE  IT  RESOLVED  that  the 
House  of  Delegates  of  the  Oklahoma  State  Medical 
Association  commends  the  Medical  Service  Society  for 
its  outstanding  achievements  and  assures  the  Medical 
Service  Society  of  the  continued  good  will  of  the  Okla- 
homa State  Medical  Association  and  with  the  hope  and 
best  wishes  for  a continued  growth  and  expansion,  and 

BE  IT  FURTHER  RESOLVED,  that  a copy  of  this 
Resolution  be  forwarded  the  Companies  whose  repre- 
sentatives are  members  of  the  Medical  Service  Society. 

RESOLUTION 

WHEREAS,  an  application  is  presented  being  pro- 
cessed with  the  intent  of  obtaining  A.M.A.  approval  of 
a Specialty  Board  in  Medical  Microbiology  which  will 
certify  non-physicians  as  diplomates  in  a field  of  medical 
practice,  and 

WHEREAS,  there  is  already  in  existence  an  AMERI- 
CAN BOARD  OF  PATHOLOGY,  which  can  provide 
certification  of  properly  qualified  physicians  in  the  field 
of  Medical  Microbiology. 

NOW  THEREFORE,'  BE  IT  RESOLVED  that  the 
House  of  Delegates  reaffirm  its  approval  of  the  es- 
sentials for  an  approved  Examining  Board  in  Medical 
Specialty,  including  the  principles  that  applicants  for 
examination  must  be  graduates  of  a Medical  School 
approved  by  the  Council  on  Medical  Education  and 
Hospitals  and  must  be  licensed  to  practice  Medicine, 
and 

BE  IT  FURTHER  RESOLVED  that  the  House  of 
Delegates  instructs  the  COUNCIL  ON  MEDICAL  EDU- 
CATION AND  HOSPITALS  TO  LIMIT  ITS  ap- 
proval of  Specialty  Boards  to  those  which  can  comply 
with  these  essentials  in  order  to  safeguard  the  interests 
and  welfare  of  patients. 

RESOLUTION 

WHEREAS,  Venereal  disease  has  become  of  minor 
importance  in  the  State  of  Oklahoma,  and 
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WHEREAS,  ample  and  adequate  private  physicians 
are  obtainable  in  every  community  in  this  state  to 
treat,  diagnose  and  care  for  venereal  disease  in  those 
able  to  pay  a private  physician,  and 

WHEREAS,  the  counties  of  the  state  are  required 
by  law  to  diagnose  and  treat  those  unable  to  pay  a 
physician,  and 

WHEREAS,  a considerable  amount  of  federal  funds 
are  expended  unnecessarily  for  this  purpose,  duplicity 
existing  in  agencies  of  the  counties  for  the  treatment 
of  the  indigents. 

NOW  THEREFORE  BE  IT  RESOLVED,  that  fed- 
eral funds  for  treatment  and  diagnosis  of  venereal 
disease  be  confined  to  bonafide  indigents,  and  that 
treatment  be  given  by  the  county  as  required  by  law, 
and  further,  that  no  federal  money  be  expended  in  this 
respect, 

AND  BE  IT  FURTHER  RESOLVED,  that  a copy 
of  this  Resolution  be  forwarded  to  the  State  Health 
Commissioner,  and 

BE  IT  FURTHER  RESOLVED,  that  the  Oklahoma 
State  Medical  Association  take  advisable  action  relative 
to  this  Resolution  and  any  further  action  it  may  deem 
advisable. 

RESOLUTION 

WHEREAS,  the  Federal  Security  Administrator  has 
proposed  a system  of  free  hospitalization  for  the  aged 
and  certain  dependent  groups,  and 

WHEREAS,  all  persons  aged  sixty-five  (65)  and  over 
and  their  dependents  who  are  entitled  to  social  security 
cash  benefits,  regardless  of  whether  they  are  actually 
receiving  the  benefits,  would  be  eligible  for  sixty  (60) 
days  of  free  hospital  service  in  any  one  year,  and 
WHEREAS,  adoption  of  such  a system  would  bring 
about  a form  of  federal  subsidy  and  control  of  hos- 
pitals and  socialized  hospital  care  for  a large  percentage 
of  rapidly  increasing  aging  population  of  the  United 
States, 

NOW  THEREFORE  BE  IT  RESOLVED,  that  we, 
the  House  of  Delegates  of  the  Oklahoma  State  Medical 
Association,  at  regular  meeting  this  18th  day  of  May, 
1952,  go  on  record  as  opposing  the  plan  for  free  hos- 
pitalization, and 

BE  IT  FURTHER  RESOLVED,  that  a copy  of  this 
Resolution  be  made  a part  of  the  records  of  this  meet- 
ing, and  that  copies  of  it  be  sent  to  (1)  Members  of 
the  Congress  from  the  State  of  Oklahoma  (2)  Oklahoma 
County  Medical  Societies  (3)  American  Medical  Asso- 
ciation (4)  Association  of  American  Physicians  and 
Surgeons  (5)  American  Academy  of  General  Practice 
(6)  Oklahoma  State  Medical  Association,  and 
BE  IT  FURTHER  RESOLVED,  that  the  Oklahoma 
State  Medical  Association  take  advisable  action  relative 
to  this  Resolution  and  any  further  action  it  may  deem 
advisable. 

RESOLUTION 

WHEREAS,  the  advancement  of  medical  science  and 
knowledge  and  the  consequent  increase  in  the  complexity 
of  present  day  medical  care  has  brought  about  an  un- 
avoidable increase  in  the  costs  of  medical  care,  and 
WHEREAS,  this  increased  cost,  along  with  present 
general  inflationary  tendencies  is  a heavy  burden  upon 
any  person  requiring  medical  and  hospital  care  at  a 
time  when  he  is  least  able  to  bear  such  a burden,  and 
WHEREAS,  voluntary  health  and  medical  care  plans 
are  available  and  offer  to  all  the  people  a means  of 
budgeting  the  necessary  expenses  of  such  care,  and 
WHEREAS,  these  voluntary  plans  are  available  with- 
out governmental  interference  and  regulation,  and 


WHEREAS  these  plans  are  now  being  provided  at 
a cost  to  the  individual  much  lower  than  would  be  cost 
of  any  type  of  national  compulsory  health  insurance, 
and 

WHEREAS,  these  voluntary  plans  for  medical  care 
are  growing  daily  and  can  readily  be  expanded  to  in- 
clude all  persons  who  could  be  covered  under  any  gov- 
ernment plan, 

NOW  THEREFORE,  BE  IT  RESOLVED  by  the 
House  of  Delegates  of  the  Oklahoma  State  Medical 
Association  at  its  59th  Annual  Meeting  in  Oklahoma 
City,  Oklahoma,  this  18th  day  of  May,  1952,  that  the 
Oklahoma  State  Medical  Association  hereby  reaffirms 
its  support  and  endorsement  of  every  type  of  voluntary 
health  and  medical  care  coverage  available  through  the 
commercial  insuiatiee  companies,  fraternal  organizations, 
the  Blue  Cross  and  Blue  Shield,  or  any  other  voluntary 
societies. 

Following  the  report  of  the  Resolutions  Committee, 
Doctor  Goodwin  addressed  the  House  and  made  the 
following  motion:  “That  the  chairmen  of  all  the  major 
committees  receive  the  same  comments  as  were  afforded 
John  McDonald,  M.D.,  as  Chairman  of  the  Public  Policy 
Committee.  ’ ’ Motion  seconded  and  carried. 

The  Speaker  then  asked  for  any  unfinished  business. 
None  was  forthcoming. 

In  concluding  the  meeting  the  Speaker  complimented 
and  thanked  the  House  for  their  splendid  cooperation 
in  making  the  1952  meeting  of  the  House  of  Delegates 
a success. 

There  being  no  further  business,  the  meeting  was 
adjourned  at  9:00  P.M. 

Reported  by  Mary  O 'Leary. 


POSTGRADUATE 

COURSES 

IN 

NORMAL  AND  PATHOLOGICAL  LABOR 
3 days,  November  10-12 

GUEST  INSTRUCTORS: 

FREDERIC  W.  GOODRICH,  JR.,  M.D.,  Yale  University; 
Author  of  "Natural  Childbirth— A Manual  for  Expectant 
Parents." 

JOHN  L.  PARKS,  M.D.,  George  Washington  University;  Pro- 
tagonist of  "Rooming-In." 

RALPH  A.  REIS,  M.D.,  Northwestern  University;  Author  of 
"Diabetes  and  Pregnancy." 

EDWARD  A.  SCHUMANN,  M.D.,  University  of  Pennsylvania; 
Former  President,  American  Gynecologic  Society. 

FRANKLIN  SNYDER,  M.D.,  Harvard  University;  Author  of 
"Obstetric  Analgesia  and  Anesthesia." 

In  addition  to  the  K.  U.  Faculty  in  Obstetrics  and  Gynecology. 

Other  Courses 

GASTROENTEROLOGY— 4 days,  December  8-11 
SURGERY — 5 days,  January  19-23 

For  program  announcement  and  information,  write: 
Extension  Program  in  Medicine 

UNIVERSITY  OF  KANSAS 
SCHOOL  OF  MEDICINE 

Kansas  City  12,  Kansas 
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YEARS  TREATING  ALCOHOL 
AND  DRUG  ADDICTION 


In  1897  Doctor  B.  B.  Ralph  developed 
methods  of  treating  alcohol  and  narcotic  addiction  that,  by  the 
Standards  of  the  time,  were  conspicuous  for  success. 

Twenty-five  years  ago  experience  had  bet- 
tered the  methods.  Today  with  the  advantages  of  collateral  medicine, 
treatment  is  markedly  further  improved. 

The  Ralph  Sanitarium  provides  personal- 
ized care  in  a quiet,  homelike  atmosphere.  Dietetics,  hydrotherapy  and 
massage  speed  physical  and  emotional  re-education.  Cooperation 
with  referring  physicians.  Write  or  phone. 

fflie 

LPH 

SANITARIUM 

(£)siahlisheJ  1897 

Ralph  Emerson  Duncan,  M.D. 

DIRECTOR 

52V  HIGHLAND  AVENUE  • K A N S A S C I T Y 6,  M t S S O U R I 

t Telephone  Victor  3624 
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OFFICERS  OF  COUNTY  SOCIETIES,  1952 


COUNTY 

Alfalfa 

Atoka,  Bryan,  Coal 

Beckham 

Blaine 

Caddo 

Canadian 

Carter-Love-Marshall 

Cherokee 

Tri-County  (Choetaw-McCurtain- 
Pushmahata) 

Cleveland-McClain 

Comanche-Cotton 

Creek 

Custer 

East  Central  (Muskogee, 
Sequoyah,  Wagoner,  McIntosh).. 

Garfield-Kingfisher 

Garvin 

Grady 

Grant 

Greer 

Hughes 

Jackson 

Jefferson 

Kay-Noble 

Kiowa-Washita 

LeFlore-Haskell 

Lincoln 

Logan 

Northwestern  (Beaver,  Harper, 

Ellis,  Dewey,  Woodward) 

Okfuskee 

Okmulgee 

Oklahoma 


PRESIDENT 
-C.  L.  Benson,  Cherokee 
.Charles  F.  Moore,  Durant 

H.  D.  Speed,  Sayre 
.Robert  C.  Tavlin,  Okeene 
..C.  B.  McMillan,  Gracemont 
.C.  Riley  Strong,  El  Reno 
.Malcolm  Horne,  Ardmore 
.Not  Reported 

Not  Reported 

.Clarence  Mitchell,  Norman 
.J.  N.  Mitchell,  Lawton 
P.  K.  Lewis,  Sapulpa 
.Paul  B.  Lingenfelter,  Clinton 

.William  Weaver,  Muskogee 
E.  E.  Talley,  Enid 
.John  A.  Graham,  Pauls  Valley 
. W.  W.  Davis,  Chickasha 

I.  V.  Hardy,  Medford 

Tom  L.  Wainwright,  Mangum 
.Not  Reported 
. H.  M.  Bussey,  Altus 
.John  B.  Jacobs,  Waurika 
-P.  A.  MacKercher,  Ponca  City 
-J.  W.  Finch,  Hobart 
-G.  M.  Hogaboom,  Heavener 
,.C.  W.  Robertson,  Chandler 
.Elton  Lehew,  Guthrie 

.Frank  E.  Flack,  Woodward 
-L.  J.  Spickard,  Okemah 
.Not  Reported 
..Ralph  A.  Smith 


Osage W.  T.  Manning,  Pawhuska 

Ottawa-Craig Charles  W.  Letcher,  Miami 

Payne-Pawnee H.  G.  Nelson,  Stillwater 

Pittsburgh George  M.  Brown,  Jr.,  McAlester 

Pontotoc Rowe  Bisbee,  Ada 

Pottawatomie Clinton  Gallahar,  Shawnee 

Rogers-Mayes Minor  Gordon,  Claremore 

Seminole Claude  S.  Chambers,  Seminole 

Stephens W.  K.  Walker,  Marlow 

Texas-Cimarron Not  Reported 

Tillman W.  A.  Fuqua,  Grandfield 

Tulsa Marshall  O.  Hart,  Tulsa 

Washington-Nowata Cole  D.  Pittman,  Bartlesville 

Woods O.  E.  Templin,  Alva 


SECRETARY 
John  X.  Blender,  Cherokee 
William  A.  Hyde,  Durant 
O.  C.  Standifer,  Elk  City 
Virginia  Curtin,  Watonga 
E.  T.  Cook,  Jr.,  Anadarko 
Jack  Myers,  El  Reno 
Ray  Graybill,  Ardmore 


Kirk  T.  Mosley,  Norman 
Herbert  Howard,  Lawton 
W.  N.  Hindman,  Sapulpa 
Curtis  B.  Cunningham,  Clinton 

Charles  Fullenwider,  Muskogee 
Roscoe  C.  Baker,  Enid 
Hugh  H.  Monroe,  Pauls  Valley 
Beverly  C.  Chatham,  Chickasha 
F.  P.  Robinson,  Pond  Creek 

J.  B.  Hollis,  Mangum 

E.  J.  Allgood,  Altus 
W.  A.  Heflin,  Waurika 

R.  W.  Gibson,  Ponca  City 
Ralph  S.  Phelan,  Hobart 
Jose  R.  Rigual,  Wister 
Jack  C.  Mileham,  Chandler 
J.  F.  Souter,  Guthrie 

M.  C.  England,  Woodward 
Charles  L.  Reynolds,  Weleetka 

L.  C.  Taylor,  Oklahoma  City 
Mrs.  Muriel  Waller,  Exec.  Sec’y. 

Cody  Ray,  Pawhuska 
John  E.  Highland,  Miami 
Harold  R.  Sanders,  Stillwater 
H.  C.  Wheeler,  McAlester 

S.  P.  Harrison,  Ada 

W.  M.  Gallaher,  Shawnee 
W.  D.  Anderson,  Claremore 
A.  N.  Deaton,  Wewoka 
W.  R.  Cheatwood,  Duncan 

O.  G.  Bacon,  Frederick 

Paul  T.  Strong,  Tulsa 
Jack  Spears,  Exec.  Sec’y. 

H.  E.  Denyer,  Bartlesville 
William  F.  LaFon,  Alva 


THE  JOURNAL 

of  the 

OKLAHOMA  STATE  MEDICAL  ASSOCIATION 

EDITORIALS 


CHRONIC  ILLNESS 
THE  SIXTY -FOUR  DOLLAR 
CURRENT  MEDICAL  QUESTION 


On  June  26  to  27,  1952,  Oklahoma  pre- 
sented what  is  purported  to  be  the  first  post- 
graduate course  in  chronic  illness  in  the 
United  States.  The  guest  speakers  were: 
J.  Gordon  Barrow,  Jr.,  M.D.,  Atlanta, 
Georgia;  Thomas  P.  Murdock,  M.D.,  Meri- 
den, Conn. ; David  D.  Rutstein,  M.D.,  Boston, 
Mass. ; and  J.  Shirley  Sweeney,  M.D.,  Gaines- 
ville, Texas. 

Some  of  their  discussions  are  printed  in 
this  issue  of  the  Journal.  For  want  of  space, 
much  valuable  material  presented  at  the 
sessions  and  discussions  by  local  participants 
must  be  omitted. 

Chronic  illness  from  gestation  to  the  grave 
grows  in  gravity  as  longevity  gyrates  about 
preventive  medicine  and  the  phenomenal 
progress  of  therapeutic  measures. 

Shortly  before  World  War-II,  the  glam- 
orous Mr.  McNutt,  speaking  to  a great 
audience  in  Oklahoma  City,  put  the  glory  of 
the  New  Deal  before  the  gullible  devotees  of 
a dying  Democracy.  The  speaker,  a victim  of 
equal  gullibility,  made  the  mistake  of  advo- 
cating better  medicine  in  one  breath  and  in 
the  next,  admitting  that  the  Federal  govern- 
ment was  facing  two  serious  problems  — 
“The  youth  group  and  the  old  age  group’’. 

Unconscious  of  the  shocking  paradox  he 
had  posed,  he  sat  down  amidst  the  rousing- 
applause  of  his  fellow  gullibles.  Later  the 
writer  discussed  this  embarrassing  state- 
ment with  Mr.  McNutt’s  man  Friday  and 
had  the  pleasure  of  calling  attention  to  the 
fact  that  already  medicine  had  been  good 
enough  to  produce  both  of  these  “serious 
problems’’  and  the  government  had  been  too 
dumb  to  intelligently  ponder  the  unsuspected 
paradox. 

Medicine  is  conscious  of  the  $64.00  ques- 
tion posed  by  chronic  illness,  including  the 
infirmities  of  old  age;  the  profession  stands 
ready  to  help  work  out  the  harrassing  prob- 
lems though  many  of  them  are  extremely 


difficult  and  some  perhaps  insoluble.  This 
readiness  should  be  reinforced  by  govern- 
ment recognition  and  cooperation.  But  in- 
stead the  medically  ignorant,  though  medi- 
cally minded,  bureaucrats  want  to  take  over 
medicine  and  assume  the  responsibility  of 
telling  the  profession  how  to  accomplish  the 
task  while  bound  hand  and  foot  by  the  red 
tape  of  government  heavily  gummed  with 
the  glue  of  their  ignorance  and  gullibility. 

In  the  July  Maryland  State  Medical  Jour- 
nal, Howard  A.  Rusk1  sounds  a timely  warn- 
ing and  emphasizes  the  many  serious  prob- 
lems connected  with  chronic  illness  and  in- 
creasing longevity.  Conscious  of  medicine’s 
part  in  the  creation  of  these  problems  he 
says : 

“Medicine’s  number  one  problem  is  the 
problem  of  chronic  disease  in  an  aging  popu- 
lation, made  up  of  all  the  results  of  good 
medicine,  a problem  created  by  liver  extract 
and  insulin  and  x-ray  techniques,  and  vita- 
mins and  penicillin,  cortisone,  ACTH,  good 
x-ray  and  the  type  of  cardiac  surgery  you 
developed  here  in  Baltimore,  and  everything 
that  has  gone  into  making  medical  care  in 
America  what  it  is  today. 

“For  that  reason,  you  can  readily  see  what 
has  happened.  Two  thousand  years  ago, 
man’s  expectancy  was  twenty-five.  At  the 
turn  of  the  century,  forty-nine.  Last  week 
it  was  seventy-one  years  for  white  women 
and  sixty-five  and  a half  years  for  white  men, 
in  the  United  States.  A white  man  of  sixty- 
five  today,  has  an  expectancy  of  twelve  and 
four-tenths  years  and  a white  woman  of 
almost  fourteen  and  a half  years. 

“Twenty-five  per  cent  of  the  population  in 
America  in  1940  were  beyond  the  age  of 
forty-five.  They  required  fifty  per  cent  of 
the  medical  service.  By  1980  almost  fifty 
per  cent  of  the  population  will  be  beyond  the 
age  of  forty-five  and  they  will  require  eighty 
per  cent  of  the  medical  service. 
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THE  TWENTY-SECOND 
CLINICAL  SOCIETY 

The  Clinical  Society’s  menu  each  year 
tickles  the  palate  of  the  medical  gourmet. 
Those  of  us  who  have  gone  year  after  year 
since  the  society’s  inception  remember  such 
dishes  as  that  offered  by  E.  Starr  Judd,  El- 
liot Joslin,  Lewellys  Barker,  Isaac  Abt,  Er- 
nest Sachs,  Russell  Haden,  William  Boyd, 
Tracy  Mallory,  B.  H.  Nichols,  Walter  Al- 
varez, Frank  Leahy,  Russell  Cecil  and  many 
other  old  timers  and  wonder  whether  new 
ones  can  be  as  good.  We  wondered  the  same 
thing  when  men  like  Leo  Rigler,  Claude 
Dixon,  Wiley  Forbus,  Louis  Newburgh,  Cy- 
rus Sturgis,  Tinsley  Harrison,  Rudolph 
Kampmeier,  and  Carl  Moyer  were  to  be  the 
guest  speakers  and  even  the  most  discrimin- 
ating were  delightfully  surprised.  Many  of 
these  men  who  were  young  and  relatively 
unknown  when  they  visited  us  now  have 
famous  names  in  medicine.  Let’s  see  what 
has  happened  in  the  case  of  a few : Carl 
Moyer  has  succeded  Evarts  Graham  in  the 
chair  of  surgery  at  Washington  University. 
Tinsley  Harrison’s  book  on  internal  medi- 
cine is  as  good  as  the  best  in  print  today. 
Leo  Rigler  is  one  of  the  top  men  in  roentgen- 
ology in  the  world  today.  Waldo  Nelson’s 
book  on  pediatrics,  along  with  Clifford  Gru- 
lee’s  are  the  ones  the  pediatricians  depend  on 
almost  exclusively. 

The  background  of  the  Oklahoma  City 
Clinical  Society  is  the  background  of  Ameri- 
can Clinical  Medicine.  This  year  with  one 
exception  the  Clinical  Society  offers  a bunch 
of  new  dishes.  I am  a little  anxious  to  see 
what  they  are  like.  There  is  John  Bartram 
in  pediatrics  who  hails  from  Nelson’s  place 
in  Philadelphia  where  a hotel  bears  his  name 
or  vice-versa.  James  Dickson,  in  orthopedics, 
from  the  Cleveland  Clinic  from  which  we 
have  had  Haden,  Ernestene,  Nichols,  and 
many  others,  R.  H.  Flocks,  in  urology,  and 
John  Randall  in  obstetrics,  came  from  Iowa, 
which,  though  not  big,  has  sent  us  P.  C. 
Jeans,  E.  D.  Plass  and  Arthur  Steindler. 
Francis  Lederer  in  otolaryngology,  comes 
from  the  University  of  Illinois  and  also 
William  Riker,  in  surgery.  Henry  Poncher 
and  John  Youmans  were  also  from  there. 
While  we  have  had  men  from  Texas  before, 
Mengert,  Harrison,  Moyer,  Carlisle,  Single- 


ton and  Carrell,  Oklahoma  City’s  attitude 
toward  a neighbor  state  and  rival  is  best 
illustrated  this  year  when  three  of  the  Lone 
State  products  have  been  asked  to  come. 
Edwin  Rippy  of  Southwestern,  in  medicine, 
Roscoe  Pullen  in  medicine,  from  the  Univer- 
sity of  Texas  Post  Graduate  School  at 
Houston,  Clarence  Livingood  in  dermatol- 
ogy, from  the  University  at  Galveston. 

In  the  22  years  of  operation  there  has 
always  been  someone  from  the  Mayo  Clinic 
— this  year  is  no  exception  and  we  welcome 
Newton  Smith  in  proctology  and  Howard 
Gray  in  surgery.  I trust  there  will  be  an- 
other clinical  pathological  conference.  This 
year  the  pathologist  fiend  of  Satan  is  John 
Schenken  of  Nebraska.  Perhaps  the  greatest 
advance  in  surgery  particularly  in  thoracic 
surgery  has  been  not  is  surgery  itself  but 
in  anesthesiology  and  it  is  with  real  anticipa- 
tion that  we  wait  for  Rolland  Whitacre  of 
Cleveland.  Philadelphia  sends  another  one, 
new  to  us,  from  Jefferson,  Lewis  Scheffey  in 
gynecology.  One  wouldn’t  think  so  but  some 
of  our  best  speakers  have  been  in  the  highly 
specialized  field  of  radiology.  This  field  is 
represented  by  Harvey  White  of  North- 
western. All  the  old  time  members  and 
associate  members  welcome  back  Joe  Vander 
Veer  in  medicine  from  the  University  of 
Pennsylvania.  We  always  like  to  hear  what 
is  going  on  at  the  A.M.A.  and  this  year  we 
will  eat  high  on  the  hog  with  George  Lull 
the  Secretary-Manager. 


THE  VOTE 

It’s  time  for  physicians  to  decide  how  to 
vote  and  to  urge  other  people  to  vote  against 
the  leftwingers  who  are  taxing  and  spending 
us  into  socialism. 

As  a rule  there  is  a fine  relationship  be- 
tween country  people  and  their  physicians, 
particularly  between  the  farmer  and  his  doc- 
tor. Today  the  farmers  control  at  least  20  per 
cent  of  the  nation’s  votes.  Each  member  of 
the  State  Association  owes  it  to  his  patrons, 
to  his  profession  and  his  country  to  use 
every  opportunity  to  drive  home  the  danger 
of  socialism  and  to  influence  the  vote  against 
the  entrenched  powers  now  planning  to 
police  us. 
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CARDIOVASCULAR  DISEASE  AS  A 
NATIONAL  HEALTH  PROBLEM* 


T.  P.  Murdock,  M.D. 

MERIDEN,  CONNECTICUT 


I think  you  have  selected  wisely  for  this 
session  limiting  the  discussion  to  Diabetes 
Mellitus,  Cancer  and  Heart  Disease.  Of  these 
three,  probably  the  greatest  destroyer,  in 
numbers  at  least,  is  heart  disease.  This  dis- 
ease has  prominence  in  early  and  late  life, 
and  in  altogether  too  great  frequency. 

One  of  the  very  sad  pictures  in  medicine 
is  to  see  the  child  with  congenital  heart 
disease.  Another  is  to  see  the  child  with 
rheumatic  fever  followed  by  rheumatic  heart 
disease.  It  is  hard  when  one  can  visualize  the 
future  for  these  children  with  either  of  these 
conditions. 

It  is  probably  impossible  to  determine  the 
number  of  children  born  with  congenital 
heart  disease.  It  is  known  that  of  5000  regis- 
trants in  World  War  II  who  were  re-ex- 
amined because  of  the  question  of  heart 
disease  that  4.5  per  cent  were  found  to  have 
congenital  heart  disease.  The  disease  is 
probably  more  widespread  than  has  been 
thought  in  the  past.  It  is  also  accepted  now 
that  a mother  developing  rubella  in  the  first 
trimester  of  pregnancy  will  deliver  a size- 
able percentage  of  children  with  congenital 
defects,  including  congenital  heart  disease. 
The  same  is  true,  but  to  a lesser  degree,  in 
the  second  trimester  of  pregnancy. 

Rheumatic  heart  disease  is  the  commonest 
form  of  heart  disease  occurring  in  childhood 
and  young  adult  life.  About  50  per  cent  of 
rheumatic  heart  disease  occurs  before  30 
years  of  age. 

And  so  at  this  point  we  can  stop  for  a 
moment  and  say  that  two  of  the  greatest 
destroyers  of  childhood  and  young  adult  life 
are  congenital  disease  and  rheumatic  heart 
disease.  Here  then  must  our  research  studies 
begin  toward  the  end  of  prevention.  This 
must  be  done  if  these  young  people  are  to  be 

^Presented  at  the  Postgraduate  Course  in  Chronic  Il'ness  at 
the  University  of  Oklahoma  School  of  Medicine  June  27,  1952. 


saved  from  early  long  duration  illness  and 
if  they  are  to  be  made  useful  members  of 
society. 

Another  step  along  the  way  which  adds 
to  the  number  of  people  with  chronic  heart 
disease,  and  one  which  is  directly  attached 
to  rheumatic  heart  disease  and  congenital 
heart  disease  is  subacute  bacterial  endocard- 
itis. 

I think  it  is  a fair  estimate  that  90  to  95 
per  cent  of  these  cases  are  due  to  non-hemo- 
lytic  streptococcus  — streptococcus  viridans. 
Gram  negative  bacilli  and  gonococci  prob- 
ably represent  the  remaining  five  to  10  per 
cent.  These  organisms  are  superimposed  on 
an  already  damaged  endocardium. 

This  disease  of  itself  is  a disease  of  long 
duration  and  comes  under  the  heading  of 
chronic  heart  disease.  Not  infrequently  the 
disease  will  last  from  several  months  to  a 
year  or  more. 

Prior  to  the  advent  of  the  antibiotics  prac- 
tically all  of  these  people  died  of  their  dis- 
ease. A few  cases  probably  of  doubtful  diag- 
nosis have  been  reported  as  cured. 

Unfortunately  the  feeling  persists  that  it 
is  unwise  to  make  this  diagnosis  until  a 
positive  blood  culture  has  been  obtained. 
Various  estimates  have  been  made  as  to  the 
ease  or  difficulty  of  obtaining  a positive 
blood  culture.  This  varies  from  25  per  cent 
to  90  per  cent.  If  we  take  the  lower  limit,  we 
are  denying  a large  number  of  these  people 
the  possibility  of  cure. 

Given  a patient  with  a history  of  rheu- 
matic heart  disease  or  congenital  heart  dis- 
ease, unexplained  fever,  petechiae,  heart 
murmur,  palpable  spleen,  leucocytosis  and 
rapid  sedimentation  rate  with  or  without 
positive  blood  culture,  I think  it  is  sound  to 
make  a diagnosis  of  subacute  bacterial  endo- 
carditis. 
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In  the  early  days  of  the  use  of  the  anti- 
biotics it  was  common  practice  and  probably 
still  is  in  some  clinics  to  give  one  of  the 
anticoagulants  in  conjunction  with  penicil- 
lin. I don’t  think  this  is  any  longer  neces- 
sary. 

Where  a positive  blood  culture  can  be  ob- 
tained sensitivity  tests  can  be  made  and  the 
value  of  the  antibiotics  determined.  Where 
this  is  not  possible,  trial  and  error  must  be 
used. 

It  is  now  accepted  that  when  the  diagnosis 
is  made  reasonably  early  that  a large  per- 
centage can  be  cured  of  this  disease.  And 
this  is  where  we  again  are  faced  with  a sad 
situation.  We  have  cured  the  patient  of  his 
subacute  bacterial  endocarditis — but  where 
does  this  leave  him.  He  already  has  his 
damaged  heart  from  rheumatic  heart  disease 
plus  the  damage  from  his  superimposed  sub- 
acute bacterial  endocarditis.  He  now,  of 
course,  is  worse  off  than  he  was  before  he 
developed  subacute  bacterial  endocarditis. 
He  now  has  full  blown  chronic  heart  disease 
and  faces  another  period  of  long  duration 
illness.  Frankly  the  answer  to  this  long 
series  of  illnesses  rests  only  in  the  preven- 
tion of  rheumatic  heart  disease  and  congeni- 
tal heart  disease. 

We  now  leave  this  sad  situation  with  the 
hope  that  soon  will  come  the  answer  of  pre- 
vention, and  move  on  to  the  later  decades  of 
life  where  due  to  stress  and  strain  again  we 
face  the  condition  of  chronic  vascular  dis- 
ease and  heart  disease. 

A great  many  years  ago,  Herrick  in  his 
description  of  vascular  disease  stated  that 
one  could  draw  a triangle  and  on  one  side 
write  heart  disease  — on  another  vascular 
disease  — on  the  last  kidney  disease.  He 
stated  that  you  could  stand  the  triangle  on 
any  base  and  the  other  diseases  would  follow. 
I don’t  think  that  there  is  any  doubt  but  that 
opinion  holds  today.  Later  on,  Winteritz 
labelled  these  under  the  heading  of  vascular 
diseases. 

The  question  of  essential  hypertension 
comes  next.  Those  who  have  had  an  oppor- 
tunity to  see  a great  many  people  with  hy- 
pertension now  feel  that  there  is  a definite 
hereditary  factor.  When  this  condition  is 
found,  a careful  family  history  will  fre- 
quently bring  out  this  fact. 

There  are  those  who  feel  that  in  almost 
every  instance  a primary  cause  can  be  found. 


The  work  of  Page  and  his  co-workers  have 
brought  out  the  question  of  renin  and  angio- 
tonin  as  pressor  factors.  Goldblatt  has  pro- 
duced renal  ischemia  and  hypertension  by 
clamping  the  renal  artery. 

We  must  never  overlook  the  strains  and 
stresses  of  our  modern  life  as  causes  of 
hypertension.  Again  those  who  have  had  the 
opportunity  to  observe  many  of  these  people 
before  and  without  hypertension  and  have 
seen  them  after  tensions  or  stresses  can  date 
the  hypertension  from  that  time. 

The  fact  remains,  however,  that  whatever 
the  causes  may  be,  hypertension  eventually 
produced  changes  in  the  heart,  blood  vessels 
and  kidneys. 

The  next  step  of  course  in  this  picture  is 
the  question  of  arteriosclerosis.  It  is  ac- 
cepted that  it  not  infrequently  follows  hy- 
pertension. Much  attention  is  being  given 
at  this  time  to  the  study  of  cholesterol  in  its 
relation  to  atherosclerosis.  That  it  is  a con- 
tributory factor,  there  seems  little  doubt — 
but  that  it  is  the  whole  factor  there  is  prob- 
ably grave  doubt. 

Despite  the  fact  that  this  does  not  come 
within  my  province  today,  I am  emboldened 
to  say  that  the  diabetic  seldom  gets  into 
difficulty  with  his  diabetes  as  such — but  does 
get  into  serious  difficulty  with  the  complica- 
tion of  atherosclerosis  or  arteriosclerosis. 

These  two  factors  of  hypertension  and 
arteriosclerosis  are  responsible  for  25  to  40 
per  cent  of  chronic  heart  disease  and  arter- 
iosclerotic heart  disease  is  one  of  the  com- 
monest causes  of  death. 

The  symptoms  and  signs  of  arterioscler- 
otic heart  disease  are  those  of  angina  pec- 
toris— with  chest  pain  particularly  on  effort 
— shortness  of  breath — disorders  of  conduc- 
tion mechanism — and  later  the  other  man- 
ifestations of  congestive  heart  failure. 

A word  should  be  said  here  about  coron- 
ary thrombosis  and  its  relationship  to 
chronic  heart  disease.  There  are  those  who 
now  advise  the  term  myocardial  infarction. 
It  is  my  feeling  that  it  will  be  hard  to  dis- 
place the  term  coronary  thrombosis. 

The  symptoms  and  signs  are  well  known 
with  sudden  onset  of  crushing  substernal 
pain — frequently  with  radiation  to  shoulder 
or  neck  — rapid  and  frequently  irregular 
heart  — shock  — elevation  of  temperature 
with  increased  leucocytes  and  rapid  sedi- 
mentation rate. 
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About  80  per  cent  of  these  people  survive 
the  first  attack — but  death  occurs  with  suc- 
ceeding attacks  or  from  congestive  heart 
failure  and  many  within  five  years.  A few 
are  able  to  return  to  their  previous  occupa- 
tions— but  many  become  chronic  heart  in- 
valids. 

These  various  people  with  hypertension, 
arteriosclerotic  and  coronary  heart  disease 
eventually  develop  congestive  heart  failure 
and  become  subjects  of  chronic  heart  dis- 
ease with  which  we  are  particularly  inter- 
ested today. 

Congestive  heart  failure  means  breath- 
lessness— weakness — edema — abdominal  dis- 
comfort— palpitation  and  precordial  distress. 
In  a word,  they  are  subjects  of  a serious 
chronic  disabling  disease.  The  management 
and  care  of  these  unfortunate  people  is  one 
of  the  very  important  and  challenging  sit- 
uations placed  before  American  medicine 
today. 

The  burden  on  the  heart  must  be  lessened. 
It  is  frequently  necessary  to  restrict  the  ac- 
tivities of  these  people  to  a marked  degree. 
Almost  always  it  is  necessary  that  they  be 
relieved  of  any  work  activities.  In  the  be- 
ginning this  is  frequently  difficult  because  of 
the  economic  picture.  They  should  be  kept 
at  home  as  long  as  possible.  Then  if  neces- 
sary in  a general  hospital  and  finally  if  nec- 
essary in  a home  for  cardiac  invalids. 

The  heart  muscle  efficiently  should  be  im- 
proved with  digitalis.  I think  it  is  probably 
wise  with  older  people  in  congestive  heart 


failure  to  slowly  digitalize  them.  Later,  of 
course,  maintenance  digitalis  is  required 
Edema  should  be  relieved  with  salt  restric- 
tion and  the  judicious  use  of  the  mercurial 
diuretics.  Sedatives,  hypnotics  and  opiates 
are  of  great  help  in  these  people.  They  are 
usually  apprehensive  and  fearful  and  sleep 
must  be  induced. 

And  so  here  today  we  are  faced  with  a 
discussion  of  one  of  the  many  and,  perhaps 
the  most  frequent  and  important  of  the 
chronic  illnesses.  It  is  one  of  the  serious 
challenges  facing  American  Medicine. 

All  men  must  die  once,  and  it  is  only  na- 
tural that  an  organ  so  important  as  the 
heart  should  be  attacked  as  the  result  of  the 
wear  and  tear  processes  of  life. 

We  have  the  right  here  to  ask  can  this 
problem  ever  be  completely  erased?  My  own 
feeling  is  that  it  cannot.  At  the  same  time, 
I feel  that  we  can  postpone  this  even  if  we 
feel  that  it  is  eventually  inevitable. 

My  thought  is  that  research  should  be 
directed  toward  removing  stresses  and 
strains — toward  postponement  of  arterio- 
clerosis — toward  the  prevention  of  rheu- 
matic heart  disease  and  congenital  heart 
disease. 

When  and  if  these  diseases  develop,  to 
see  to  it  that  these  people  are  give  adequate 
— scientific — kindly  care  at  home — in  a gen- 
eral hospital  or  an  infirmary  type  of  home 
for  the  care  of  cardiac  patients.  Until  we 
have  done  this,  we  will  not  have  done  our 
full  duty  to  mankind. 


MEET  OUR  CONTRIBUTORS 


This  month 's  contributors  were  instructors  at  the 
Chronic  Illness  Seminar  held  at  the  University  of  Okla- 
homa School  of  Medicine  June  26  and  27  and  sponsored 
bv  the  Oklahoma  State  Department  of  Health,  and  the 
Office  of  Postgraduate  Instruction  at  the  University  of 
Oklahoma  School  of  Medicine  in  cooperation  with  the 
Oklahoma  State  Medical  Association,  Oklahoma  State 
Heart  Association,  Oklahoma  Chapter,  American  Cancer 
Society  and  Oklahoma  Diabetic  Detection  Committee. 

Speakers  whose  papers  appear  in  this  issue  are: 

J.  Gordon  Barrow,  Jr.,  M.D.,  Atlanta.  Georgia,  in- 
ternist, who  wrote  ‘ ‘ The  Cardiac  Control  Program  in 
Georgia ; ’ ’ 


.7.  Shirley  Sweeney,  M.D.,  medical  director,  the 
Sweeney  Diabetic  Foundation,  Gainesville,  Texas,  author 
of  “The  Sweeney  Diabetic  Foundation  Camp  for  Dia- 
betic Children;” 

Thomas  P.  Murdoch',  M.D.,  Meriden,  Conn,  trustee  of 
the  American  Medical  Association  and  member  of  the 
Commission  on  Chronic  Illness,  author  of  ‘ ‘ Cardiovascu- 
lar Diseases,  a National  Health  Problem ; ’ ’ and 

Kirk  T.  Mosley,  M.D.,  Oklahoma  State  Health  Depart- 
ment, who  wrote  ‘ ‘ A Survey  of  the  Changing  Health 
Problems”.  Doctor  Mosley  was  graduated  from  Hendrix 
College  and  Tulane  School  of  Medicine  and  served  as  a 
medical  missionary  for  several  years.  He  is  professor  of 
epidemiology  at  the  present  time. 
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THE  SWEENEY  DIABETIC  FOUNDATION  CAMP 
FOR  DIABETIC  CHILDREN" 

J.  Shirley  Sweeney,  M.D.,  F.A.C.P. 

GAINESVILLE,  TEXAS 


No  champagne  bottle  was  broken.  Just 
the  strings  of  an  apron  were  cut.  The  cut- 
ting of  the  apron  strings  was  symbolic  of 
releasing  a diabetic  child  from  its  parental 
vigil  and  indulgence.  Thus  in  June  of  1950 
Camp  Sweeney  was  dedicated.  Dr.  Edward 
L.  Bortz  of  Philadelphia,  past  President  of 
the  American  Medical  Association  was  our 
main  speaker. 

The  idea  of  this  camp  was  conceived  22 
years  ago.  A 12  year  old  girl  was  brought 
to  the  writer.  Her  mother  had  contacted 
several  summer  camps  seeking  admission 
for  her  daughter.  I tried  several  more  but 
none  would  consider  accepting  her  because 
she  had  to  have  insulin  three  times  daily, 
her  diet  had  to  be  figured  accurately  and 
so  on.  Frankly,  the  camp  operators  were 
afraid  to  have  her  as  a camper. 

The  thought  of  a full  summer  camp  for 
diabetic  children  became  a dream  about 
which  I talked  to  many  people.  One  day  a 
group  of  interested  business  men  of  Gaines- 
ville came  to  Dallas  to  see  me.  They  as- 
sured me  that  if  I would  only  come  to 
Gainesville,  70  miles  north  of  Dallas,  they 
would  make  my  dream  a reality.  After  the 
war  these  business  men  were  still  enthusi- 
astic about  the  project.  In  the  fall  of  1947 
I moved  to  this  little  City  of  about  12,000 
souls.  In  October  of  1949  there  were  ground 
breaking  ceremonies.  During  the  summers 
of  1950-51  several  hundred  children  enjoyed 
camp  life  for  the  first  time  in  their  lives. 
We  attempted  to  teach  these  children  inde- 
pendence and  self-reliance.  We  have  suc- 
ceeded. 

Camp  Sweeney  is  owned  and  operated 
by  the  Sweeney  Diabetic  Foundation.  The 
Foundation  is  incorporated  under  the  Laws 
of  the  State  of  Texas  as  a non-profit  organi- 
zation. The  Treasury  Department  in  Wash- 
ington has  authorized  and  allows  donations 

* Presented  at  t lie  Postgraduate  Course  in  Chronic  Illness  at 
the  University  of  Oklahoma  School  of  Medicine  June  27,  1952. 


to  the  Foundation  as  deductible  expense 
from  tax  returns.  The  Foundation  operates 
on  a national  basis.  It  is  not  restricted  to 
the  State  of  Texas. 

In  addition  to  the  summer  camp  for  dia- 
betic children  other  projects  are  in  the 
making.  These  are  research  laboratories  for 
the  study  of  various  allied  metabolic  prob- 
lems; a medical  pavilion  where  any  type  of 
metabolic  disorder  or  disease  may  be  sent 
for  study  and  treatment,  and  lastly  an  edu- 
cational program  to  provide  both  the  laity 
and  medical  profession  new  information  re- 
garding metabolic  problems  in  general.  All 
of  these  activities  have  and  can  only  be  made 
possible  by  funds  acquired  by  voluntary  do- 
nations. 

Our  camp  has  processed  approximately 
300  children.  It  is  the  only  camp  to  my 
knowledge  that  operates  throughout  the 
summer  — three  semesters  of  one  month 
each.  It  is  hoped  that  during  the  Fall,  Win- 
ter and  Spring  that  adult  diabetics  may 
come  and  enjoy  the  facilities  of  the  camp 
area  such  as  horseback  riding,  fishing,  hunt- 
ing, boating,  games  etc.  Likewise  we  have 
had  requests  from  mothers  who  have  small 
children  that  they  might  come  and  stay  for 
a time  for  instruction,  training  and  vaca- 
tion. 

Camp  Sweeney  is  located  on  403  acres 
of  wooded,  rolling  hills  nine  miles  northeast 
of  Gainesville.  This  land  is  owned  by  the 
Foundation  and  there  is  a 25-acre  spring 
fed  lake,  scientifically  stocked  with  fish,  fac- 
ing the  main  lodge.  In  addition  to  the  spa- 
cious lodge  there  are  four  barracks,  each 
with  showers,  toilets,  infirmary  room  and 
drug  treatment  rooms.  Each  of  the  barracks 
houses  24  children.  There  are  two  for  girls 
and  two  for  boys.  The  lodge  and  barracks 
are  built  of  California  redwood  and  the 
Foundation  owns  these  physical  properties 
as  well  as  two  dozen  riding  horses  and  all 
of  the  various  sports  equipment  including 
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boats  and  outboard  motors.  The  Camp  has 
been  so  designed  that  additional  barracks 
may  be  built.  The  Camp  is  primarily  for 
children  who  live  in  the  16  Southern  States. 
However,  no  child  has  ever  been  turned 
down  because  of  the  geographic  location 
of  his  home. 

Our  campers  this  summer  came  from  Col- 
orado, Kansas,  Arkansas,  Louisiana,  New 
Mexico,  Oklahoma,  Mississippi,  Tennessee, 
and  from  all  parts  of  Texas.  Already  we 
have  applications  from  Florida,  Alabama, 
Kentucky,  California,  Pennsylvania,  Canada 
and  Alaska  as  well  as  several  foreign  coun- 
tries, in  addition  to  the  States  above.  Eighty 
per  cent  of  our  campers  in  1951  either  paid 
nothing  or  a token  tuition  of  a few  dollars. 
The  remainder  paid  the  regular  camp  fee. 
No  child  has  ever  been  denied  admission  to 
our  camp  because  of  inability  to  pay.  No 
child  knows  who  does  or  does  not  pay.  Some 
of  the  children  stay  four  weeks,  some  stay 
two  months  and  several  were  here  for  the 
entire  summer.  The  ages  range  from  six  to 
18. 


A highly  trained  staff  of  medical  men 
and  women,  registered  nurses,  dietitians 
and  counselors,  all  of  whom  are  university 
graduates  and  teachers,  look  after  the  wel- 
fare of  the  campers.  Many  of  our  staff  are 
diabetics.  My  services  as  Medical  Director 
are  given  without  remuneration.  I receive 
no  stipend  from  the  Foundation. 

At  Camp  Sweeney,  while  all  of  the  recre- 
ational activities,  including  all  of  the  crafts 
and  sports  are  available,  there  is  a success- 
ful effort  made  to  teach  the  children  the 
history  of  diabetes  and  the  mechanics  of 
the  disorder.  Treatment  and  the  various 
insulins  are  discussed  and  all  of  the  chil- 
dren learn  to  give  their  own  insulin  and 
test  their  own  urines.  All  of  the  older  ones 
are  taught  to  figure  their  own  diets.  In 
short  we  try  to  create  within  each  camper 
a desire  to  be  a good  diabetic  and  we  give 
them  an  understanding  and  philosophy  of 
diabetes  that  make  them  independent  and 
unafraid.  We  strip  them  of  all  self  con- 
sciousness and  inferiority  complexes  they 
might  have  and  try  to  return  them  to  their 
parents,  proud  and  chesty  youngsters. 


A SURVEY  OR  THE  CHANGING 
HEALTH  PROBLEMS* 

Kirk  T.  Mosley,  M.D. 

OKLAHOMA  CITY,  OKLAHOMA 


Physicians  who  have  graduated  in  recent 
years  finished  their  formal  medical  educa- 
tion without  seeing  a case  of  smallpox  or 
malaria  and  only  an  occasional  case  of  ty- 
phoid fever  and  diphtheria.  The  infectious 
disease  hospitals,  the  so-called  pest  houses 
of  previous  decades,  are  rapidly  disappear- 
ing from  the  medical  scene.  The  high  sum- 
mer peaks  of  deaths  from  diarrhea  and  en- 
teritis for  infants  and  children  under  two 
years,  which  characterized  this  condition  in 
past  years,  have  nearly  vanished  in  all  ex- 
cept a few  areas.  It  is  obvious  that  the  clin- 
ical entities  and  health  problems  facing  the 
medical  profession  today  are  very  different 
from  those  of  only  a few  decades  ago.  It 
is  equally  obvious  that  medical  problems 
have  not  disappeared ; they  are,  however, 
changing  in  many  respects.  Much  of  this 

*This  category  of  conditions  is  now  carried  in  the  internation- 
al list  of  causes  of  death  under  the  heading  of  gastritis,  duo- 
denitis, enteritis  and  colitis.  Age  group  is  not  specified  probably 
because  the  differential  by  age  groups  is  so  small  that  is  it  not 
considered  of  sufficient  importance  for  separate  listing. 


change  in  the  nature  of  medical  problems 
is  the  result  of  progress  in  the  medical  sci- 
ences and  the  quality  of  medical  care. 

In  order  to  be  more  specific  in  discussing 
the  changing  health  and  medical  problems 
a brief  review  will  be  made  of  the  mortality 
records  of  those  diseases  and  conditions 
which  are  largely  responsible  for  the  chang- 
ing character  of  medical  practice. 

Tuberculosis,  the  leading  cause  of  death 
in  1900,  with  a rate  of  approximately 
200/100,000  has  steadily  declined  to  a rate 
of  less  than  30.  This  disease  is  slipping  out 
of  that  select  group  known  as  the  10  lead- 
ing causes  of  death  and  in  several  states 
this  has  already  happened.  Typhoid  and 
paratyphoid  fever  ranked  high  as  a cause 
of  death  in  1900  with  a rate  of  approximate- 
ly 30/100,000.  This  rate  is  now  less  than 
one.  Many  of  the  older  practitioners  re- 
member when  their  practice  was  nearly  dis- 
rupted by  typhoid  fever  cases  in  the  fall  of 
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each  year.  Many  physicians,  who  have  grad- 
uated less  than  10  years  ago,  are  still  wait- 
ing to  encounter  their  first  case  of  the  dis- 
ease. The  rate  of  diphtheria  of  over  40 /100,- 
000  was  even  higher  than  that  for  typhoid 
fever  in  1900.  However,  the  decline  of  diph- 
theria has  been  even  more  rapid  than  ty- 
phoid fever  so  that  the  present  rate  is  also 
less  than  one. 

The  rate  of  disappearance  of  malaria  in 
the  United  States  has  been  remarkable  and 
in  recent  years,  the  United  States  Public 
Health  Service  has  been  able  to  verify  the 
indisputable  indigenous  origin  of  only  a few 
cases.  Malaria  is  so  scarce  in  Oklahoma 
that  the  State  Health  Department  is  offering 
$5.00  for  every  case  of  indigenous  malaria 
proven  by  a positive  blood  smear.1  As  yet, 
the  first  payment  is  to  be  made.  Not  so 
many  years  ago,  malaria  was  so  highly  en- 
demic with  cycles  of  epidemic  years  that 
the  disease  was  considered  one  of  the  hope- 
less medical  problems  effecting  a large  part 
of  the  south.  In  epidemic  years  this  scourge 
was  among  the  leading  causes  of  death  in 
several  of  the  southern  states. 

The  heavy  loss  of  life  of  infants  and  chil- 
dren under  the  age  of  two  from  diarrhea 
and  enteritis*  was  at  the  rate  of  115/100,- 
000  at  the  beginning  of  the  century.  Deaths 
from  this  cause  were  especially  common  dur- 
ing the  summer  months.  Both  the  death  rate 
and  morbidity  rate  have  declined  steadily, 
with  the  present  death  rate  now  less  than 
7/100,000.  Research  has  shown  the  specific 
etiologic  agents  responsible  for  many  of  the 
clinical  conditions  previously  carried  in  this 
category  and  methods  of  treatment  and  pre- 
vention has  sharply  lowered  the  deaths  from 
these  causes. 

The  graph,  shown  in  Chart  I,  portrays 
the  nearly  steady  decline  of  the  death  rates 
from  1900  to  1950  of  a group  of  conditions 
which  may  be  classified  as  acute  infectious 
entities.  It  is  of  interest  to  note  that  this 
rather  small  group  which  includes  tubercu- 
losis, typhoid  and  paratyphoid  fever,  diph- 
theria, diarrhea  and  enteritis  in  infants 
and  children  unde  r two,  and  malaria 
accounted  for  nearly  one  death  out  of 
every  four  in  1900  while  today  they 
account  for  less  than  one  death  out  of  25 
and  nearly  all  of  these  are  due  to  tubercu- 
losis. While  these  favorable  changes  were 
occurring  for  this  particular  group  of  con- 
ditions and  also  for  many  others  including 
pneumonia,  scarlet  fever,  whooping  cough, 
measles,  dysentery  and  nearly  all  of  the 


other  acute  infectious  diseases,  health  prob- 
lems of  an  entirley  dfferent  nature  were  be- 
coming relatively  more  important.  The  dis- 
eases which  have  gradually,  but  steadily  re- 
placed the  acute  communicable  diseases  as 
major  causes  of  death  are  headed  by  the 
triad  of  heart  disease,  cancer  and  cerebral 
hemorrhage.  The  graph,  in  Chart  I shows 
that  in  1900,  two  of  these  conditions,  heart 
diseases  and  cancer  were  responsible  for 
only  one  death  in  eight.  Today  these  two 
are  credited  with  well  over  one  half  of  all 
the  lives  lost  each  year.  In  this  connection, 
it  must  be  remembered  that  a large  part 
of  the  increase  in  death  rates  from  degen- 
erative and  neoplastic  diseases  is  accounted 
for  by  the  increased  average  life  expectancy. 
More  people  are  living  to  an  age  when  de- 
generative and  neoplastic  conditions  have 
their  highest  incidence.  Much  of  the  in- 
crease of  the  life  expectancy  has  resulted 
from  the  prevention  of  deaths  formerly 
claimed  by  infectious  diseases  and  other 
causes  of  high  losses  of  infant  lives.  The 
reciprocal  relationship  between  declining 
death  rates  of  infectious  diseases  and  the. 
lengthening  of  the  span  of  life  is  graphically 
illustrated  in  Chart  II.  It  should  not  be  con- 
cluded from  this  illustration  that  the  length- 
ening of  life  is  accounted  for  entirely  by  the 
decline  in  the  death  rates  of  only  those  dis- 
eases (tuberculosis,  typhoid  and  paratyphoid 
fever,  diphtheria,  diarrhea  and  enteritis  and 


TABLE  I 

LEADING  CAUSES  OF  DEATH  IN 
OKLAHOMA,  1920  AND  1950 


1920 

1950 

Can 

ses 

No.  of  Deaths  Causes 

No.  of  deaths 

Pneumonia  

.1,582 

Heart  diseases  

.6,056 

* Acute  communi 

Cancer  

.2,682 

cable  diseases  ... 

.1,481 

Cerebral  hemorrhage 

2,246 

Influenza  

.1,363 

Accidents  

.1,350 

Tuberculosis  

.1,128 

Congenital  Malfor- 

Congenital  Malfor 

mations  and  dis- 

mations  

.1,013 

eases  of  infancy 

1,155 

Cerebral  hemorrhage 

..  948 

Pneumonia  

..  600 

Heart  disease  

755 

Tuberculosis  

..  500 

Diarrhea  and  enter- 

Nephritis  

..  445 

itis  under  2 years. 

..  695 

Diabetes  

..  308 

Nephritis  

..  682 

Influenza  

..  214 

Cancer  

..  617 

Suicides  

..  193 

Maternal  deaths  

..  313 

Intestinal  Obstrue- 

Appendicitis  

..  210 

tions  and  hernia  .. 

..  147 

•INCLUDES:  Typhoid  fever,  malaria,  smallpox, 

measles,  scarlet  fever,  whooping  cough, 
diphtheria,  dysentery,  tetanus,  polio- 
myelitis and  rabies. 

SOURCE:  PUBLIC  HEALTH  STATISTICS, 

PART  II  BIRTHS  AND  DEATHS, 
OKLAHOMA  STATE  DEUARTMENT 
OF  HEALTH,  1050,  AND  UNPUB- 
LISHED DATA  FROM  THE  FILES 
OF  THE  DEPARTMENT. 
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selected  causes  (typhoid  and  paratyphoid  fever,  diphtheria, 
malaria,  diarrhea  and  enteritis  under  age  2,  and  tubercu- 
losis) and  the  aveage  life  expectancy  at  birth. 

SOURCE:  Vital  statistics  of  the  United  States,  Bureau  of 
Census  Annual  Publication,  1900-1949. 

malaria),  listed  in  the  chart,  however,  the 
lowered  death  rates  of  this  group  have  con- 
tributed a great  deal  to  the  present  life  ex- 
pectancy. 

While  most  of  the  statistical  material  used 
in  the  above  discussion  has  been  derived 
from  data  taken  from  the  mortality  statis- 
tics of  the  United  States,  the  same  general 
trend  of  death  rates  holds  true  for  Oklaho- 
ma. This  is  well  demonstrated  in  Table  I 
which  shows  the  12  leading  causes  of  death 
in  Oklahoma  in  1920  and  a corresponding 
list  for  1950.  Under  the  heading  of  acute 
communicable  diseases  which  ranked  second 
in  the  list  in  1920  are  included,  diphtheria, 
with  402  deaths ; typhoid  fever  with  362 
death;  whooping  cough,  with  315  deaths; 
dysentery,  with  121  deaths;  malaria,  with 
106  deaths;  measles,  with  84  deaths;  scarlet 
fever,  with  29  deaths ; tetanus  and  polio- 
myelitis each  23  deaths;  smallpox  with  13 
deaths  and  three  from  rabies.  The  total 
deaths  from  these  causes  was  1,481  in  1920. 
The  number  of  deaths  from  this  same  group 
in  1950  was  only  82.  It  may  be  surprising 
to  some  that  maternal  mortality  was  includ- 
ed among  the  first  12  causes  of  death  in 
1920.  At  that  time  the  rate  was  7.7.  This 
rate  has  declined  to  a figure  of  0.9  which 
may  be  compared  with  an  estimated  national 
rate  of  O.7.  It  is  of  interest  to  note  that 
the  four  leading  causes  of  death  in  1920, 
as  shown  in  the  table,  fall  in  the  category 
of  infectious  diseases.  Not  any  of  this  group 
is  found  among  the  first  four  causes  of 
death  in  1950.  They  gave  way  to  heart  dis- 
ease, cancer,  cerebral  hemorrhage  and  ac- 


tious  diseases  (typhoid  and  paratyphoid  fever,  diptheris 
malaria,  diarrhea  and  enteritis  under  age  2,  and  tubercu 
losis)  and  death  rates  from  selected  chronic  diseases  (heai 
diseases  and  cancer) 

SOURCE:  Vital  statistics  of  the  United  States,  Bureau  o 
Census  Annual  Publication,  1900-1949. 

cidents.  This  change  in  the  relative  impor- 
tance in  the  causes  of  mortality  and  mor- 
bidity is  not  just  simply  a matter  of  sta- 
tistical interest  and  significance.  It  lies  at 
the  center  of  many  of  the  problems  being 
encountered  by  the  medical  profession  today. 

The  practice  of  medicine  is  not  focused 
to  the  same  extent  as  it  has  been  in  the 
past  upon  the  treatment  of  acute  illness. 
Many  of  these  diseases  are  now  preventable 
and  most  of  the  others  are  self  limited  in 
duration.  The  younger  age  groups  have 
profited  most  from  preventive  measures  and 
to  that  extent  may  expect  to  receive  a rela- 
tive smaller  proportion  of  medical  care  serv- 
ices. On  the  other  hand,  there  is  much 
evidence  that  the  older  age  groups  will  be 
making  an  increasing  demand  upon  the 
physician’s  time  and  greater  use  of  medical 
care  facilities.  The  chief  reasons  for  this 
are:  (1)  the  population  is  aging;  the  num- 
ber as  well  well  as  the  per  cent  of  people 
in  the  older  age  groups  is  steadily  increas- 
ing, and  (2)  the  long-term  sickness  often 
referred  to  as  a chronic  illness  or  disease 
is  much  more  frequent  in  the  older  age 
groups,  especially  in  those  groups  40  years 
of  age  and  over. 

To  illustrate  the  significance  of  these 
changes  to  the  practice  of  medicine,  refer- 
ence will  be  made  to  a study2  dealing  with 
chronic  illness  in  the  population  over  65. 
According  to  this  study,  it  is  estimated  that 
the  number  of  cases  of  cardiovascular  renal 
diseases  in  the  population  over  65  may  reach 
3.8  million  by  1975,  as  compared  with  an 
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estimated  1.5  million  cases  in  1935.  If  the 
rate  of  physician  house  calls  for  medical 
care  for  this  type  of  illness  remains  the 
same  in  1975  as  in  1935,  the  grand  total 
may  reach  18.7  million  house  calls  as  com- 
pared with  an  estimated  7.3  million  in  1935. 
Also  on  the  basis  of  the  experience  in  1935, 
it  is  estimated  that  25,000  hospital  beds  will 
be  required  for  this  specific  group  of  pa- 
tients alone.  If  these  estimations  are  close 
to  the  truth,  it  is  apparent  that  an  increas- 
ing proportion  of  medical  care  including  all 
the  ancillary  services  will  be  devoted  to 
patients  with  chronic  diseases. 

The  natural  history  of  many  chronic  dis- 
eases have  certain  features  which  may  be 
expected  to  have  an  influence  on  the  type 
and  nature  of  medical  practice.  Many  of 
these  diseases  are  characterized  by  an  onset 
so  insidious  that  the  patient  may  have  no 
presenting  sign  or  symptom  until  the  dis- 
ease has  reached  an  advanced  stage.  Ac- 
cordingly, the  detection  of  the  disease  in 
its  early  stage  will  often  depend  upon  the 
careful  and  thorough  evaluation  by  the  physi- 
cian of  apparently  well  patients  and  those 
with  only  “so-called”  trivial  complaints. 
Many  studies  are  being  made  to  devise 
means  whereby  the  incipient  stage  of  the 
more  common  chronic  diseases  can  be  de- 
tected by  simple,  reliable  and  inexpensive 
procedures  on  a mass  scale.  These  programs 
often  referred  to  as  multiphasic  clinics  or 
mass  screening  clinics  are  still  undergoing 
careful  study  and  evaluation.  Certain  pro- 
cedures for  the  early  discovery  of  some  of 
the  more  common  chronic  conditions  are 
well  established  such  as  the  serologic  test 
for  syphilis  and  the  mass  x-ray  examination 
for  tuberculosis.  However,  tests  for  the 
early  detection  of  heart  disease  and  cancer, 
suitable  for  mass  screening  purposes,  have 
yet  to  be  devised.  The  most  efficient  and 
effective  screening  clinic,  operating  for  mass 
production,  is  not  designed  to  replace  or 
equal  the  evaluation  of  the  individual’s 
health  status  by  the  private  physician.  How- 
ever, when  properly  managed  and  supervis- 
ed, screening  clinics  of  some  type  may  be  of 
great  assistance  to  the  medical  profession 
in  providing  a service  to  the  community. 

Many  of  the  diseases  in  the  older  age 
groups  are  characterized  by  a chronic  course 
which  may  be  interrupted  with  periods  of 
remissions  and  exacerbations.  Under  such 
circumstances,  medical  supervision  must  be 
considered  in  terms  of  months  or  years. 


This  aspect  of  chronic  illness  has  a direct 
bearing  on  the  teaching  program  for  medi- 
cal students.  In  many  instances,  courses  of 
instruction  including  clinical  teaching  pro- 
vide only  a cross  sectional  perspective  about 
a disease  state.  The  longitudinal  perspective 
in  which  the  natural  history  of  the  disease 
is  followed  by  means  of  medical  supervision 
of  a patient  over  a period  of  months  or  years 
is  often  difficult  to  indoctrinate  into  the 
student.  It  is  Pullen’s3  belief  that  the  phy- 
sician in  active  practice  attending  the  aged 
is  confronted  with  sociologic  and  economic 
problems  which  are  covered  inadequately, 
if  at  all,  by  the  average  undergraduate  medi- 
cal curriculum.  This  problem  is  being  ap- 
proached by  a research  project  recently  un- 
dertaken by  the  University  Hospitals,  the 
University  of  Oklahoma  Medical  School  and 
the  Oklahoma  State  Health  Department.  In 
this  project,  the  various  aspects  of  compre- 
hensive medical  care  of  patients  with  a 
chronic  illness  are  to  be  studied  and  used  in 
clinical  instruction  of  medical  students.  An 
integral  part  of  this  program  includes  con- 
tinuous medical  supervision  of  patients  dur- 
ing the  entire  course  of  illness,  both  while 
in  the  hospital  and  when  at  home. 

The  increase  in  patients  with  chronic  dis- 
ease may  be  expected  to  stimulate  the  de- 
velopment and  utilization  of  many  ancillary 
and  related  medical  facilities  and  services 
other  than  the  medical  care  rendered  by  the 
patient’s  physician.  Facilities  such  as  nurs- 
ing homes,  convalescent  homes  and  hospi- 
tals, rehabilitiation  centers,  will  assume  in- 
creasing importance.  Services  such  as  those 
rendered  by  visiting  nurses  associations, 
and  voluntary  health  organizations  are  prov- 
ing to  be  very  helpful  in  meeting  some  of 
the  problems  created  by  chronic  diseases. 
While  such  services  and  facilities  enter  into 
the  medical  picture,  the  actual  medical  su- 
pervision of  the  patient  remains  the  para- 
mount duty  of  the  physician.  It  becomes 
necessary  for  the  medical  profession  and 
the  individual  practitioners  to  be  cognizant 
of  services  and  facilities  available  in  the 
community  and  how  they  may  be  obtained 
and  utilized  by  eligible  patients.  For  example, 
this  issue  of  the  Journal  carries  an  an- 
nouncement of  a new  service  for  cardiac  pa- 
tients which  is  being  provided  through  the 
cooperative  efforts  of  the  Oklahoma  branch 
of  the  American  Heart  Association,  the  Uni- 
versity Hospitals  and  the  University  of  Ok- 
lahoma Medical  School  and  the  Oklahoma 
State  Health  Department. 
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The  medical  problems  which  have  been 
presented  by  the  aging  population  with  their 
high  prevalence  of  chronic  diseases  are  call- 
ing forth  a veritable  mass  of  research  and 
studies  which  are  approaching  these  prob- 
lems from  every  conceivable  aspect.  In  an 
effort  to  bring  together  many  of  disciplines 
and  resources  which  will  be  needed  to  help 
solve  these  problems,  a Commission  on 
Chronic  Illness  was  founded  in  1949  under 
the  sponsorship  of  the  American  Medical 
Association,  the  American  Hospital  Associ- 
ation, the  American  Public  Health  Associa- 
tion and  the  American  Public  Welfare  As- 
sociation. Because  of  the  growing  impor- 


tance of  problems  directly  related  to  chronic 
diseases,  the  individual  physician  has  a re- 
sponsibility of  acquainting  himself  with  the 
medical  aspects  of  these  problems  and  keep- 
ing himself  informed  about  the  socio-eco- 
nomic factors  involved  with  the  aging  of 
the  population  and  their  influence  on  the 
practice  of  medicine. 
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THE  CARDIAC  CONTROL  PROGRAM  IN  GEORGIA* 


J.  Gordon  Barrow,  Jr.,  M.D. 

ATLANTA,  GEORGIA 


The  need  for  a well  developed  clinic  pro- 
gram in  Georgia  has  been  apparent  to  those 
working  in  the  field  of  heart  disease  for 
some  time.  Prior  to  the  spring  of  1949  the 
only  two  clinics  treating  heart  disease  in 
Georgia  were  at  the  medical  schools,  one 
in  Augusta  and  one  in  Atlanta,  and  these 
were  merely  a part  of  the  outpatient  de- 
partment of  the  hospital  and  had  no  home 
care  or  follow-up  service,  insufficient  staff 
and  no  public  health  objectives. 

When  federal  funds  became  available  for 
the  development  of  a cardiac  program  in 
Georgia,  it  was  decided  that  the  first  step 
would  be  to  develop  two  strong  regional 
clinics,  one  at  each  medical  school,  so  that 
these  could  act  as  consultation  centers  for 
the  remainder  of  the  clinics  when  they  were 
established.  Nurses,  secretaries,  social 
workers,  and  certain  badly  needed  equip- 
ment were  furnished  to  these  two  clinics. 
Since  that  time  there  have  gradually  been 
opened  over  the  state  11  more  cardiac  clinics 
to  serve  the  smaller  communities.  These 
have  almost  invariably  been  under  the  spon- 
sorship of  the  local  health  department  with 
the  local  physicians  most  interested  in  heart 
disease  giving  their  time  and  services  to 
the  clinic  free  of  charge.  The  clinics  have 


been  developed  as  a co-operative  effort  be- 
tween the  Georgia  Heart  Association,  the 
state  and  local  public  health  services  and 
the  local  hospital  and  welfare  agencies.  It 
is  felt  that  a co-operative  effort  is  always 
more  productive  than  a single  agency  try- 
ing to  take  the  full  responsibility. 

The  purpose  of  these  clinics  is  three  fold : 

1.  The  care  of  indigent  cases  of  heart  dis- 
ease or  potential  heart  disease  in  the  com- 
munity. 

2.  The  education  of  nurses,  medical  stu- 
dents and  doctors  to  better  recognize  and 
care  for  heart  disease. 

3.  Research  into  the  problems  of  heart 
disease  care. 

A detailed  description  of  the  Atlanta  clin- 
ic, one  of  the  regional  clinics,  might  be  well 
at  this  time.  This  Atlanta  clinic  has  a half 
time  Cardiologist  as  medical  director,  a full 
time  clinic  nurse,  five  nurses  trained  in  pub- 
lic health  work  to  do  home  visiting  and  fol- 
low-up, two  full  time,  well  trained  medical 
social  workers  and  two  secretaries.  In  ad- 
dition there  is  a full  time  fellow  in  cardi- 
ology furnished  by  the  Georgia  Heart  Asso- 
ciation and  several  of  the  residents  in  the 
hospital  rotate  through  the  clinic.  Medical 
care  and  teaching  in  the  clinic  is  given  by 
12  leading  cardiologists  in  Atlanta  who  do- 
library  of  THE 


* Presented  at  the  Postgraduate  Course  in  Chronic  Illness  at 
the  University  of  Oklahoma  School  of  Medicine  June  27,  1952. 
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nate  their  time  free  of  charge.  There  are 
five  clinics  held  weekly,  the  adult  clinic  for 
new  patients,  the  adult  clinic  for  old  pa- 
tients, pediatric  cardiac  clinic,  hypertensive 
clinic  and  a screening  clinic  whereby  all 
school  children  found  to  have  heart  murmur, 
all  patients  picked  up  on  TB  X-rays  who 
have  enlarged  hearts  and  all  other  cases 
found  with  a question  of  heart  disease  can 
be  screened  to  see  whether  or  not  further 
study  in  the  Cardiac  Clinic  or  by  their  pri- 
vate physician  is  desirable.  The  equipment 
of  the  clinic  consists  of  10  examining  rooms, 
a fiuoroscope,  EKG  machine,  blood  pressure 
apparatus  and  apparatus  for  doing  sedimen- 
tation rates.  Routine  laboratory  and  X-ray 
facilities  are  available  in  the  hospital.  The 
records  are  dictated  by  the  doctors  on  a 
Dictaphone  and  the  nurses  receive  a copy 
of  his  notes  each  time  so  that  proper  follow- 
up may  be  accomplished.  The  criteria  for 
diagnosis  and  classification  of  the  Ameri- 
can Heart  Association  are  followed  in  the 
clinic. 

As  an  adjunct  to  the  clinic,  the  home 
nursing  service,  which  has  previously  been 
mentioned,  has  been  found  extremely  im- 
portant, both  for  follow-up  and  for  treat- 
ment purposes  as  well  as  prevention  of  fu- 
ture illnesses.  The  medical  social  workers 
have  also  proved  very  important  and  make 
home  visits  when  necessary. 

The  Vocational  Rehabilitation  Office  of 
the  state  co-operates  closely  with  us  in  the 
rehabilitation  of  patients.  The  nutritionist 


of  the  hospital  as  well  as  the  State  Health 
Department  nutritionist  also  co-operates 
with  us  in  planning  diets  for  patients.  The 
local  Crippled  Children’s  Division  of  the 
State  Health  Department  has  been  most 
helpful  in  co-operating  in  the  convalescent 
care  and  treatment  of  congenital  and  rheu- 
matic heart  disease,  and  other  agencies  of 
the  community  are  called  upon  for  services 
from  time  to  time. 

It  may  be  asked  at  this  time  what  public 
health  functions  the  clinics  are  serving.  I 
think  they  can  be  summarized  in  three  main 
groups : 

1.  Prevention  of  heart  disease.  We  can 
now  actively  prevent  rheumatic  fever  and 
subacute  bacterial  endocarditis  in  known 
susceptible  persons  by  proper  prophylactic 
techniques,  and  by  proper  treatment  we  can 
prevent  the  progression  of  the  disease  in 
many  patients. 

2.  Case  findings  and  screening.  In  this 
category  we  have  found  the  evaluation  of 
murmurs  in  school  children  to  be  of  great 
importance. 

3.  Reduction  of  local  hospital  load  since 
patients  are  taught  to  take  better  care  of 
themselves  at  home  and  the  rehabilitation 
of  many  who  would  otherwise  be  disabled 
and  on  relief. 

We  consider  that  the  statewide  cardiac 
program  has  been  very  worthwhile  and  be- 
lieve that  its  addition  to  a state  public  health 
program  would  be  a real  step  in  the  right 
direction. 


FALL  CLINICAL  CONFERENCE  SLATED  FOR  OCTOBER 


An  outstanding  program  is  planned  for  the  22nd 
Annual  Clinical  Conference  of  the  Oklahoma  City  Clini- 
cal Society  to  lie  held  October  27,  28,  29,  30,  1952  at 
the  Biltmore  Hotel,  Oklahoma  City. 

Complete  list  of  17  guest  speakers  appears  elsewhere 


in  the  Journal. 

General  assemblies,  postgraduate  panel  discussions, 
roundtable  luncheons,  clinic  dinner  and  the  annual 
smoker  will  comprise  the  program  as  in  the  past.  Round- 
table luncheons  will  be  held  each  day  at  noon. 


HAVE  YOU  HEARD? 


A.  Bay  Wiley,  M.D.,  Tulsa,  and  Miss  Catherine  Louise 
Davis,  formerly  of  Denver,  Colo,  were  married  recently. 

Leroy  Engles,  M.D.,  has  been  named  Bryan  County 
Health  Director. 

Morris  Smith,  M.D.,  Guymon,  attended  the  Grand 
American  Trap  Shoot  at  Vandalia,  Ohio. 

Thelma  Varian,  Wagoner,  showed  slides  taken  on  her 
recent  Canadian  trip  at  the  Wagoner  Rotary  Club. 

Tlomer  F.  Marsh,  formerly  associate  dean  and  pro- 
fessor of  bacteriology  at  the  University  of  Oklahoma 
School  of  Medicine  for  11  years,  is  now  assciate  dean  of 
the  new  University  of  Miami  Medical  School,  Miami, 
Florida. 

Balph  E.  Payne,  M.D.,  Edmond,  recently  attended  the 


postgraduate  course  at  the  Cook  County  Graduate  School 
of  Medicine. 

Lewis  J . Moorman,  M.D.,  Oklahoma  City,  editor  of  the 
Journal,  and  Mrs.  Moorman  will  attend  the  World 
Medical  Association  meeting  and  World  Medical  Editors 
Association  in  Athens,  Greece,  this  month  while  on  a 
Mediterranean  cruise. 

Boger  Beid,  M.D.,  Ardmore,  related  his  experiences 
while  serving  as  a colonel  with  the  45th  division  in 
Japan  at  a meeting  of  the  Ardmore  Rotary  Club. 

J.  E.  Tompkins,  M.D.,  Yukon,  was  recently  honored 
with  a community  ‘ 1 Appreciation  Day.  ’ ’ 

Col.  Everett  G.  King,  formerly  of  Duncan,  is  now 
commanding  officer  of  the  army  hospital  at  Nurnberg, 
Germany. 
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THE  COUNCIL-ACCEPTED  USES  OF 

Dramamine' 


NOW  ARE: 


SYMPTOMATIC  CONTROL  OF 
NAUSEA  AND  VOMITING 
ASSOCIATED  WITH 


pregnancy 

therapy  with  certain  drugs  ( antibiotics , etc.) 

electroshock  therapy 

narcotization 


MANAGEMENT  OF  VERTIGO  IN 


Meniere's  syndrome 
radiation  sickness 
hypertension 
fenestration  procedures 
labyrinthitis 


MANAGEMENT  OF 
VESTIBULAR  DYSFUNCTION 
ASSOCIATED  WITH 


Tablets:  50  mg.  each 

Liquid:  12.5  mg.  in  each  4 cc. 


Streptomycin  therapy 


— and,  of  course,  MOTION  SICKNESS 


Dramamine' 

BRAND  OF  DIMENHYDRINATE 

S EARLE 

RESEARCH  IN  THE  SERVICE 
OF  MEDICINE 
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Presidents  Pag 


e 


One  of  the  most  penetrating  and  painful  parental  remarks  that  I can  remember  is  “If 


you  dance,  you  must  pay  the  fiddler.” 

This  homely  bit  of  wisdom  was  dispensed  most  frequently  on  Monday  morning,  when 
after  a weed-end  of  revelry,  it  was  obvious  that  I was  neither  physically  nor  spiritually  able 
to  attack  with  vigor  the  arduous  duties  of  a farm  hand. 

It  seems  that  physicians  of  Oklahoma  are  also  becoming  acutely  aware  of  this  inex- 
orable law.  By  this  time  many  of  you  have  seen  your  Blue  Cross  and  Blue  Shield  dues 
go  up  and  what  is  worse  the  dues  of  the  patient  have  been  raised  in  some  counties. 

We  all  agreed,  by  implication  at  least,  to  admit  patients  on  Blue  Cross  only  for  bona 
fide  illness  and  to  keep  them  there  as  few  days  as  was  reasonable — and  in  general  to  fol- 
low the  spirit  as  well  as  the  letter  of  the  contract. 

Not  all  the  abuses  have  been  committed  by  doctors,  of  course.  Some  onery  people  put 
the  pressure  on  us  and  use  their  Blue  Cross  as  a convenience  or  even  luxury. 

There  is  no  way  yet  to  get  something  for  nothing  nor  can  you  get  blood  out  of  a tur- 
nip. 

When  the  money  paid  out  exceeds  the  money  paid  in,  the  dues  must  be  raised  or  the 
plan  folds  up.  Simple  as  that. 

Anyway,  we  are  now  paying  the  fiddler  and  his  fee  will  be  even  higher  unless  we  hon- 
estly and  seriously  undertake  to  make  the  plan  work.  An  average  of  a single  day  less  in 
the  hospital  for  each  patient  would  take  us  out  of  the  red. 

Think  it  over. 


President 


® 


NEO-IOPAX 

(Sodium  Iodomethamate  U.S.P.) 


A safe  urographic 
contrast  medium 
remarkably  free 
from  hazard  for 
the  patient. 


NEO-IOPAX  urograms  and  priodax  cholecystograms 


o 


give  definitive  information  for  diagnosing  certain  pathologic 
conditions  of  the  urinary  and  biliary  tracts,  respectively — without  penalty. 


PRIODAX® 

(Iodoalphionic  Acid  U.S.P.) 

A well  tolerated 
cholecystograpliic 
agent,  conveniently 
administered, 
pleasant  to  take. 


CORPORATION 


BLOOMFIELD.  N.  J. 


NEO-IOPAX  K PRIODAX 
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OBITUARIES 


PAUL  H.  CRAWFORD,  M.D. 

1882-1952 

Paul  H.  Crawford,  M.D.,  pioneer  Oklahoma  City 
physician,  died  suddenly  at  his  home  July  31. 

Born  in  Taylorstown,  Pa.  August  22,  1882,  he  came  to 
Oklahoma  City  in  1909.  At  the  time  of  his  death  he 
was  Oklahoma  county  physician  and  a member  of  the 
Oklahoma  sanity  board  and  was  physician  for  the  Okla- 
homa Boxing  Commission  for  15  years. 

He  was  a graduate  of  Lafayette  College,  Easton,  Pa., 
and  received  his  medical  degree  in  1907  from  the  Uni- 
versity of  Pittsburgh. 

In  addition  to  his  medical  activities,  he  was  a Mason, 
a member  of  the  Indian  Temple  Shrine,  Delta  Kappa 
Epsilon  social  fraternity,  and  Pi  Rho  Sigma  medical 
fraternity.  He  was  a member  of  the  First  Presbyterian 
church. 

Survivors  are  the  widow  of  the  home,  one  daughter 
and  a grandson. 


JAMES  F.  McMURRY,  M.D. 

1902-1952 

James  F.  McMurry,  M.D.,  well  known  Sentinel  phy- 
sician, died  August  after  several  months  illness,  a vic- 
tim of  leukemia. 

Doctor  McMurry,  who  was  49  at  the  time  of  his  death, 
was  co-founder  of  the  McMurry-Stowers  hospital  in 
Sentinel  and  had  practiced  in  that  community  since 
1934.  He  was  a graduate  of  Trinity  college,  Waxahachie, 
Texas,  and  of  Vanderbilt  Medical  School,  Nashville, 
Tennessee.  He  served  a year’s  internship  at  Nashville 
and  another  year  at  St.  Francis  Hospital  in  New  York 
City.  Following  his  internship,  he  took  two  years  of 
surgical  residency  training  at  St.  Luke ’s  Hospital  in 
New  York. 

Elected  to  Honorary  Membership  in  the  O.S.M.A.  at 
this  year’s  House  of  Delegates,  he  was  formerly  presi- 
dent and  secretary  of  the  Kiowa-Washita  County  Medi- 
cal Society,  a former  member  of  the  State  Board  of 
Medical  Examiners,  the  executive  committee  and  board 
of  directors  of  the  Oklahoma  Division  of  the  American 
Cancer  Society  and  was  one  of  the  first  physicians  to 
participate  in  the  preceptor  program  at  the  University 
of  Oklahoma  School  of  Medicine. 

He  was  a member  of  the  Methodist  church  and  the 
Masonic  lodge  and  was  an  active  member  of  the  Sen- 
tinel School  Board.  He  was  an  honorary  member  and 
past  president  of  the  Sentinel  Rotary  Club. 

Survivors  include  the  widow,  Mrs.  Anna  Jo  McMurry 
a former  president  of  the  Woman’s  Auxiliary  of  the 
O.S.M.A.  and  three  sons,  James  Finley  Jr.,  12;  John 
Carden  8 ; and  William  Lee,  3. 


E.  T.  KEELER.  M.D. 

1881-1952 

E.  T.  Keeler,  M.D.,  pioneer  Lament  physician,  died 
July  28  after  a long  illness. 

Doctor  Keeler,  who  was  graduated  from  Northwestern 
University  School  of  Medicine,  was  born  at  Belmont, 
Iowa,  September  6,  1881  and  began  the  practice  of 
medicine  at  Lamont  in  1913. 

Survivors  include  his  widow  of  the  home,  two  sons,  one 
granddaughter  and  three  grandsons. 


THOMAS  P.  ALLISON.  M.D. 

1870-1952 

Thomas  P.  Allison,  M.D.,  Sand  Springs,  died  August 
1 in  a Tulsa  hospital  following  a long  illness. 

Doctor  Allison,  who  was  born  at  Johnsville,  Arkansas 
November  15,  1870,  had  practiced  in  Sand  Springs  33 
years.  He  was  graduated  from  the  College  of  Physicians 
and  Surgeons  in  St.  Louis  in  1889  and  practiced  at 
Tahlequah  before  going  to  Sand  Springs. 

He  was  a member  of  the  Odd  Fellows  and  Woodmen 
of  the  World  lodges. 

Survivors  include  the  widow  of  the  home  and  one 
brother,  John  S.  Allison,  M.D.,  Tahlequah. 


KENNETH  D.  JENNINGS,  M.D. 

1898-1952 

K.  D.  Jennings,  M.I).,  Chelsea,  died  August  2 in  a 
Tulsa  hospital  of  Cancer. 

Doctor  Jennings  had  practiced  in  Chelsea  for  27  years 
and  owned  and  operated  his  own  hospital  there.  He  was 
a member  of  the  Chelsea  school  board  and  served  as 
president  18  years,  retiring  last  April. 

He  was  an  elder  of  the  First  Presbyterian  church,  a 
veteran  of  World  War  I and  a member  of  the  Lions 
club,  Chamber  of  Commerce  and  American  Legion. 

Born  at  Marlow,  he  took  pre-medical  courses  at  the 
old  Henry  Kendall  college,  now  the  University  of  Tulsa. 
He  was  graduated  from  the  University  of  Oklahoma 
School  of  Medicine  in  1924. 

Surviving  are  his  widow  of  the  home,  one  son,  grand- 
child, three  brothers  and  two  sisters. 


B.  H.  MOORE.  M.D. 

1889-1952 

B.  H.  Moore,  M.D.,  Oklahoma  City  physician  since 
1924,  died  September  30,  1952  after  an  illness  of  six 
months. 

Born  in  Johnson  County,  Texas,  Doctor  Moore  began 
his  practice  in  Durant  in  1919  after  graduation  from  the 
medical  school  in  Cincinnati,  Ohio.  In  addition  to  his 
medical  activities,  he  was  a member  of  Olivet  Baptist 
church,  a 32nd  Degree  Mason  and  a lifetime  member  of 
the  Shrine. 

Survivors  include  the  widow  of  the  home,  three 
daughters,  three  sons,  a step-son,  nine  brothers,  10 
grandchildren  and  one  great-grandchild. 

GEORGE  FULTON,  M.D. 

1881-1952 

George  Fulton,  M.D.,  Okalhoma  City,  died  July  1 
after  being  ill  for  almost  a month. 

Doctor  Fulton  had  practiced  in  Oklahoma  City  since 
1909.  He  was  born  in  Cedar  Glades,  Arkansas  January 
Hi,  1881  and  began  his  medical  studies  at  Barnes  Medi- 
cal School,  St.  Louis,  Mo.  He  completed  his  medical 
training  at  Memphis  Medical  college,  Memphis,  Tenn. 
and  after  practicing  in  Hot  Springs,  Ark.  for  a short 
time,  came  to  Oklahoma  City. 

Survivors  include  the  widow  of  the  home,  two 
daughters,  two  brothers  and  three  grandchildren. 
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COUNTY  OFFICERS  TO  HAVE 
MEETING  OCTOBER  26 

In  order  that  county  medical  societies  may  have  a 
closer  relationship  with  the  committees  of  the  Associa- 
tion and  the  general  program  of  the  Association,  there 
will  be  a meeting  of  all  officers  of  county  medical  so- 
cieties in  Oklahoma  City  October  2(5. 

Although  the  program  is  not  yet  complete,  it  is  con- 
templated that  the  procedure  will  be  principally  a panel 
discussion  of  the  activities  of  the  Association  as  outlined 
by  its  various  committees. 

In  addition  to  county  officers,  all  members  of  the 
Association  who  would  like  to  attend  are  cordially 
invited. 

1953  ANNUAL  MEETING 
TO  BE  HELD  APRIL  13-14-15 

The  Annual  Meeting  Committee  of  the  Association 
has  approved  the  recommendations  of  the  Convention 
Committee  of  the  Tulsa  County  Medical  Society  that 
the  1953  Annual  Meeting  of  the  Association  be  held 
April  13-14-15  with  the  House  of  Delegates  convening 
as  usual  on  the  Sunday  preceding  the  meeting. 

The  1953  Annual  Meeting  will  be  held  in  the  Cimarron 
Ballroom  which  is  located  just  two  blocks  from  the 
Mayo  Hotel  and  is  readily  accessible  to  the  hotel  facili- 
ties. The  1953  meeting  will  follow  the  same  general 
outline  as  the  1952  meeting  insofar  as  there  will  be  only 
one  general  scientific  session. 

PRIORITY  III  PHYSICIANS  BEING 
SCREENED  FOR  AVAILABILITY 

The  Oklahoma  Volunteer  Advisory  Committee  for 
Physicians,  Dentists  and  Veterinarians  is  in  the  process 
of  surveying  the  availability  for  military  service  of  all 
Priority  III  physicians.  This  is  in  line  with  Selective 
Service  directives  to  all  state  volunteer  advisory  com- 
mittees. 

According  to  Col.  Clive  E.  Murray,  Director  of  Selec- 
tive Service  for  Oklahoma,  there  are  262  Priority  III 
physicians  in  the  State. 

Priority  III  physicians,  when  found  available  for 
military  service,  will  be  placed  in  1A  and  subsequently 
ordered  by  Selective  Service  to  report  for  physical 
examination.  Priority  III  physicians  should  understand 
that  the  call  for  a physical  examination  is  not  a call 
for  induction. 

The  Oklahoma  Volunteer  Advisory  Committee  is  re- 
ceiving many  inquiries  as  to  the  possibility  of  Priority 
III  physicians  being  called  to  duty  but  the  Committee 
is  not  in  a position  at  this  time  to  give  a reasonable 
answer  to  this  inquiry.  It  is  hoped  that  by  the  first  of 
the  year  more  definite  information  will  be  made  avail- 
able, according  to  F.  Bedding  Hood,  M.  I>.,  chairman  of 
the  Committee. 

DIABETES  DETECTION  DRIVE 

During  the  week  of  November  16-22,  physicians  are 
asked  to  cooperate  in  the  Diabetes  Detection  Drive. 
Sixteen  county  medical  societies  in  the  state  have  formed 
committees  on  diabetes  to  carry  out  detection  activities 
this  fall  and  it  is  hoped  that  additional  county  societies 
will  participate.  Hugh  Jeter,  M.D.,  1200  North  Walker, 
Oklahoma  City,  is  a member  of  the  American  Diabetes 
Association  Committee  on  Detection  and  Education. 


HERE'S  A GOOD  IDEA! 

Because  the  deadline  for  the  Journal  is  one 
month  previous  to  its  publication,  it  is  impossible 
to  state  conclusively  that  the  following  will  take 
place. 

The  Executive  Office,  however,  is  in  posession 
of  information  that  at  least  one  of  the  larger 
county  medical  societies  will  put  to  a vote  of  its 
members  at  its  September  meeting  the  question 
as  to  whether  or  not  doctors  ’ offices  will  be  closed 
the  afternoon  of  election. 

At  least  this  thought  might  well  be  copied  by 
all  county  medical  societies! 


S.  M.  A.  AUXILIARY 
INVITES  WIVES  TO  MIAMI 

Complete  social  program  for  the  ladies  will  be  in- 
cluded in  the  agenda  for  the  Southern  Medical  Associa- 
tion meeting  in  Miami,  Florida,  November  10-13,  1952. 

Tentative  Auxiliary  program  is  as  follows: 

Sunday,  Nov.  9 — Special  Executive  Committee  meet- 
ings 

Monday,  Nov.  10 — Luncheon  for  Past  Presidents 
Luncheon  for  Councilors 

Tuesday,  Nov.  11 — Executive  Board  Breakfast 
General  Sessions 
Doctor’s  Day  Luncheon 
Other  social  activities,  including  a 
fish  fry  on  the  beach. 

Wednesday,  Nov.  12 — General  Sessions 

Luncheon  honoring  the  President, 
Mrs.  V.  Eugene  Holcombe;  the 
President-Elect,  Mrs.  Richard  F. 
Stover  and  visiting  State  Presi- 
dents and  Charter  Members. 

Thursday,  Nov.  13— Executive  Board  banquet. 

Mrs.  Ralph  B.  Eusden,  President  of  the  A.M.A. 
Auxiliary,  will  discuss  aims  and  general  program  of  the 
Auxiliary  and  Mrs.  John  McCuskey,  a vice  chairman  of 
the  A.M.A.  Auxiliary,  will  speak  on  nurse  recruitment. 

Officers  from  Oklahoma  are  Mrs.  Ray  M.  Balyeat, 
Oklahoma  City ; and  Mrs.  Herbert  Orr,  Tulsa,  Councilor 
and  Vice-Councilor;  Mrs.  Joseph  Kelso  and  Mrs.  W.  K. 
West,  both  of  Oklahoma  City,  are  members  of  the 
Executive  Board. 

STATE  DIABETIC  GROUP 
TO  MEET  IN  OKLA.  CITY 

Although  the  exact  time  and  place  will  be  announced 
later,  there  will  be  a meeting  during  the  Fall  Oklahoma 
City  Clinical  Society  meeting  of  physicians  interested  in 
the  Oklahoma  State  Diabetic  Association. 

During  the  O.S.M.A.  meeting  in  Oklahoma  City  in 
May,  an  Oklahoma  State  Diabetic  Association  was  or- 
ganized with  about  25  attending.  The  organization  will 
become  an  affiliate  organization  of  the  American  Dia- 
betes Association  and  plans  are  underway  to  proceed 
with  the  organization  as  they  have  in  many  communities 
in  various  sections  of  the  U.  S. 

For  further  information,  please  contact  Earl  Mulmed, 
M.D.,  Medical  Arts  Building,  Tulsa  Oklahoma. 
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MERCK 


PROVED  in  three  years’  clinical  use 


ACETATE 

(CORTISONE  ACETATE,  Merck) 


Typical  experience: 


Administration  of  CORTONE, 

systemically,  reduced  rheumatoid  arthritis  symptoms 
in  all  of  100  patients  treated. 

Daily  maintenance  doses  of  50  mg.  or  less,  orally, 
were  adequate  in  53  per  cent  of  cases. 

Ward,  E.,  Slocumb,  C.  H.,  Poiley,  H.  F.,  Lowroan,  E,  W.(  and  Hench,  P.  S., 
Proc.  Staff  Meet.  Mayo  Clin.  26:  361,  Sept.  26,  1951. 


CORTONE  is  the  registered 
trade-mark  of  Merck  & Co.,  Inc. 
for  its  brand  of  cortisone. 


MERCK  & CO.,  Inc. 

Manufacturing  Chemists 
RAHWAY,  NEW  JERSEY 

in  Canada:  MERCK  & CO.  Limited  — Montreal 
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HEALTH  OF  SCHOOL  CHILDREN 
DISCUSSED  AT  CONFERENCE 

The  Second  Annual  Conference  on  the  Health  of  the 
School  Age  Child  was  held  in  Norman  October  3 and  4. 
This  Conference,  as  it  was  last  year,  was  held  in  con- 
junction with  the  annual  meeting  of  the  Oklahoma  State 
Association  of  School  Health  Administrators. 

W.  W.  Bauer,  M.D.,  Director  of  the  A.  M.  A.  Bureau 
of  Health  Education  was  guest  speaker  at  the  luncheon 
on  Saturday,  October  4.  Other  out  of  state  speakers  were 
M.  J.  Peseor.  M.D.,  medical  consultant  on  mental  health 
of  the  U.  S.  Public  Health  Service  regional  office  in 
Dallas:  and  Thomas  E.  Shaffer,  M.D.,  practicing  pedia- 
trician of  Philadelphia,  Pa.  and  a member  of  the 
teaching  staff  at  St.  Christopher’s  Hospital  for  Children, 
Philadelphia.  Alfred  K.  Sugg,  M.D.,  President  of  the 
O.S.M.A.  addressed  the  group  on  Friday  morning. 

Sponsored  jointly  by  the  Oklahoma  Association  of 
School  Administrators,  the  Oklahoma  State  Medical 
Association,  State  Health  Department  and  the  Okla- 
homa Advisory  Health  Council,  each  county  medical 
society  was  urged  to  send  representatives  to  the  con- 
ference. 

PRESIDENT  OF  A.  M.  A. 

VISITS  OKLAHOMA 

Louis  H.  Bauer,  M.D.,  President  of  the  American 
Medical  Association,  was  the  principal  speaker  at  the 
dedication  of  the  new  wing  of  Hillerest  Hospital,  Tulsa, 
on  September  21. 

Due  to  the  fact  that  announcement  of  Doctor  Bauer’s 
trip  to  Oklahoma  was  not  announced  until  August  14, 
some  six  weeks  after  the  calling  of  the  Council  meeting 
on  the  same  date,  not  as  many  officers  of  the  Associa- 
tion found  it  possible  to  be  present  as  would  have  liked 
to  be. 

UNIVERSITY  HOSPITAL 
CARDIAC  CLINIC 

University  Hospital  has  recently  inaugurated  a new 
cardiac  clinic  to  provide  special  facilities  and  services  to 
cardiac  patients  with  diagnostic  and  therapeutic  prob- 
lems who  are  eligible  for  admission  to  the  University 
Hospital  and  outpatient  department.  The  clinic  meets 
from  1:00-3:00  P.M.  on  Tuesday  and  Thursday  of  each 
week. 

Admissions  to  the  clinic  will  be  on  limited  basis  and 
will  be  primarily  reserved  for  cases  referred  to  it  by 
physicians  desiring  consultative  assistance  on  patients 
with  cardiac  problems. 

It  is  the  purpose  of  the  clinic  to  make  a complete 
evaluation  of  the  patient  and  promptly  report  the  find- 
ings to  the  referring  physicians  with  recommendations 
for  therapy  and  management. 

Physicians  who  wish  to  have  their  patients  admitted 
to  this  clinic  may  do  so  by  writing  to  Mrs.  Doris  Snyder, 
Secretary,  Cardiac  Clinic.  University  Hositals.  Oklahoma 
City,  Oklahoma.  Telephone  number,  Regent  6-1511,  ex- 
tension 200.  An  appointment  will  be  made  for  the  pa- 
tient with  instructions  giving  the  date  and  hour  and 
place  to  report  for  this  special  service. 

The  cardiac  clinic  is  receiving  support  and  assistance 
from  the  Oklahoma  Heart  Association  and  the  State 
Health  Department.  With  its  growth  and  development 
of  the  clinic,  it  is  expected  to  meet  the  criteria  estab- 
lished by  the  American  Heart  Association  for  cardiac 
clinics. 


PRESIDENT  SUGG  APPOINTS 
CHAIRMEN  OF  COMMITTEES 

Chairmen  of  the  Standing  Committees  of  the  Asso- 
ciation for  the  coming  year  have  been  announced  by 
Alfred  R.  Sugg,  M.D.,  President. 

Heading  up  the  committees  are  R.  Q.  Goodwin,  M.D., 
Oklahoma  City,  Public  Policy  ; R.  M.  Wadsworth,  M.D., 
Tulsa,  Public  Health;  Milam  F.  McKinney,  M.D.,  Okla- 
homa City,  Military  Affairs;  Gifford  H.  Henry,  M.D., 
Tulsa,  Civilian  Defense;  Harry  A.  Daniels,  M.D.,  Okla- 
homa City,  Postgraduate  Education;  and  L.  Chester 
McHenry,  M.D.,  Oklahoma  City,  Organizational  Func- 
tions. 

The  additional  appointments  to  these  committees  will 
be  on  the  basis  of  Councilor  Districts  with  the  exception 
of  the  Public  Health  Committee  whose  members  serve 
on  a Congressional  District  basis. 

It  is  hoped  that  the  entire  membership  of  these 
committees  can  be  published  in  the  next  issue  of  the 
Journal. 


COUNCIL  MEETS 
AT  LAKE  TEXOMA 

The  first  fall  meeting  of  the  Council  was  held  at 
Burns  Run  Lodge  Lake  Texoma  September  20  and  21. 

In  addition  to  the  members  of  the  Council  and  Officers 
of  the  Association,  the  following  were  invited  to  attend: 

President,  secretary  and  executive  secretary  of  the 
state  pharmaceutical,  dental,  press,  hospital  and  farm 
bureau  organizations;  president,  secretary  and  execu- 
tive secretary  of  the  Arkansas  State  Medical 
Association;  Oklahoma  Commissioner  of  Health;  presi- 
dent, secretary  and  executive  director  of  Blue  Cross  and 
Blue  Shield.  Medical  Board  of  Examiners  and  attorney, 
Dean  of  the  University  of  Oklahoma  School  of  Medicine 
and  Director  of  Out-Patients  and  Admissions;  President 
of  the  University  of  Oklahoma  and  chairman  of  the 
Board  of  Regents;  Chairmen  of  the  Standing  Commit- 
tees of  the  Oklahoma  State  Medical  Association;  and 
representatives  of  the  Executive  Office  of  the  Associa- 
tion. 

The  meeting  of  the  Council,  in  addition  to  being  a 
business  session,  was  in  the  form  a general  get  together 
of  other  organizations  and  public  agencies  having  an 
interest  in  the  health  fields.  A tour  of  Lake  Texoma  on 
an  excursion  boat  was  part  of  the  entertainment  planned 
for  the  members  of  the  Council  and  guests  who  attended. 


RELEASED  FROM  SERVICE 

The  following  Oklahoma  physicians  have  recently  been 
released  from  the  Armed  Forces: 

Capt.  Robert  B.  Bolene,  Enid;  Lt.  Bill  J.  Reynolds, 
Norman;  (both  Air  Force);  Maj.  Mark  Royal  Johnson, 
Tulsa;  Lt.  Col.  Roger  James  Reid,  Ardmore;  Maj. 
George  Ross,  Enid ; Capt.  Robert  Shore,  Lawton 
(Army);  Lt.  M.  K.  Bralv,  Buffalo;  Lt.  Howard  S. 
Browne,  Jr.,  Ponca  City;  Lt.  Donald  F.  Robinson, 
Norman;  Lt.  John  S.  Dunn,  Tulsa;  Lt.  Charles  E. 
Hamilton,  Altus;  Lt.  (JG)  Ben  A.  Goodwin,  Oklahoma 
City;  Lt.  Ralph  N.  Ownby,  Jr.,  Durant;  Lt.  William 
C.  Click,  Durant;  Lt.  John  D.  Kennedy,  Bartlesville; 
Lt.  Randall  M.  Kersten,  Oklahoma  City;  and  Lt.  David 
R.  Brown,  Ardmore  (all  Navy). 
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A new  film  in  full  color 

Special  Problems  in  the  Management 
of 

PEPTIC  ULCER  « 

by 

Department  of  Gastroenterology 
of  the  Lahey  Clinic 


A Unit  of  the  Wyeth  Peptic  Ulcer  Service 


Among  the  topics  developed  are:  esophageal 
ulcer;  gastric  ulcer,  benign  and  malignant; 
postbulbar  ulcer  and  subtotal  gastrectomy  for 
intractable  ulcer  in  the  descending  portion  of  the 
duodenum;  pyloric  obstruction;  hemorrhage; 
postoperative  jejunal  or  anastomotic  ulcer.  16 
mm.,  color  with  sound,  30  minutes.  To  obtain 
this  film  for  group  showing,  write  to: 

FILM  LIBRARY 
WYETH  INCORPORATED 

1401  Walnut  Street 
Philadelphia  2,  Pa. 

WYETH  PEPTIC  ULCER  MEDICATION 

Amphojel®,  N.N.R.  (Aluminum  Hydroxide  Gel,  Alu- 
mina Gel) — For  the  medical  management  of  gastric  and 
duodenal  ulcer;  or  for  the  control  of  symptomatic 
gastric  hyperacidity. 

Amphojel  without  Flavor,  N.N.R. 

Amphojel  Tablets  N.N.R.  (Dried  Aluminum  Hydrox- 
ide Gel,  Hydrated  Alumina  Tablets,  0.3  Gm.  (5  grains); 
0.6  Gm.  (10  grains). 

Phosphaljel®,  N.N.R.  (Aluminum  Phosphate  Gel) — 
for  marginal  ulcer. 


• FILMS 

• LITERATURE 

• MEDICATION 
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CURRENT  ACTIVITIES  AT  THE  OKLAHOMA 
MEDICAL  RESEARCH  FOUNDATION 


Edward  C.  Reifenstein,  Jr.,  M.D. 
director 

This  is  the  eleventh  in  a 
series  of  monthly  articles 
concerning  the  current  ac- 
tivities of  the  Oklahoma 
Medical  Research  Founda- 
tion. In  this  number  we 
will  discuss  the  program 
in  the  field  of  psychosomatic  medicine. and  psychiatry, 
under  the  direction  of  Dr.  Stewart  Wolf,  Consultant 
Member  of  the  scientific  staff  of  the  Foundation  and 
Head  of  the  Section  on  Psychosomatic  Medicine. 

Doctor  Wolf  is  known  to  the  physicians  of  Oklahoma 
as  Professor  and  Head  of  the  Department  of  Medicine 
of  the  University  of  Oklahoma  School  of  Medicine,  and 
as  Physieian-in-Chief  of  the  University  Hospital,  Okla- 
homa City  (see  Figure  1).  He  came  to  Oklahoma  to 
assume  this  position  on  April  15, 1952  (see  J.  Okla.  Statf 
.1 led.  Asxcc.  4.5 : 224,  June,  1952).  Because  of  his  unus- 
ual qualifications  and  interests  in  the  field  of  research  in 
psychosomatic  mechanisms,  Doctor  Wolf  has  been  made 
a member  of  the  scientific  staff  of  the  Oklahoma  Med- 
ical Research  Institute  and  Hospital  in  order  to  enable 
him  to  develop  a Section  on  Psychosomatic  Medicine 
with  a broad  plan  of  investigation  which  integrates 
all  of  the  pertinent  facilities  in  the  State. 

In  the  Section  on  Psychosomatic  Medicine,  Doctor 
Wolf  will  have  associated  with  him  Dr.  Robert  A. 
Schneider,  Associate  Member  of  the  scientific  staff  of 
the  Foundation  (see  Figure  1).  Doctor  Schneider  was 
born  in  Minneapolis,  and  received  four  degrees,  B.A., 
B.S.,  and  M.B.,  and  M.D.,  from  the  University  of 
Minnesota.  He  had  hospital  training  in  medicine  and 
psychiatry  at  the  University  of  Minnesota,  The  New 
York  Hospital-Cornell  Medical  Center  (with  Dr.  Harold 
G.  Wolf),  and  the  Maudsley  Hospital,  London,  England 
(with  Professor  Aubrey  Lewis  and  Dr.  John  Lovett 
Doust).  He  came  to  Oklahoma  from  England  on  July 
1,  1952  to  accept  an  appointment  in  the  School  of 
Medicine  as  Assistant  Professor  of  Medicine.  Doctor 
Schneider  has  done  research  in  the  fields  of  psyehoso- 


Figure  2.  Research  Foundation  Sanatarium  of  the  Okla- 
homa Medical  Research  Foundation. 


matie  mechanisms,  particularly  the  relations  of  life 
stress  and  emotions  to  blood  clotting  in  man  and  the 
physiology  of  awareness  with  reference  to  oxygen  sat- 
uration of  the  tissues;  he  has  published  13  scientific 
papers. 

The  Section  on  Psychosomatic  Medicine  has  initiated 
a program  of  investigation  which  will  utilize  the 
facilities  of  the  Research  Foundation  Sanitarium,  the 
Research  Institute,  and  the  Research  Hospital  of  the 
Oklahoma  Medical  Research  Foundation,  the  Neuro- 
psychiatric Wards  of  the  University  Hospital,  and 
some,  or  even  all,  of  the  six  institutions  of  the  Depart- 
ment of  Mental  Health  of  the  State  of  Oklahoma. 

The  initial  phase  has  been  started  in  the  Research 
Foundation  Sanitarium.  This  unit  for  the  treatment 
of  nervous  and  mental  disorders  is  located  at  North- 
east 23rd  Street  and  Spencer  Road  (see  Figure  2),  and 
was  established  in  1939  by  Dr.  Coyne  H.  Campbell, 
well-known  psychiatrist  of  Oklahoma  City,  and  Pro- 
fessor of  Psychiatry  of  the  School  of  Medicine,  (see 


Figure  1.  Personnel  of  the  Oklahoma  Medical  Research  Foundation  concerned  with  the  Program  of  Research  in  Psy- 
chosomatic Medicine.  Left  to  Right:  Dr.  Edward  C.  Reifenstein,  Jr.,  Director  of  Research  for  the  Foundation; 
Dr.  Coyne  H.  Campbell,  Medical  Superintendent  of  the  Research  Foundation  Sanitarium;  Dr.  Stewart  Wolf, 
Head  of  the  Section  on  Psychosomatic  Medicine  and  Consultant  Member  of  the  scientific  staff : and  Dr.  Robert 
A.  Schneider,  Member  of  the  Section  on  Psychosomatic  Medicine  and  Associate  Member  of  the  scientific  staff. 
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Figure  1).  On  March  1,  1950,  Doctor  Campbell  gave 
the  Sanitarium  to  the  Oklahoma  Medical  Research  Foun- 
dation, a most  generous  gesture  which  has  made  pos- 
sible the  development  of  the  broad  program  of  research 
in  mental  conditions  and  disorders.  Doctor  Campbell 
at  the  request  of  the  Foundation  continues  to  direct  the 
patient  care  in  the  Research  Foundation  Sanitarium. 
Under  his  supervision,  the  most  modern  facilities  have 
been  developed  for  diagnosis  and  treatment.  The  Sani- 
tarium, with  two  main  buildings,  three  cottages,  and 
two  staff  dwellings,  provides  facilities  for  80  patients. 
The  Foundation  has  encouraged  Doctor  Campbell  in  his 
efforts  to  provide  facilities  for  the  most  recent  medical 
advances,  and  at  present  is  completing  the  installation 
of  equipment  so  that  the  entire  Sanitarium  will  be  air- 
conditioned.  Doctor  Campbell  is  assisted  in  the  patient- 
care  program  by  Dr.  Harold  G.  Sleeper,  and  Dr.  Muriel 
Hyroop,  Staff  Physicians;  Judith  Fullen,  Occupational 
Therapist;  Forest  Stitli,  Social  Worker;  Jack  Barthold, 
Business  Manager,  and  other  personnel  which  total  over 
25  individuals.  Doctor  Campbell  has  an  active  private 
practice  in  psychiatry. 

Although  the  research  in  the  Section  on  Psychosomatic 
Medicine  is  the  responsibility  of  the  Director  of  Re- 
search of  the  Foundation  (see  Figure  1)  and  through 
him,  of  Dr.  Wolf,  the  Head  of  the  Section,  the  entire 
investigative  program  involving  the  Sanitarium  is  be- 
ing developed  in  close  cooperation  with  Doctor  Camp- 
bell. Research  facilities  have  been  arranged  in  the  San- 
itarium for  Doctor  Schneider.  The  investigation  con- 
cerns the  development  and  testing  of  a new  therapeutic 
procedure.  This  technic,  tried  with  apparent  success  in 
preliminary  studies  on  psychotic  and  severely  pscho- 
neurotic  patients  at  the  Maudsley  Hospital,  London, 
England,  by  Dr.  Schneider  in  collaboration  with  Dr. 
Lovett  Doust,  is  a type  of  physical  treatment,  which  is 
completely  harmless  and  much  less  strenuous  than  elec- 
tric shock  insulin  subcoma  therapy. 

A further  evaluation  of  this  new  technic  is  being 
undertaken  at  several  of  the  hospitals  of  the  State  of 
Oklahoma  Department  of  Mental  Health  in  cooperation 
with  Dr.  Charles  F.  Obermann,  Medical  Director.  This 
is  another  phase  of  the  program  of  the  Section  on  Psy- 
chosomatic Medicine  of  the  Oklahoma  Medical  Research 
Foundation.  Since  there  are  nearly  10,000  patients  in 
the  mental  institutions  of  the  State,  a large  number  of 
individuals  in  each  diagnostic  category  can  be  tested 
and  the  final  value  of  the  new  therapy  can  be  determin- 
ed in  a relatively  short  period  of  time. 

Other  research  is  under  way  also  in  the  Section  on 
Psychosomatic  Medicine.  Dr.  Coyne  H.  Campbell,  in 
addition  to  his  other  activities,  is  the  principal  inves- 
tigator in  a research  project  himself.  This  is  an  in- 
genious study  designed  to  test  experimentally  some  of 
the  aspects  of  psychoanalytic  theory. 

Doctor  Wolf  has  worked  for  over  ten  years  on  var- 
ious aspects  of  gastric  function,  including  the  relation- 
ship of  life  stress  and  emotion  to  gastric  function  in 
general,  and  a detailed  inquiry  into  physiologic  and 
biochemical  mechanisms  in  gastric  function,  particularly 
the  pain  mechanisms  in  the  stomach  and  the  chemical 
constituents  of  gastric  juices.  As  a continuation  of 
these  interests,  Doctor  Wolf  has  in  progress  as  another 
phase  of  t he  program  of  the  Section,  an  experimental 
study  of  the  relationship  of  life  stress  to  gastric  mucus 
substances  in  man.  This  study  is  supported  by  a grant 
of  $6,000  from  the  Research  and  Development  Board 
of  the  United  States  Army,  and  the  work  is  being  done 
in  the  Research  Institute  building  in  a laboratory  as- 
signed to  Doctor  Wolf  for  his  Section.  The  study  in- 
volves the  analysis  of  the  constituents  of  gastric  mucus 
by  the  most  modern  chemical  technics  in  an  effort  to 


46th  Annual  Meeting 
SOUTHERN  MEDICAL  ASSOCIATION 
Miami,  November  10-13 


A most  cordial  welcome  awaits  physicians 
of  the  South  attending  the  Miami  meeting 
of  the  Southern  Medical  Association.  The 
meeting  will  consist  of  forty-nine  half-day 
sessions  presented  by  the  twenty-one  sec- 
tions of  the  Association,  which  embrace 
every  phase  of  medical  practice.  In  addi- 
tion to  the  section  sessions  there  will  be  a 
general  session,  the  annual  dinner  of  the 
Association  and  outstanding  scientific  and 

technical  exhibits. 

This  meeting  will  be  the  opportunity  of 
the  year  for  physicians  of  the  South  to  at- 
tend a complete  general  medical  meeting 
and  at  the  same  time  enjoy  a much-needed 
vacation  during  one  of  the  most  delightful 
periods  of  the  year  in  beautiful  Miami. 

All  activities  of  this  meeting  will  be  in 
the  Municipal  Auditorium  in  Bayfront 

Bark  and  in  near-by  hotels,  everything 
within  walking  distance.  Good  hotel  ac- 
commodations are  available  for  all  who 

wish  to  attend  this  outstanding  medical 
meeting. 

Regardless  of  what  any  physician  may  be 
interested  in,  regardless  of  how  general  or 
how  limited  his  interest,  there  will  be  at 
Miami  a program  to  challenge  that  interest 
and  make  it  worthwhile  for  him  to  attend. 

Members  of  state  and  county  medical 
societies  may  attend.  Eligible  physicians, 
members  of  state  and  county  medical  socie- 
ties in  the  South  can  be  and  should  be 
members  of  the  Southern  Medical  Associa- 
tion. The  annual  dues  of  $10.00  include 
the  Southern  Medical  Journal,  a journal 
most  valuable  to  physicians  of  the  South, 
one  that  each  should  have  on  his  reading 
table. 

SOUTHERN  MEDICAL  ASSOCIATION 
Empire  Building 
Birmingham  3,  Alabama 


discover  what  factors  govern  the  production  of  the 
various  components  and  to  find  out  what  these  factors 
have  to  do  with  the  protection  of  the  gastroduodenal 
(Continued  on  Page  367) 


3G6 


Journal  op  the  Oklahoma  State  Medical  Association 


October,  1952 


Migraine  In  Children 


BOOK  REVIEWS 


"Migraine  may  appear  during  the  first  years  of  life. 
The  presence  of  subjective  signs,  such  as  headache 
and  flimmer  scotoma,  is  often  difficult  to  determine 
in  young  children.  The  true  nature  of  the  symp- 
toms frequently  remains  obscure  for  years." 

Vahlquist,  B.  and  Hackzell,  G.:  Acta 
Paediatrica  38:  622  (1949). 
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In  a study  of  400  adult  migraine  patients,  it  was 
revealed  that  34%  had  suffered  attacks  before  the 
age  of  15.*  These  investigators  concluded  that 
childhood  migraine  was  a much  greater  clinical 
problem  than  was  previously  believed  and  that 
psychodynamic  mechanisms  played  an  important 
part  in  the  disease. 

These  criteria  are  useful  in  diagnosis: 

Headache  attacks  with  symptom-free  intervals 
plus  (at  least  two  of  the  following)  nausea, 
scintillating  scotoma,  hemicrania,  and  heredi- 
tary predisposition. 

For  symptomatic  relief  in  these  cases,  Cafer- 
got®, N.N.R.  ( ergotamine  with  caffeine ) 
may  be  administered  orally.  For  best  results, 
give  adequate  dosage  promptly. 

For  children  within  the  age  range  7 to  12  years — 
Cafergot®  is  administered,  one  tablet  when  the  at- 
tack appears  imminent  followed  by  one  additional 
tablet  within  30  minutes.  Not  more  than  two 
Cafergot  tablets  should  be  administered  to  children 
within  this  age  range. 

In  the  adolescent  age  group,  12  to  18  years  of  age, 
the  dosage  may  gradually  be  increased  as  necessary 
up  to  the  usual  adult  dose,  i.e.,  two  tablets  when 
the  attack  appears  imminent  followed  by  one  tab- 
let doses  at  half  hour  intervals  until  the  attack  is 
aborted.  ( Total  maximum  dose  for  adults:  six  tab- 
lets for  each  attack.) 

* Katz,  J.,  Friedman,  A.P.,  and  Gisolfi,  A.:  New  York 
State  I J.  Med.  SO:  2269  (Oct.)  1950. 


Sandoz  ^Pharmaceuticals 

DIVISION  OF  SANDOZ  CHEMICAL  WORKS,  INC. 
68  CHARLTON  STREET,  NEW  YORK  14,  N.  Y. 


CORRELATIVE  CARDIOLOGY : An  Integration  of 
Cardiac  Function  and  the  Management  of  Cardiac'  Dis- 
ease. Carl  F.  Shaffer,  M.D.,  F.A.C.P.,  Don  W.  Chap- 
man, M.D.,  W.  B.  Saunders  Company,  Philadelphia 
and  London,  1952. 

The  use  of  the  outline  form  throughout  the  book 
limits  its  value,  in  the  opinion  of  the  reviewer,  for  ‘ ‘ the 
student  of  cardiology,”  for  whom  the  manual  was  pre- 
pared. No  discussion  of  controversial  points  or  develop- 
ment of  difficult  or  complicated  concepts  is  possible.  The 
outline  form  limits,  too,  the  correlation  possible  between 
the  pathology,  physiology,  symptoms,  physical  signs  and 
treatment  of  the  various  forms  of  heart  disease.  The 
correlative  aspects  of  this  manual  could  well  receive 
more  extensive  treatment. 

Diagrams  are  used  almost  exclusively.  There  are"  a 
few  photographic  reproductions  of  chest  roentgeno- 
grams; they  are  small  and  of  moderately  good  quality. 
The  difficulty  inherent  in  translating  diagrammatic  elec- 
trocardiograms into  clinical  ECG  interpretation  is  well 
known. 

The  text  suffers  generally  from  a lack  of  careful 
proofreading.  Several  of  the  diagrams  indicating  the 
sites  of  murmurs  in  congenital  heart  disease  are  mis- 
labeled, as  in  the  diagrammatic  representation  of  the 
phases  of  the  cardiac  cycle. 

No  specific  references  are  made  in  the  outline  to  the 
bibliography,  but  a reference  list  is  provided  at  the  end 
of  each  chapter. 

The  complete  cardiac  spectrum  is  covered,  from  em- 
bryology to  collagen  disease  and  trauma.  Of  necessity, 
therefore,  treatment  of  each  subject  is  brief.  The  great- 
est potential  of  this  work  lies  in  the  framework  it  pro- 
vides, around  which  a course  in  cardiology  might  be 
organized.— Robert  II.  Furman,  M.D. 

TOXEMIAS  OF  PREGNANCY:  William  J.  Diekmann, 
M.D.,  Professor  of  Obstetrics  and  Gynecology,  Uni- 
versity of  Chicago;  Chief  of  Services  of  Chicago 
Lying-In  Hospital  and  Dispensary.  Second  edition. 
Cloth  $14.50.  Pp.  710,  with  85  illustrations  and  1 
color  plate.  C.  V.  Mosby  Company,  .3207  Washington 
Blvd.,  St.  Louis  3,  1952* 

The  author  of  this  book  is  one  of  the  world’s  leaders 
in  the  study  of  the  toxemias  of  pregnancy.  In  the  pre- 
face to  the  first  edition  of  the  monograph  Doctor  Diek- 
mann states  that  it  ‘‘was  written  with  two  objects  in 
mind,  (1)  To  acquaint  the  obstetrician  with  some  of  the 
recent  contributions  on  physiology  pertaining  to  obste- 
trics, (2)  To  acquaint  the  investigator  untrained  in 
obstetrics  with  some  of  the  physiology  and  pathology 
of  obstetrics.”  In  the  second  edition  preface  he  says 
that  he  ‘‘had  hoped  that  by  the  time  this  edition  was 
prepared  the  cause  of  eclampsia  would  be  known.”  He 
points  out  that  the  war  shut  off  most  recent  research 
in  this  field  and  that  although  there  are  many  reports 
since  1940  the  number  of  new  facts  is  disappointingly 
small.  He  suggests  the  concerted  study  of  research  prob- 
lems by  a number  of  investigators  in  different  localities, 
several  taking  the  same  problem  but  pooling  all  results 
for  analysis  and  study 

Tin1  book  is  divided  into  six  major  sections.  The  first 
section  deals  with  the  history,  classification,  incidence 
and  pathology  of  the  toxemias  of  pregnancy.  Heie 
Doctor  Diekmann  emphasizes  the  importance  of  careful 
study  before  making  n diagnosis  and  that  the  term 
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“toxemia  of  pregnancy'’  should  be  restricted  to  pre- 
eclampsia and  eclampsia  which  are  identical  except  that 
in  the  latter  condition  coma/and/or  convulsions  occur. 
The  second  section  is  devoted  entirely  to  the  physiology 
of  pregnancy,  normal  and  abnormal.  The  third  section  is 
a complete  review  of  the  available  knowledge  of  the 
etiology  of  eclampsia.  In  the  fourth  and  fifth  sections 
Doctor  Diekmann  discusses  the  clinical  aspects  and  the 
treatment  of  the  toxemias.  The  practitioner  of  obstetrics 
will  find  these  two  sections  most  useful.  The  chapter  on 
pharmacodynamics  covers  every  agent  that  has  had  a 
fair  trial  in  the  treatment  of  these  conditions  from 
ether  and  chloroform  to  cortisone  and  intravenous  pro- 
caine. The  methods  of  administration,  advantages,  dis- 
advantages and  dangers  are  fully  described.  The  chap- 
ters on  the  obstetric  treatment  of  eclampsia  and  the  lion- 
convulsive  toxemias  are  complete  in  presenting  the  useful 
present  day  methods  of  this  treatment.  In  the  last  sec- 
tion is  presented  a discussion  of  the  maternal  and  fetal 
prognosis  and  prenatal  care.  The  last  two  pages  contain 
a list  of  monographs  on  eclampsia,  maternal  and  fetal 
mortality,  prenatal  care,  kidney  hypertension,  chemistry 
and  physiology.  This  list  will  be  invaluable  to  students 
of  the  toxemias. 

Doctor  Diekmann  should  be  congratulated  for  exceed- 
ing his  objectives  as  set  out  in  the  preface.  He  has  in 
addition  provided  a practical  digest  of  the  means  of 
managing  these  important  obstetrical  complications 
which  will  be  of  great  value  to  anyone  doing  obstetrics. 

— John  W.  Records.  M.D. 

CLASSIFIED  ADS 

'WANTED:  Registered  medical  technologist  for  group 
of  five  doctors.  Salary  $300.00  per  month.  Write  Key 
W,  c-are  of  the  Journal. 

FOR  SALE:  One  Castle  gas  autoclave  24’’  x 36,” 
nearly  new.  One  gas  instrument  sterilizer  Castle  16  ’ ’ 
x IS,”  thermostatically  controlled.  Two  five  gallon 
water  tanks  with  water  distill  attached.  All  of  this 
equipment  is  guaranteed  to  be  in  excellent  working  con- 
dition. Write  Key  A.,  care  of  the  Journal. 

FOR  SALE:  10  room  rospital,  furnished,  equipment. 
All  Simmons  equipment  — adjustable  Simmons  beds, 
dresser,  beside  cabinet,  new  G.  E.  portable  x-ray  ma- 
chine, baby  incubator.  Write  Key  B,  care  of  the 
J ournal. 

FOR  SALE:  Portable  G.  E.  x-ray,  complete  with 
developing  tank,  film  holders,  viewing  box,  fiuoroscope, 
lead  apron,  darkroom  light  and  timer.  Perfect  condition. 
Half  price.  Write  Key  P,  care  of  the  Journal. 

FOR  SALE : Complete  new  x-ray  and  equipment 

alone  or  with  complete  office  equipment.  N.  E.  Ruhl,  M.D., 
1438  N.  E.  23rd,  Oklahoma  City,  Okla. 

FOR  SALE : Late  model  Dictaphone  complete  with 
transcriber.  A-l  condition.  Write  Key  W,  care  of  the 
Journal. 

Current  Activities  at  the 
OKLAHOMA 

MEDICAL  RESEARCH  FOUNDATION 

(Continued  from  Page  365) 
mucosa  against  injury  and  erosion  from  acid  gastric 
juice.  Doctor  Wolf  will  have  a research  assistant  par- 
ticipating in  the  laboratory  phase  of  this  project. 

The  citizens  of  Oklahoma  can  be  proud  of  the  fact 
that  through  the  efforts  of  the  Oklahoma  Medical  Re- 
search Foundation,  there  is  in  • operation  cooperative 
research  on  the  problems  of  nervous  and  mental  dis- 
orders based  on  a plan  which  includes  a comprehensive 
integration  of  all  the  facilities  of  the  State  such  as 
has  never  been  approached  elsewhere. 


A BIG  TIME-SAVER 
FOR  EVERY  DOCTOR 


This  handy  booklet  for  new 
mothers  was  "built  to  doctors' 
orders'.  It  contains  blank  forms 
for  filling  in  your  instructions 
and  formulas. 

It  provides  a permanent  case-his- 
tory record.  A memo  will  bring 
you  a sample. ..or  as  many  as  you 
want  for  your  daily  practice  . . • 
without  obligation. 

Many  doctors  are  prescribing 
"Daricraft  Homogenized  Evapo- 
rated Milk".  It  is  always  uniform, 
safe,  sterilized,  easy  to  digest,  and 
high  in  food  value  and  minerals. 
Daricraft  contains  400  U.  S.  P. 
units  of  Vitamin  O per  pint. 


Producers  Creamery  Co,  sprmcfieio.  Mo. 
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OFFICERS  OF  COUNTY  SOCIETIES,  1952 


COUNTY 

Alfalfa 

Atoka,  Bryan,  Coal 

Beckham 

Blaine 

Caddo 

Canadian 

Carter-Love-Marshall 

Cherokee 

Tri-County  (Choctaw-McCurtain- 
Pushmahata) 

Cleveland-McClain 

Comanche-Cotton 

Creek 

Custer 

East  Central  (Muskogee, 
Sequoyah,  Wagoner,  McIntosh). 

Garfield-Kingfisher 

Garvin 

Grady 

Grant 

Greer 

Hughes 

Jackson 

Jefferson 

Kay-Noble 

Kiowa-Washita 

LeFlore-Haskell 

Lincoln 

Logan 

Northwestern  (Beaver,  Harper, 

Ellis,  Dewey,  Woodward) 

Okfuskee 

Okmulgee 

Oklahoma 


PRESIDENT 
.C.  L.  Benson,  Cherokee 
.Charles  F.  Moore,  Durant 
H.  D.  Speed,  Sayre 
.Robert  C.  Tavlin,  Okeene 
. C.  B.  McMillan,  Gracemont 
.C.  Riley  Strong,  El  Reno 
. Malcolm  Horne,  Ardmore 
.Not  Reported 
Not  Reported 

.Clarence  Mitchell,  Norman 
.J.  N.  Mitchell,  Lawton 
P.  K.  Lewis,  Sapulpa 
. Paul  B.  Lingenfelter,  Clinton 

.William  Weaver,  Muskogee 

. E.  E.  Talley,  Enid 

.John  A.  Graham,  Pauls  Valley 

. W.  W.  Davis,  Chickasha 

..I.  V.  Hardy,  Medford 

. Tom  L.  Wainwright,  Mangum 

.Not  Reported 

. H.  M.  Bussey,  Altus 

.John  B.  Jacobs,  Waurika 

-P.  A.  MacKercher,  Ponca  City 

.J.  W.  Finch,  Hobart 

-G.  M.  Hogabcom,  Heavener 

.C.  W.  Robertson,  Chandler 

. Elton  Lehew,  Guthrie 

. Frank  E.  Flack,  Woodward 
.. L.  J.  Spickard,  Okemah 
.Not  Reported 
. Ralph  A.  Smith 


Osage W.  T.  Manning,  Pawhuska 

Ottawa-Craig Charles  W.  Letcher,  Miami 

Payne-Pawnee H.  G.  Nelson,  Stillwater 

Pittsburgh George  M.  Brown,  Jr.,  McAlester 

Pontotoc Rowe  Bisbee,  Ada 

Pottawatomie Clinton  Gallahar,  Shawnee 

Rogers-Mayes Minor  Gordon,  Claremore 

Seminole Claude  S.  Chambers,  Seminole 

Stephens W.  K.  Walker,  Marlow 

Texas-Cimarron Not  Reported 

Tillman W.  A.  Fuqua,  Grandfield 

Tulsa Marshall  O.  Hart,  Tulsa 


Washington-Nowata Cole  D.  Pittman,  Bartlesville 

Woods O.  E.  Templin,  Alva 


SECRETARY 
John  X.  Blender,  Cherokee 
William  A.  Hyde,  Durant 
O.  C.  Standifer,  Elk  City 
Virginia  Curtin,  Watonga 
E.  T.  Cook,  Jr.,  Anadarko 
Jack  Mvers,  El  Reno 
Ray  Graybill,  Ardmore 


Kirk  T.  Mosley,  Norman 
Herbert  Howard,  Lawton 
W.  N.  Hindman,  Sapulpa 
Curtis  B.  Cunningham,  Clinton 

Charles  Fullenwider,  Muskogee 
Roscoe  C.  Baker,  Enid 
Hugh  II.  Monroe,  Pauls  Valley 
Beverly  C.  Chatham,  Chickasha 
F.  P.  Robinson,  Pond  Creek 
J.  B.  Hollis,  Mangum 

E.  J.  Allgood,  Altus 
W.  A.  Heflin,  Waurika 

R.  W.  Gibson,  Ponca  City 
Ralph  S.  Phelan,  Hobart 
.Tose  R.  Rigual,  Wister 
Jack  C.  Mileham,  Chandler 
J.  F.  Souter,  Guthrie 

M.  C.  England,  Woodward 
Charles  L.  Reynolds,  Weleetka 

L.  C.  Taylor,  Oklahoma  City 
Mrs.  Muriel  Waller,  Exec.  Sec  ’v. 

Cody  Ray,  Pawhuska 
John  E.  Highland,  Miami 
Harold  R.  Sanders,  Stillwater 
H.  C.  Wheeler,  McAlester 

S.  P.  Harrison,  Ada 

W.  M.  Gallaher,  Shawnee 
W.  D.  Anderson,  Claremore 
A.  N.  Deaton,  Wewoka 
W.  R.  Cheatwood,  Duncan 

O.  G.  Bacon,  Frederick 

Paul  T.  Strong,  Tulsa 
Jack  Spears,  Exec.  Sec’y. 

H.  E.  Denyer,  Bartlesville 
William  F.  LaFon,  Alva 
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YEARS  TREATING  ALCOHOL 
AND  DRUG  ADDICTION 


In  1897  Doctor  B.  B.  Ralph  developed 
methods  of  treating  alcohol  and  narcotic  addiction  that,  by  the 
standards  of  the  time,  were  conspicuous  for  success. 

Twenty-five  years  ago  experience  had  bet- 
tered the  methods.  Today  with  the  advantages  of  collateral  medicine, 
treatment  is  markedly  further  improved. 

The  Ralph  Sanitarium  provides  personal- 
ised care  in  a quiet,  homelike  atmosphere.  Dietetics,  hydrotherapy  and 
massage  speed  physical  and  emotional  re-education.  Cooperation 
with  referring  physicians.  Write  or  phone. 

9le 

ALPH 

SANITARIUM 

(S siahlished  1897 

Ralph  Emerson  Duncan,  M.D. 

DIRECTOR 

£27  HIGHLAND 


AVENUE  • KANSAS  CITY  6,  MISSOURI 

Telephone  Victor  3624 
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ANNOUNCING  THE  TWENTY-SECOND  ANNUAL  CONFERENCE 

OF  THE 

OKLAHOMA  CITY  CLINICAL  SOCIETY  - October  27,  28,  29,  30,  1952 

DISTINGUISHED  GUEST  LECTURERS 


JOHN  B.  BARTRAM,  M.D.,  PEDIATRICS,  Associate 
Professor  of  Pediatrics,  Temple  University  School  of 
Medicine,  Philadelphia,  Pennsylvania. 

JAMES  A.  DICKSON,  M.D.,  ORTHOPAEDICS,  Chief, 
Department  of  Orthopaedics,  Cleveland  Clinic,  Cleveland, 
Ohio 

RUBIN  H.  FLOCKS,  M.D.,  UROLOGY,  Professor  of 
Urology,  State  University  of  Iowa  College  of  Medicine; 
Urologist  in  Chief,  University  Hospitals,  Iowa  City, 
Iowa 

HOWARD  K.  GRAY,  M.D.,  SURGERY,  Professor  of 
Surgery,  The  Mayo  Foundation,  Graduate  School,  Uni- 
versity of  Minnesota  School  of  Medicine,  Rochester, 
Minnesota 

FRANCIS  L.  LEDERER,  M.D.,  OTOLARYNGOLOGY, 
Professor  and  Head  of  the  Department  of  Otolaryn- 
gology, University  of  Illinois  College  of  Medicine, 
Chicago,  Illinois 

CLARENCE  S.  LIVINGOOI),  M.D.,  DERMATOLOGY, 
Professor  and  Director  of  the  Department  of  Derma- 
tology and  Svphilology,  University  of  Texas  School  of 
Medicine,  Galveston,  Texas 

ROSC'OE  L.  PULLEN,  M.D.,  MEDICINE,  Dean  and 
Professor  of  Medicine,  University  of  Texas  Postgradu- 
ate School  of  Medicine,  Houston,  Texas 
JOHN  H.  RANDALL,  M.D.,  OBSTETRICS,  Professor 
and  Head  of  the  Department  of  Obstetrics  and  Gyne- 
cology, State  University  of  Iowa  College  of  Medicine, 
Iowa  City,  Iowa 


WILLIAM  L.  RIKER,  M.D.,  SURGERY,  Instructor  in 
Surgery,  University  of  Illinois  Medical  School,  Chicago, 
Illinois 

EDWIN  L.  RIPPY,  M.D.,  MEDICINE,  Associate  Pro- 
fessor of  Clinical  Medicine,  Southwestern  Medical  School 
of  the  University  of  Texas,  Dallas,  Texas 

LEWIS  C.  SCHEFFEY,  M.D.,  GYNECOLOGY,  Profes- 
sor of  Obstetrics  and  Gynecology,  Head  of  the  Depart- 
ment and  Director  of  the  Division  of  Gynecology,  Jeffer- 
son Medical  College  and  Hospital,  Philadelphia,  Pennsyl- 
vania 

JOHN  RUDOLPH  SC'HENKEN,  M.D.,  PATHOLOGY, 
Professor  of  Pathology,  University  of  Nebraska  School 
of  Medicine,  Omaha,  Nebraska 

NEWTON  D.  SMITH,  M.I).,  PROCTOLOGY,  Associate 
Professor  of  Proctology,  Mayo  Foundation,  Graduate 
School,  University  of  Minnesota  School  of  Medicine, 
Rochester,  Minnesota 

JOSEPH  B.  VANDER  VEER,  M.D.,  MEDICINE,  As- 
sistant Professor  of  Clinical  Medicine;  Assistant  Pro- 
fessor of  Cardiology,  Graduate  School  of  Medicine, 
University  of  Pennsylvania,  Philadelphia,  Pennsylvania 

ROLLAND  J.  WHITACRE,  M.D.,  ANESTHESIOL- 
OGY, Director,  Department  of  Anesthesiology,  President, 
Medical  Staff,  Huron  Road  Hospital,  Cleveland,  Ohio 
HARVEY  WHITE,  M.D.,  RADIOLOGY,  Instructor  in 
Radiology,  Northwestern  University  Medical  School, 
Chicago,  Illinois 


GEORGE  F.  LULL,  M.D.,  Secretary-General  Manager,  AMERICAN  MEDICAL  ASSOCIATION  Chicago,  Illinois 

CLINICAL  PATHOLOGICAL  CONFERENCE  ROUND-TABLE  LUNCHEONS  DINNER  MEETINGS 

SMOKER 

GENERAL  ASSEMBLIES  POSTGRADUATE  COURSES  COMMERCIAL  EXHIBITS 

Registration  fee  of  $20.00  includes  all  the  above  features 
For  further  information,  address  Executive  Secretary,  512  Medical  Arts  Building,  Oklahoma  City 


ANNOUNCEMENTS 


PREMATURE  INFANT  postgraduate  course.  Char- 
ity Hospital  of  Louisiana.  The  Premature  Infant  Cen- 
ter, 1532  Tulane  Avenue,  New  Orleans  12,  La.,  Novem- 
ber 5-19,  1952.  No  registration  fee. 

INTERNATIONAL  POSTGRADUATE  MEDICAL 
ASSEMBLY  OF  SOUTHWEST  TEXAS  Annual  Meet- 
ing January  27,  28,  29,  1953,  San  Antonio,  Texas,  Mu- 
nicipal Auditorium.  For  further  information  write  the 
Association  at  P.O.  Box  2445,  San  Antonio,  Texas. 

AMERICAN  GOITER  ASSOCIATION  announces  the 
Van  Meter  Prize  Award  of  $300.00  and  two  honorable 
mentions  for  the  best  essays  submitted  concerning 
original  work  on  problems  related  to  the  thyroid  gland. 

- Essays  covering  either  clinical  or  research  investigations 
not  exceeding  3000  words,  typewritten,  double  spaced 
with  one  carbon  copy  should  be  sent  to  the  Correspond- 
ing Secretary,  George  C.  Shivers,  M.D.,  100  East  Saint 
Vrain  St.,  Colorado  Springs,  Colo,  not  later  than  Feb. 
15,  1953. 

ARTHRITIS  AND  RHEUMATISM  FOUNDATION 
announces  research  fellowships  in  the  basic  sciences  re- 


lated to  arthritis.  Deadline  for  applications  is  Novem- 
ber 1,  1952.  For  information  and  application  forms 
address  the  medical  director,  Arthritis  and  Rheumatism 
Foundation,  23  West  45th.  St.,  New  York  3(5,  N.Y. 

AMERICAN  DERMATOLOGICAL  ASSOCIATION, 
INC.  announces  annual  prize  essay  contest.  Manu- 
scripts in  triplicate  should  be  submitted  not  later  than 
Jan.  1,  1953  to  Dr.  Louis  A.  Brunstin,  Secretary,  Ameri- 
can Dermatological  Association,  102-110  Second  Ave., 
S.W.,  Rochester,  Minnesota.  Further  information  may 
also  be  obtained  from  the  Secretary.  Next  annual  meet- 
ing of  the  Association  will  be  held  June  9-13  ,1953,  at 
the  Lake  Placid  Club,  Essex  County,  N.Y. 

AMERICAN  UROLOGICAL  ASSOCIATION  offers 
an  annual  award  of  $1000.00  for  essays  on  the  result 
of  some  clinical  or  laboratory  research  in  urology.  First 
prize  essay  will  appear  on  the  program  of  the  group 
to  be  held  at  the  Hotel  Jefferson,  St.  Louis,  Mo.,  May 
11-14,  1953.  For  full  information  write  the  Executive 
Secretary,  William  P.  Didusch,  1120  North  Charles  St., 
Baltimore,  Maryland. 
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THIS  FOR  OSCAR  EWING 

In  the  July  26  British  Medical  Journal 
A.  N.  Exton-Smith1  reported  a survey  with 
accumulated  additional  data  with  reference 
to  home  conditions,  home  care  and  hospital 
care  of  the  aged  sick.  After  a long  discussion 
with  much  documented  evidence  he  closes 
with  this  conclusion: 

“Home  is  the  proper  place  for  the  aged : 
it  is  there  that  their  roots  are  deeply  im- 
planted; and  in  the  home  are  to  be  found 
their  place  in  the  family.  All  these  valuable 
assets  vanish  if  an  old  person  is  uprooted 
and  enters  hospital,  where,  after  a prolonged 
stay,  a decline  in  his  faculties  may  take 
place.” 

1.  “An  Investigation  of  the  Aged  Sick  in  Their  Homes,  A 
Survey  of  215  Patients  in  the  Borough  of  St.  Pancras.”  A .X. 
Exton-Smith.  M.D.,  M.R.C.P.  British  Medical  Journal  (July  26) 
1952.  Page  182. 

POLITICAL  EDITORIALS 

As  indicated  in  recent  issues  of  the  Jour- 
nal, the  Editorial  Board  welcomes  reader 
opinion  of  editorial  policies  and  practices. 
In  the  past,  much  space  has  been  devoted  to 
political  issues  involving  medical  interests. 
This  course  has  been  pursued  with  the  hope 
that  members  of  the  State  Association  might 
be  informed  and  alerted  as  to  what  is  going 
on  in  the  political  world  and  that  they  might 
be  prompted  to  employ  their  powerful  com- 
muity,  state  and  national  influence  in  behalf 
of  the  citizenry  from  whose  rightful  control 
the  government  is  rapidly  passing  into  the 
hands  of  the  bureaucrats. 

In  justification  of  the  Editorial  Board’s 
policies,  this  brief  discussion  of  the  histori- 
cal background  may  interest  those  who  read 
the  Journal.  In  Paideia,  the  Ideals  of  Greek 
Culture,  Jaeger1  says,  “Basically  Plato’s 
philosophy  is  a reincarnation  of  the  religious 
spirit  of  earlier  Greek  education,  from 
Homer  to  the  tragedians.” 

In  the  third  book  of  Gomperz2  Greek 
thinkers  devoted  to  the  age  of  enlighten- 
ment, the  first  chapter  deals  with  the  influ- 


ence of  the  physicians.  He  attributes  the 
dawn  of  reason  and  straight  thinking  in 
science  and  government  to  the  critical,  in- 
vestigative spirit  of  the  Greek  physicians 
and  he  considers  the  Hippocratic  Oath  a 
high  mark  in  the  course  of  civilization.  Even 
Socrates,  considered  the  incarnation  of  rea- 
son, employed  his  last  breath  in  a tribute  to 
medicine.  Not  only  would  Gomperz  have  us 
understand  that  the  physicians  initiated  the 
age  of  enlightenment  but  Plato  clearly  indi- 
cates that  good  government  comes  only 
through  enlightenment  and  insists  upon  the 
parallel  between  medicine  and  politics  — 
medicine  for  the  good  of  the  body  and  poli- 
tics for  the  soul.  He  “realized  the  importance 
for  political  life  of  scientifically  refined  intel- 
ligence”. In  The  Republic  he  attempts  to 
make  education  so  effective  that  legislation 
would  prove  superfluous.  In  The  Laws  he 
makes  legislation  the  instrument  of  educa- 
tion. Unfortunately,  politics  have  never 
measured  up  to  Plato’s  ideals.  Democracies 
have  come  and  gone,  while  medicine  under 
the  Hippocratic  Oath,  with  its  evolutionary 
variations  has  survived,  always  with  stabil- 
izing influence  upon  the  progress  of  civiliza- 
tion. 

Though  it  may  not  be  easy,  the  medical 
profession  must  hold  its  high  intellectual 
and  moral  position  in  society  and  exercise 
its  influence  in  the  course  of  political  en- 
lightenment and  government  action.  The 
poet  Hessoid,  who  came  between  the  Aristo- 
cratic Homer  and  the  high  minded  Pindar 
said,  “The  immortal  gods  have  placed  sweat 
before  success.”  We  have  perspired  editorial- 
ly with  the  hope  that  collectively  we  might 
sweat  for  that  degree  of  success  necessary 
for  survival.  If  scientific  enlightenment  was 
good  for  government  in  Solon’s  day,  why 
not  now? 

1.  Paideia:  the  Ideals  of  Greek  Culture.  Werner  Jaeger. 

Translated  from  the  Second  German  Edition  by  Gilbert  Highet. 
Vol.  1.  Archaic  Greece  the  Mind  of  Athens.  Second  Edition.  Xew 
York.  Oxford  University  Press,  1945.  Price  $5.00. 

2.  Greek  Thinkers.  A History  of  Ancient  Philosphy.  Theodor 
Gomperz.  Vol.  1.  Translated  by  Laurie  Magnus,  M.A.  London, 
John  Murray,  Albemarle  Street,  1901. 
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WHENCE  COMETH  AND  WHITHER 
GOETH  OUR  DEMOCRACY 

Originally  our  democracy  was  much  like 
that  practiced  in  the  Athenian  city-state  of 
the  Fifth  Century  B.  C.  “A  people  ruling — 
the  very  name  of  it  is  so  beautiful.”  So  said 
Herodatus  the  historian.  The  Athenian  de- 
mocracy, the  democracy  of  all  democracies, 
placed  confidence  in  the  average  citizen, 
trusted  him  to  do  his  duty  and  to  use  “good 
sense  in  doing  it.”  Trust  the  individual  was 
the  shibboleth  in  Athens. 

In  its  childhood — its  best  days,  our  democ- 
racy was  like  this.  Then  it  was  government 
by  the  people,  and  the  people  were  bound 
only  by  the  laws  of  their  own  making;  they 
were  impressed  with  their  responsibility  and 
proud  of  their  part  in  national  affairs.  To- 
day, in  the  United  States,  after  20  years  of 
paternalism,  social  security,  and  subsidies, 
born  of  bureaucratic  greed  and  distrust, 
many  people  have  suffered  a decline  in  com- 
petency, honor  and  integrity  and  are  pas- 
sively looking  to  the  dole  instead  of  striving 
for  self  sufficiency  which  is  the  badge  of 
good  citizenship.  In  Greece  “anything  which 
tended  toward  softening  the  body  or  charac- 
ter was  sternly  forbidden”.  This  serious 
threat  to  our  way  of  life  is  better  known  to 
physicians  than  to  any  other  profession, 
group  or  class  in  the  land.  It  is  time  for  the 
physicians  to  employ  their  influence  in  de- 
fense of  our  one  time  cherished  freedoms. 

NUTS 

Harvard  graduates  and  verbose  represent- 
atives of  the  administration  make  up  bind- 
ing rules  and  regulations  which  peanuts, 
pigs  and  peasants  cannot  understand  and 
ultimately  courts,  friendly,  or  unfriendly, 
must  crack  down.  This  is  inevitable  in  the 
welfare  state  where  everything  is  either 
compulsory  or  forbidden. 

A McAlester  farmer  feels  the  hand  of 
bureaucracy  which  not  only  “giveth  but 
taketh  away”.  The  farmer’s  “refusal  to  fill 
out  forms  on  disposition  of  his  peanut  crop 
will  cost  Frank  Turner,  Pittsburg  county 
farmer  living  south  of  McAlester,  a penalty 
of  $309.10.  Turner  “told  the  court  he  raised 
only  36  bushels  of  peanuts  and  did  not  mar- 
ket them  but  fed  them  to  his  hogs.  He  failed 
to  file  proper  information  with  the  Produc- 
tion Marketing  administration  and  later 
neglected  to  reply  to  a PMA  request  for  a 
report  on  disposal  of  his  peanut  crop.” 

The  farmer’s  attorney  said,  “He  is  not  a 


participant  in  the  PMA  and  felt  that  he  did 
not  come  under  its  jurisdiction.  That’s  why 
he  did  not  make  a written  reply.  He  didn’t 
market  his  peanuts.  He  fed  them  to  his 
livestock.” 

The  U.  S.  District  Judge  whose  authority 
is  supported  by  the  taxpayers*  money,  did 
not  agree.  The  farmer  could  not  afford  an 
appeal  because  of  the  cost. 

Physicians  are  no  more  worthy  than  good 
farmers  who  help  fill  the  national  bread- 
basket and  they  need  not  anticipate  special 
favors  if  compulsory  health  insurance  takes 
over.  The  pigs  will  get  the  peanuts  while  the 
physicians  pay  the  penalty. 

THE  DOCTOR 

Our  readers  should  be  alerted  to  the  fact 
that  RKO-Radio  Pictures  has  released  a 15 
minute  film  entitled  “Your  Doctor.”  It  shows 
how  general  practitioners  are  bringing  good 
medical  care  to  rural  communities  in  remote 
areas.  It  will  be  shown  in  thousands  of 
theaters. 

Members  of  the  State  Association  and  the 
Auxiliary  should  look  out  for  this  feature 
and  encourage  all  their  friends  and  ac- 
quaintances to  see  it. 

This  should  materially  aid  the  Public 
Policy  Committee  and  ultimately  lighten  the 
load  of  the  Grievance  Committee. 

i 

WHO'S  RIGHT  AND  WHO'S  WRONG 

According  to  our  way  of  thinking,  as  so- 
called  rational  human  beings,  God  is  on  our 
side  no  matter  which  side  we  are  on. 

Our  recent  political  convention  and  the 
subtle  maneuvering  of  those  in  charge  of 
party  campaigns  in  behalf  of  the  presiden- 
tial nominees  must  severely  tax  the  patience 
of  God  as  well  as  many  of  His  subjects  here 
below.  This  from  the  poet  of  World  War  I 
serves  as  a good  example. 

“Gott  strafe  England  and  God  save  the 
King.  God  this,  God  that  and  God  the  other 
thing.  ‘Good  God,’  said  God,  ‘I’ve  got  my 
work  cut  out.’  ” 

Having  learned  that  the  understanding  of 
scientific  truth  is  difficult  and  its  recognition 
often  delayed,  the  members  of  the  medical 
profession  while  awaiting  the  political  out- 
come, unperturbed,  will  strive  to  do  the 
work  God  has  decreed. 

Simultaneously  certain  bureaucrats  and 
politicians  unmercifully  presume  to  cut  the 
medical  cloth  for  the  God  of  mercy,  while 
medicine  trusts,  and  keeps  its  powder  dry. 
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Scientific  Articles 

RHEUMATIC  DISORDERS  OF  THE  AGING 

William  K.  Ishmael,  M.D.,  F.A.C.P. 

OKLAHOMA  CITY,  OKLAHOMA 


Rheumatism  is  one  of  the  most  frequently 
encountered  disorders  seen  in  the  patient 
beyond  40  years  of  age,  yet  it  is  not  neces- 
sarily a part  of  the  aging  process.  The  pres- 
ence of  musculo-skeletal  aches  and  pains  in- 
dicates an  abnormal  state  which  is  to  be 
diagnosed  properly  and  treated  accordingly. 
It  is  convenient  to  classify  the  various  types 
of  arthritis,  and  these  should  be  differenti- 
ated from  other  diseases  of  bones  and  joints. 
However,  the  general  practitioner  is  not  in 
a position  to  do  extensive  and  expensive  sur- 
veys of  each  patient  with  skeletal  aches  and 
pains.  It  is  the  purpose  of  this  paper  to  out- 
line a practical  approach  to  the  aging  pa- 
tient with  rheumatism,  and  to  set  out  simple 
methods  by  which  he  may  be  managed. 

The  cervical  spine  is  the  area  most  fre- 
qently  involved  with  rheumatism.  The  symp- 
tom-complex which  results  is  known  as  the 
“cervical  tension  syndrome”  and  consists 
of  pain,  aching,  soreness  or  “cricks”  in  the 
neck.  In  addition,  occipital  headaches,  some- 
times with  pain  referred  to  the  temporal 
or  frontal  areas  may  result,  and  not  uncom- 
monly, sharp  pains  radiate  over  the  scalp, 
face  or  chest.  “Dizziness”  or  unsteadiness 
of  balance  may  occur.  Sooner  or  later,  if 
the  process  continues,  pain  occurs  in  the 
shoulder,  arm,  or  may  even  radiate  into  the 
hand.  When  the  shoulder  or  arm  is  involved, 
the  terms  “bursitis,”  “neuritis,”  “neuralgia,” 
“tendinitis,”  “tenosynovitis,”  “fibrositis,” 
“myositis,”  and  “myofascitis”  are  used.  Oc- 
casionally, a true  nerve  radical  (radiculitis) 
is  involved  and  results  in  pain  and  pares- 
thesias and  the  diagnosis  of  “ruptured  disc” 
of  the  cervical  spine  is  sometimes  made.  The 
most  common  causes  of  shoulder-arm  pain 
in  patients  beyond  40  years  of  age  is  trou- 
ble in  the  neck. 

A small  per  cent  of  these  patients  with 
a cervical  tension,  shoulder-arm  involvement 
goes  on  to  develop  a more  severe  process.  The 
pain  in  the  arm  takes  on  a burning,  stinging 
character,  the  shoulder  pain  becomes  more 
intense,  possibly  localizing  to  a small  area. 
As  a rule  it  is  unilateral,  but  may  be  bi- 


lateral. Soon  the  motion  of  the  shoulder 
becomes  limited  and  the  humero-scapular 
joint  may  freeze.  This  situation  is  known  as 
“periarthritis,”  “humero-scapular  fibrosi- 
tis,” “frozen  shoulder  syndrome,”  “pericap- 
sular  fibrositis,”  “shoulder-hand  syndrome,” 
and  if  a calcified  mass  shows  in  the  radio- 
graph, “calcific  bursitis.”  A few  of  these 
patients  with  the  frozen  shoulder  proceed 
on  to  involvement  of  the  hand  with  swelling, 
pain,  burning  and  limited  motion  of  the 
fingers  due  to  an  ischemic  fibrosis  of  the 
palmar  fascia  and  the  tendons  and  their 
sheaths.  As  a rule,  there  is  local  heat,  or 
coldness,  cyanosis,  or  redness  with  sweating 
of  the  hand.  When  this  complication  occurs, 
the  terms  “shoulder-hand  syndrome,”  “isch- 
emic paralysis,”  “post-coronary  sclerodac- 
tylia,” “Volkmann’s  contracture,”  “Dupuy- 
tren’s  contracture,”  “causalgia,”  or  “reflex 
sympathetic  dystrophy”  are  used.  On  rare 
occasions,  the  patient  with  this  severe  shoul- 
der-hand involvement  continues  the  severe 
course,  and  other  joints  become  inflamed, 
possibly  resulting  in  crippling  and  contrac- 
tures. The  disease  process  is  then  known  as 
“rheumatoid  arthritis”  or  “atrophic  arth- 
ritis.” 

Fortunately,  most  patients  do  not  go  be- 
yond the  “cervical  tension  syndrome”  stage 
of  this  process,  Fortunately  also,  is  the  fact 
that  this  process  is  reversible  up  to  the  rheu- 
matoid or  polyarticular  reaction.  This  latter 
complication  can  result  in  permanent  con- 
tractures. 

When  one  considers  the  cause  of  the  in- 
flammatory reaction  in  the  cervical  spine, 
many  factors  must  be  taken  into  considera- 
tion. The  most  common  cause  is  a simple 
fatigue  or  stress  reaction.  This  type  of  in- 
flammation would  be  comparable  in  degree 
to  the  pain  resulting  from  holding  the  arm 
stretched  out  from  the  side  too  long,  or  the 
stiffness  and  soreness  the  day  following  ex- 
ercise, or  the  more  severe  reaction  such  as 
a blister  in  the  hand  following  the  use  of  a 
shovel.  This  type  of  neck  stress  is  usually 
postural  or  occupational  in  nature,  consist- 


374 


Journal  of  the  Oklahoma  State  Medical  Association 


November,  1952 


ing  of  a forward-thrust  position  of  the  head 
and  neck  which  Paul  Williams  refers  to  as 
a “spectator’s  attitude.”  Occupations  such 
as  typing,  sewing,  working  over  a low  table, 
car  driving,  positional  strains  such  as  read- 
ing in  bed,  sleeping  on  a high  pillow,  view- 
ing television,  and  the  postural  strain  re- 
sulting from  dorsal  kyphosis  or  round 
shoulders,”  most  commonly  underlie  the 
strain  which  causes  the  cervical  tension  syn- 
drome. Nervous  tension  through  provoking 
the  “on  guard”  attitude,  magnifies  or  can 
cause  this  syndrome. 

If  the  radiograms  of  the  neck  and  shoulder 
are  normal,  this  process  is  called  “fibrositis” 
by  some,  and  “psychosomatic  rheumatism” 
by  others.  If  lipping  of  the  cervical  verte- 
brae is  present,  the  term  degenerative,  hy- 
pertrophic or  oteoarthritis  is  used.  If  the 
lipping  and  narrowed  joint  space  are  limited 
to  one  vertebral  interspace,  the  term  “rup- 
tured disc”  is  sometimes  applied.  Reversal 
or  loss  of  the  normal  cervical  curve  in  the 
radiograph  indicate  inflammatory  reaction 
and  is  significant.  If  there  is  calcification  of 
the  intervertebral  ligaments  with  bamboo- 
pole  appearance,  the  terms  rheumatoid  spon- 
dylitis, or  arthritis,  ankylosing  spondylitis, 
or  Marie  Strumpell’s  disease  are  given. 

Anatomical  deviations,  more  specifically 
a high  dorsal  kyphosis,  or  “stooped  shoul- 
ders,” underlie  a large  group  of  these  pa- 
tients. Juvenile  epiphysitis  is  the  usual  cause 
of  the  deformity  and  the  lipping.  The  more 
the  upper  dorsal  spine  stoops  forward,  the 
more  the  cervical  and  lumbar  areas  must 
compensate  by  lordosing  or  hyperextending. 
It  is  this  hyperextension  in  the  areas  of  the 
reversed  curve  of  the  spine  that  causes  the 
fatigue,  strain,  and  results  in  degenerative 
process  in  the  neck  and  low  back.  Not  un- 
commonly in  the  aging,  kyphosis  or  stoop- 
ing develops,  aggravating  any  existing  pos- 
tural defect,  or  in  many  instances  when  the 
kyphosis  is  severe,  causing  the  postural  de- 
fect and  resulting  strain. 

Kyphosis  in  the  aging  is  most  frequently 
caused  by  post-menopausal  or  senile  osteo- 
porosis. This  partly  accounts  for  the  pre- 
dominance of  females  having  these  com- 
plaints. Any  demineralizing  process  of  the 
spine  can  result  in  this  type  of  vertebral 
collapse  with  its  subsequent  tendency  for 
postural  strain.  Nutritional  osteoporosis, 
renal  or  nutritional  osteomalacia,  multiple 
myeloma,  hyperparathyroidism  and  other 
diseases  have  been  observed  to  be  the  cause. 
The  spine,  when  involved  by  these  disease 


states,  not  only  undergoes  postural  changes, 
but  becomes  susceptible  to  strain  and  stress 
resulting  in  degenerative  inflammatory  re- 
actions. 

It  should  be  pointed  out  that  it  is  quite 
possible  for  a person  to  have  the  postural 
defects  resulting  from  kyphosis  of  the  spine 
without  pain  or  symptoms.  Discomfort  re- 
sults from  the  inflammation  of  stress,  and 
to  get  this,  the  patient  must  aggravate  the 
postural  defect  by  going  beyond  his  strength 
or  endurance.  Consequently,  the  treatment 
of  these  patients  consists  not  only  of  cor- 
recting the  postural  strain  and  underlying 
bone  or  joint  disease,  but  controlling  as  well 
the  conscientious  or  compulsive  drive  which 
caused  the  patient  to  exceed  his  endurance. 

TREATMENT  OF  CERVICAL  RHEUMATISM 

The  management  of  the  cervical  tension 
syndrome  is  usually  simple  and  effective.  The 
correction  of  the  postural  strain  consists 
largely  of  teaching  the  patient  to  recognize 
the  fact  that  his  activity  is  in  part  respon- 
sible for  the  strain.  Reading  in  bed,  sewing, 
card  playing,  ironing,  and  sitting  with  the 
head  and  shoulders  slumped  forward,  are 
prohibited  until  symptoms  subside.  Car 
driving,  the  use  of  bifocal  glasses,  reading, 
being  a “spectator,”  and  other  strains  are 
pointed  out  to  the  patients  as  potential  ag- 
gravating strains.  Ruth  Jackson3  has  point- 
ed out  the  importance  of  using  a proper  pil- 
low. A small,  soft  pillow  which  is  placed 
under  the  neck  and  does  not  prop  the  head 
forward  is  used. 

The  use  of  neck  traction,  manual  or  with 
a head  sling,  properly  applied  is  very  effec- 
tive in  most  patients.  Heat,  massage  and 
counter-irritants  likewise  are  helpful.  Deep 
breathing  exercises  to  elevate  the  ribs,  ex- 
tension exercises  of  the  muscles  of  the  dorsal 
spine,  and  general  outdoor  exercise  for 
muscle  tone  must  be  done  to  relieve  fatiga- 
bility in  all  patients  with  sedentary  occupa- 
tions and  habits.  Each  patient  has  to  be 
convinced  of  the  above  postural  strains  and 
“sold”  on  the  use  of  traction,  home  physical 
therapy  and  exercises. 

The  control  of  any  underlying  bone  or 
joint  disease  which  may  be  present  is  the 
only  phase  of  the  treatment  which  may  re- 
quire laboratory  or  radiographic  aid.  One 
is  justified,  however,  to  proceed  with  treat- 
ment on  an  empirical  basis  and  only  when 
the  patient  fails  to  respond  to  the  initial 
treatment  are  the  extensive  laboratory  and 
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radiographic  examinations  necessary  to  es- 
tablish a more  accurate  diagnosis.  The  most 
common  problem  is  the  back  undergoing  the 
stooping  or  demineralizing  process. 

If  the  patient  is  a woman  and  dates  her 
symptoms  from  the  menopause,  artificial  or 
natural,  then  estrogens  a n d androgens 
should  be  tried.  Their  effect  may  be  prompt 
and  specific  in  relieving  the  pain  and  asso- 
ciated complaints.  The  dosage  required 
varies  with  each  individual.  Enough  of  each 
should  be  given  to  control  the  complaints. 
The  ratio  of  estrogens  to  androgens  varies 
according  to  the  patient’s  tolerance  of  each. 
Several  pharmaceutical  firms  now  have  tab- 
lets available  which  combine  both  of  these 
steroids  and  are  satisfactory  for  the  average 
patient.  They  can  be  given  two  to  five  times 
weekly  and  may  be  eliminated  for  one  week 
out  of  each  month.  This  type  of  therapy 
is  also  indicated  in  patients  with  senile  os- 
teoporosis (post-menopausal  osteoporosis  in 
patients  beyond  65  years  of  age). 

If  the  stooping  or  decalcification  of  the 
spine  is  beyond  what  would  be  expected  for 
the  patient’s  age,  then  one  should  look  be- 
yond low  steroid  (post-menopausal)  osteo- 
porosis for  the  cause.  Also,  post-menopausal 
states  are  rare  in  men  younger  than  65  years 
of  age,  but  can  occur.  In  men  with  osteo- 
porosis who  are  older  than  65,  the  use  of 
sex  steroids  is  indicated. 

Osteomalacia  (rickets)  associated  with 
chronic  kidney  disease  is  not  uncommon. 
The  history  of  kidney  disease  with  a fixed 
low  pH  (acid)  urine,  an  increased  urine 
calcium  output  (Sulkowitch  reagent  or  his- 
tory of  stones),  and  a lowered  plasma  CO* 
combining  power,  indicate  renal  osteomalcia. 
An  elevated  serum  calcium  and  alkaline 
phosphatase,  with  a lowered  serum  phos- 
phorous indicate  that  a complicating  second- 
ary hyperparathyroidism  is  present.  Renal 
osteomalacia  and  its  complicating  hyper- 
parathyroidism is  treated  by  controlling  the 
acidois.  The  kidney  is  unable  to  manufac- 
ture ammonia  and  calcium  is  used  by  the 
body  as  a buffer.  Potassium  citrate  and 
sodium  citrate  are  used  in  sufficient  amounts 
to  control  the  acidity  and  excess  urine  cal- 
cium excretion.  An  average  of  15  to  20 
grains  daily  is  required  as  an  average  main- 
tenance dose.  In  many  patients,  the  sex 
steroids  are  indicated  to  be  used  with  the 
potassium  and  sodium  citrate.  Vitamin  D 
and  calcium  are  given  routinely  when  the 
buffers  are  started. 


Low  protein  osteoporosis  and  other  nutri- 
tional deficiencies  may  cause  osteoporosis 
and  muscular  fatigibility.  The  poor  eating 
habits  which  many  older  patients  have  and 
gastro-intestinal  disorders  account  for  most 
of  these  nutritional  problems.  A balanced, 
high  protein  diet  is  indicated  and  frequently, 
supplementary  vitamins,  proteins  and  min- 
erals are  indicated  during  the  healing  phase. 

Osteoporosis  is  a failure  of  the  trabeculae 
to  be  formed;  osteomalacia  is  a failure  of 
the  trabeculae  to  be  mineralized  (calcified). 
Nutritional  osteomalacia  (rickets)  is  rather 
rare  in  older  patients  and  is  more  apt  to 
occur  in  the  presence  of  gastro-intestinal 
tract  disease,  or  a severely  restricted  diet. 
A lack  of  sunlight  may  contribute.  The  ra- 
diograph reveals  demineralization  which  is 
indistinguishable  from  the  other  rarefying 
disease  of  bone.  Fifty  per  cent  of  the  min- 
eral substance  of  a bone  must  be  gone  be- 
fore radiographic  changes  occur.  The  diag- 
nosis of  osteomalacia  is  suspected  when  there 
are  nocturnal  leg  cramps,  and  the  demineral- 
ization of  the  radiograph  is  beyond  what 
would  be  expected  for  the  patient’s  age.  It 
is  diagnosed  by  an  elevated  serum  alkaline 
phosphatase  six  to  eight  Bodansky  units), 
a lowered  or  absent  urine  calcium,  and  low 
to  normal  serum  calcium  and  phosphorous 
levels.  Vitamin  D and  calcium  are  indi- 
cated when  this  disease  is  present  and  are 
continued  until  the  underlying  cause  has 
been  corrected. 

Rarely,  other  diseases  may  produce  ky- 
phosis. Myeloma,  tuberculosis,  metastases 
from  tumors  and  osteitis  deformans  (Pag- 
et’s disease)  have  been  observed  as  causa- 
tive agents. 

When  the  patient  has  been  indoctrinated 
with  the  postural  management  of  his  neck 
and  the  definitive  therapy  of  the  underlying 
bone  or  joint  disease  has  been  worked  out, 
it  is  then  necessary  to  control  the  general 
fatigue  and  stress  of  the  patient.  This  is 
usually  the  most  difficult  part  of  the  treat- 
ment. These  patients  as  a whole  are  con- 
scientious, tense  and  habitually  drive  them- 
selves beyond  their  endurance.  Most  of  them 
sleep  poorly  which  increases  their  fatigue 
to  the  point  of  nervous  tension  or  anxiety. 
Frequently,  the  occupation  of  these  patients 
is  monotonous  or  exacting  and  doesn’t  go 
well  with  the  tense,  aggravated  or  “hurry- 
up”  attitude  which  many  possess.  Most  sub- 
jects with  cervical  rheumatism  are  intelli- 
gent and  apt  to  be  mothers,  school  teachers, 
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Catholic  nuns,  farmers  or  professional  peo- 
ple. 

Whereas  each  patient  presents  his  own 
problem,  certain  principles  of  management 
can  be  followed  in  the  tired,  tense  subject. 
First,  he  must  be  taught  to  rest  when  he  is 
tired  and  not  force  himself  beyond  his  en- 
durance. Frequent  breaks  in  his  occupation 
are  necessary.  One  can  use  the  example  of 
a blister  on  the  hand,  resulting  from  over- 
use, to  illustrate  inflammation  from  stress' 
A good  many  of  these  patients  welcome  a 
good  excuse  to  slack  up  in  their  endeavors, 
but  want  “authority”  to  do  it.  Occasionally, 
the  home  or  family  relationship  must  be 
altered. 

One  method  to  improve  their  sleeping 
habits  is  to  insist  on  a daytime  nap,  as 
without  a midday  rest,  they  become  “too 
tired  or  keyed  up”  to  sleep.  The  use  of  the 
example  of  a fretful,  crying  baby  who  has 
missed  his  nap  may  impress  them.  Outdoor 
recreation  and  exercise  produce  improve- 
ment in  fatigability  and  thereby  improve- 
ment in  sleeping  habits.  To  escape  boredom, 
the  subject  should  always  keep  something 
planned  ahead  to  which  he  can  look  forward 
and  be  somewhat  enthused  about.  Sedatives 
and  analgesics  are  necessary  from  time  to 
time  to  control  exacerbations. 

Most  patients  will  respond  satisfactorily 
to  the  above  management,  but  from  20  to 
30  per  cent  will  not.  This  group  not  re- 
sponding has  to  be  investigated  further. 
Possibly  they  have  one  of  the  more  uncom- 
mon causes  of  bone  rarefaction  mentioned 
above,  or  have  a more  unresolvable  nervous 
tension  syndrome.  More  likely,  however,  is 
the  possibility  of  rheumatoid  arthritis  in- 
stead of  a degenerative  process.  If  joints 
other  than  the  spine,  fingers  or  knees  are 
involved,  then  rheumatoid  arthritis  is  prob- 
ably present.  An  elevated  sedimentation  rate, 
secondary  anemia,  elevated  serum  globulin, 
lowered  serum  albumin  would  tend  to  con- 
firm the  diagnosis.  The  outlook  of  rheuma- 
toid arthritis  in  the  older  patient  is  slightly 
better  than  this  disease  in  a young  adult, 
as  there  is  a greater  tendency  for  a natural 
remission. 

TREATMENT  OF  RHEUMATOID  ARTHRITIS 

The  relationship  of  infection  to  rheuma- 
toid type  reactions  is  still  unknown.  Many 
patients  have  been  relieved  by  the  extrac- 
tion of  an  infected  tooth  (more  who 
haven’t),  or  by  elimination  of  an  infection. 


The  concept  of  Brown  and  his  co-workers,4  5 
which  regards  the  “L  organism”  or  a “pleu- 
ropneumonia-like organism”  as  the  cause  of 
rheumatoid  arthritis  is  worth  consideration. 
They  state  that  this  uitramicroscopic  organ- 
ism becomes  intracellular,  emitting  antigens 
which  provoke  the  hyperimmune  reaction  in 
the  collagen  fibers  known  as  rheumatoid 
arthritis.  They  have  proposed  as  a method 
of  control  the  use  of  Terramycin  in  10  to  25 
mg.  doses  given  once  every  48  to  72  hours. 
The  rational  for  the  use  of  such  small 
amounts  of  an  antibiotic  seems  unfounded. 
However,  these  investigators  present  evi- 
dence that  small  doses  of  the  antibiotic  in- 
hibit growth  and  development  of  the  organ- 
ism. Larger  doses  provoke  bowel  upsets 
and  flare-ups  of  the  arthritis  with  marked 
consistency.  Whether  the  effects  of  the  small 
doses  of  antibiotics  is  directly  on  the  pleu- 
ropneumonia-like organism  or  on  a re- 
arrangement in  protein  metabolism  toward 
a more  favorable  antigen-antibody  reaction 
is  not  known.  This  substance  has  been  used 
in  stock  and  poultry  feed  for  some  time. 
In  our  experience  over  one  year,  the  results 
from  the  use  of  these  small  doses  of  Terra- 
mycin in  the  older  age  group  of  patients 
with  rheumatoid  arthritis  have  been  of  suf- 
ficient benefit  for  us  to  include  this  type  of 
therapy  as  part  of  the  general  management 
of  this  particular  group  of  patients. 

Gold  is  still  effective  in  30  to  50  per  cent 
of  patients  with  rheumatoid  arthritis.  The 
use  of  Cortisone  or  ACTH  is  indicated  in 
severe  flare-ups  or  in  the  febrile  patient. 
They  also  may  be  of  specific  value  in  the 
acute  reflex  dystrophies.  Testosterone  in  10 
to  75  mg.  doses  is  frequently  helpful,  and 
pregenenolone,  when  effective  is  the  best 
steroid  to  use  as  it  has  no  undesirable  effects. 
Butazolidin  (Geigy)  and  Lilly’s  Amino- 
steriod  to  use  as  it  has  no  undesirable  effects. 

The  general  management  of  rheumatoid 
arthritis  is  still  of  the  greatest  importance. 
Freedom  from  stress,  adequate  nutrition, 
blood  transfusions  or  human  serum  albumin, 
physical  therapy  and  orthopedic  principles 
of  management  must  be  applied  in  all  pa- 
tients. 

THE  LOWER  BACK 

The  area  involved  next  in  frequency  with 
rheumatic  disorders  in  the  aging  group  of 
patients  is  the  low  back.  Pain,  stiffness, 
and  soreness  are  found  in  the  lumbar  area, 
referred  into  the  sacro-iliac  and  hip  areas 
with  aching  of  the  legs  and  occasional  ac- 
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companying  radicular  pains  in  the  sciatic 
tract  occur.  Cyccygodynia  and  “sacro-iliac 
disease”  are  usually  the  result  of  lower  lum- 
bar spine  involvement.  What  has  been  said 
of  the  neck  applies  equally  well  to  the  low 
back.  The  hyperextension  (lordosed)  posi- 
tion produces  the  strain,  kyphosis  aggra- 
vates it  through  growth  development  or  later 
rarefying  bone  diseases,  and  the  patient’s 
temperment  perpetuates  it.  It  is  in  the  two 
areas  of  the  spine  where  the  curve  is  re- 
versed, i.e.  the  neck  and  low  back,  that  most 
pain  occurs.  Weight  bearing  in  these  areas 
is  through  the  facets  rather  than  through 
the  vertebral  bodies.  Also,  the  greatest  hy- 
draulic pressure  in  the  intervertebral  spaces 
is  in  the  posterior  areas  in  these  two  zones, 
giving  rise  to  a tendency  for  posterior  pro- 
trusion of  the  nucleus  pulposus  in  these  two 
areas. 

Relieving  stress  in  the  peripheral  joints 
is  easily  accomplished  by  simply  not  using 
the  part.  The  spine,  however,  has  won  a 
bad  reputation  because  it  can  be  strained 
when  at  rest.  Lying  on  the  adbdomen,  or  on 
the  back  with  the  knees  straight,  sitting 
with  the  knees  lower  than  the  hips,  or  stand- 
ing still,  particularly  with  the  hips  slightly 
flexed  and  the  knees  extended,  are  excellent 
ways  to  strain  the  lower  back.  These  posi- 
tions increase  the  lordosis  of  the  lumbar 
spine.  Occupations  such  as  ironing,  sweep- 
ing, working  at  a bench  or  sink,  caring  for 
babies,  driving  a car,  or  particularly  a trac- 
tor, are  well-known  methods  of  producing 
back  strain. 

To  protect  the  lower  back  from  strain 
the  patient  is  taught  to  avoid  swayback  at 
all  times  by  placing  one  foot  on  a step  or 
stool  when  standing,  crossing  the  legs,  or 
by  placing  the  feet  on  a stool  with  the  knees 
flexed  when  sitting,  keeping  his  knees  and 
hips  flexed  (lift  under  knees)  when  lying 
in  his  back. 

Exercises  to  strengthen  the  abdominal 
muscles  and  stretch  the  lumbar  muscles  as 
outlined  by  Paul  Williams1-2  are  then  taught 
each  patient. 

The  same  management  for  any  existing 
bone  or  joint  disorder  as  outlined  under  the 
care  of  the  neck  is  applied  to  the  low  back 
strains.  Most  patients  with  neck  complaints 
have  low  back  pains  sooner  or  later,  or  vice 
versa. 

OTHER  JOINT  COMPLAINTS 

The  knees  are  third  in  the  list  of  frequen- 
cy of  joint  complaints  with  the  interpha- 
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langeal  joints  of  the  fingers  being  a close 
fourth.  Therapy  is  similar  to  that  of  de- 
generative arthritis  of  the  spine.  Degenera- 
tive type  of  joint  disease  is  by  far  the  most 
frequently  encountered  type  of  arthritis  in 
the  aging  group.  If  the  wrists,  elbows,  an- 
kles or  metatarsal  areas  are  inflamed,  one 
knows  that  he  is  dealing  with  a more  severe 
form  of  arthritis,  probably  rheumatoid. 
Gout  must  be  considered,  however,  in  the 
diagnosis  of  male  patients  in  this  age  group. 

GOUT 

The  existence  of  gout  is  suspected  when 
there  is  a severe,  sudden,  monarticular  at- 
tack of  arthritis  in  a peripheral  joint.  Un- 
less it  is  his  first  attack  there  is  a history 
of  previous  similar  attacks  which  subsided 
spontaneously  in  five  to  21  days.  The  at- 
tack was  precipitated  by  stress  such  as  a 
minor  injury,  surgery,  fatigue  or  nervous 
tension.  Acidosis  (ketosis),  or  an  injection 
of  liver  extract  or  a mercurial  diuretic  may 
precipitate  the  articular  phase  of  gout.  The 
disease  rarely  occurs  in  females  (five  per 
cent) , and  in  private  practice,  gout  should  ac- 
count for  two  to  three  per  cent  of  older  adults 
with  arthritis.  Colchicine  is  still  the  method 
of  choice  in  controlling  the  acute  attack, 
1 /100  grain  orally  every  two  to  three  hours 
until  the  pain  subsides  or  a bowel  upset  oc- 
curs. The  patient  should  be  fed  during  the 
attack  and  should  be  relieved  of  stress  by 
placing  him  at  bed  rest.  Between  attacks, 
fats  and  high  purine  containing  foods  are 
restricted.  Recently  a new  drug,  Benemid* 
has  been  introduced.  This  substance  is  quite 
effective  in  causing  the  serum  uric  acid  level 
to  return  to  normal,  but  it  has  not  yet  been 
proved  that  it  reduces  the  number  of  joint 
attacks.  Its  method  of  action  is  not  known. 
This  drug  will  probably  prove  to  be  of  most 
benefit  in  the  tophaceous  (chronic)  type 
gout. 

CONCLUSIONS 

1.  Rheumatism  is  a prominent  complaint 
in  the  aging  subject  but  is  not  a necessary 
part  of  aging. 

2.  Degenerative  joint  disease  is  the  most 
frequently  encountered  type  of  inflammatory 
process  and  involves  the  neck,  low  back, 
knees  and  fingers  in  that  order  of  frequency. 

3.  Involvement  of  the  neck  and  low  back 
sets  off  a myriad  of  symptoms  controllable 
by  correcting  the  general  stress  and  fatigue 
of  the  patient,  the  postural  strain  present, 
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and  by  correcting  any  existing  bone  or  joint 
disorder  capable  of  producing  kyphosis  of 
the  spine. 

4.  An  i n v o lv  e m e n t of  peripheral 
joints  other  than  the  knees  or  interphalan- 
geal  joints  of  the  fingers  ordinarily  indicates 
a rheumatoid  type  of  arthritis  (two  to  three 
per  cent  of  patients  with  peripheral  joint 
inflammation  in  the  aging  group  have  gout). 

5.  Degenerative  arthritis  and  rheumatoid 
arthritis  are  differentiated  from  other  dis- 


eases such  as  osteoporosis,  ostemalacia,  mul- 
tiple myeloma,  tuberculosis,  tumor  metas- 
tases  and  osteitis  deformans. 


* Sharpe  & Doliine 
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EARLY  MANIFESTATIONS  OF  CARCINOMA 

OF  THE  LUNG 

Robert  M.  Shepard,  Jr.,  M.D. 

TULSA,  OKLAHOMA 


The  over-all  cure  rate  of  bronchogenic 
carcinoma  (five  to  six  per  cent)  points  up 
the  necessity  of  earlier  diagnosis  and  treat- 
ment of  this  dread  disease.  Since  it  has  be- 
come, after  the  stomach,  the  most  common 
internal  cancer  of  the  body,  we  must  ever 
be  on  the  alert  for  its  earliest  manifesta- 
tions. 

It  is  unfortunately  true  that  of  each  100 
cases  seen,  about  one-third  will  be  clearly 
too  far  advanced  for  any  definitive  treat- 
ment, one-third  will  be  non-resectable  upon 
exploration  and  one-third  will  be  resectable. 

( 1 ) . Since  approximately  two-thirds  of  the 
cases  when  first  seen  by  the  thoracic  surgeon 
are  beyond  help,  there  is  here  an  obvious 
opportunity  to  improve  our  early  diagnosis. 
Many  cases,  of  course,  do  not  seek  medical 
advice  early  enough,  and  here  we  must  rely 
upon  continued  education  for  the  lay  public. 
An  additional  number  of  cases  are  beyond 
help  at  the  time  of  the  first  symptom  and 
will  represent  the  always  irreducible  min- 
imum of  incurable  cancer  awaiting  more 
effective  methods  of  treatment.  There  is 
however,  a large  percentage  of  cases  whose 
cancers  are  so  early  as  to  be  obscure  and 
difficult  of  diagnosis  at  the  time  of  the  in- 
itial medical  consultation,  and  who  there- 
fore are  given  symptomatic  treatment  until 
the  diagnosis  has  become  obvious  and  the 
time  for  cure  past.  It  is  in  an  effort  to 


point  out  the  significance  of  these  early 
symptoms  that  this  paper  is  presented. 

The  listed  symptoms  of  bronchogenic  car- 
cinoma and  their  frequency  as  given  by 
various  authors  are  given  in  Table  I (2), 
(3).  When  several  of  these  are  present  in 
a given  case,  the  diagnosis  is  usually  thought 
of  automatically,  and  by  the  same  token,  the 
disease  is  usually  advanced.  Every  case  be- 
gins with  a single  symptom,  usually  cough, 
and  the  others  are  added  at  a varying  rate 
of  speed.  Many  lives  could  be  saved  if  a 
chest  x-ray  were  taken  on  every  patient 
wanting  “.  . . a little  something  for  my  cig- 
arette cough.  . . .”. 

Many  patients  will  date  the  onset  of  the 
disease  from  an  acute  respiratory  infection, 
influenza  or  the  like.  Careful  questioning, 
however,  will  most  frequently  elicit  previous 
symptoms,  usually  in  the  nature  of  a dry 
cough  but  also  including  insidious  loss  of 
weight  and  strength,  discomfort  in  the 
chest,  and  so  forth.  The  presenting  symp- 
toms at  the  time  of  the  anamnesis  are  us- 
ually late  manifestations  of  advanced  dis- 
ease. In  Ochsner’s  series  (4)  there  was  an 
average  delay  of  12.3  months  from  the  on- 
set of  the  first  symptom. 

Such  a variety  of  findings  may  be  present 
on  the  x-ray  film,  as  will  be  demonstrated, 
that  it  is  always  dangerous  to  rule  out  or 
in  a diagnosis  of  cancer  of  the  lung  on  the 
basis  of  what  is  seen.  Hilar  densities,  peri- 
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Fig.  1 — (Case  1) — Peripheral  density  Fig.  2 — Case  2) — Peripheral  eircum-  Fig.  3 — (Case  3) — Xo  evidence  of  ae- 
right  upper  lobe,  invading  ribs  and  scribed  density,  right  mid-lung  fleid.  tive  pulmonary  pathology.  Inoperable 
producing  local  pain.  Patient  asymptomatic.  carcinoma,  left  bronchus. 


pheral  densities,  atelectasis,  emphysema, 
abscess,  pneumonia  and  infiltrations  may  all 
be  carcinoma.  No  positive  x-ray  finding  of 
this  nature,  in  which  a diagnosis  has  not 
been  made  of  other  disease,  should  be  ob- 
served for  longer  than  four  weeks  before 
definitive  procedures  are  undertaken  (bron- 
choscopy, exploratory  thoracotomy)  and  in 
most  cases  this  delay  is  unnecessary.  (5)  It 
is  perhaps  helpful  to  think  of  a mass  seen 
on  x-ray  in  the  same  manner  as  a mass  felt 
in  the  breast.  It  is  of  course  necessary  to 
biopsy  or  excise  a breast  mass  for  diagnosis, 
to  be  followed  by  radical  operation  if  can- 
cer is  present;  it  is  equally  necessary  to  bi- 
opsy or  excise  a mass  in  the  chest  for  diagno- 


sis to  be  followed  by  radical  operation  if 
cancer  is  present. 

In  the  presence  of  clinical  and  x-ray  find- 
ings of  doubtful  nature  much  help  is  often 
obtained  by  bronchoscopy  and  sputum  ex- 
aminations. Even  if  a tumor  is  not  actually 
observed  on  bronchoscopy,  ancillary  findings 
such  as  narrowing,  distortion  or  fixation  of 
the  bronchus  may  be  present,  and  biopsy 
of  abnormal-appearing  areas  of  mucosa  may 
show  squamous  metaplasia  or  carcinoma  in 
situ,  good  evidence  of  a nearby  carcinoma. 
Cells  are  frequently  found  in  the  sputum, 
even  in  very  early  cases,  and  repeated  cyto- 
logic examinations  should  be  made  if  facili- 
ties are  available. 


Fig.  4 — (Case  4) — Subsiding  pneu- 
monia right  upper  lobe  (peripheral 
density).  Hilar  density  is  carcinoma 
and  right  mediastinal  bulge  is  metas- 
tatic nodes. 


Fig.  5 — (Case  5) — Comparison  of  two 
sides  shows  hyperaeration  of  left  lung. 
Obstructive  emphysema  due  to  carci- 
noma. 


Fig.  6 — (Case  6) — Eight  hilar  carci- 
noma. Successful  pneumoneetomy 
done  eight  months  after  this  flint  was 
made. 
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Table  I 


OCHSNER 

RIENHOFF 

% 

c/c 

Cough  

...  92 

71 

Weight  Loss  

...  79 

39 

Chest  Pain  

...  67 

53 

Hemoptysis  

61 

63 

Respiratory  Infection  . 

...  60 

31 

Dvspnea  

...  60 

23 

Weakness  

22 

Hoarseness  7 


The  following  case  reports  are  given  to 
illustrate  varying  aspects  of  carcinoma  of 
the  lung  and  the  difficulty  of  its  diagnosis. 

Case  1 — J.B.M.  This  sixty-six  year-old 
white  male  had  first  noticed  an  arthritic- 
type  pain  in  the  shoulder  about  six  months 
before.  However,  for  two’  weeks  preceding 
consultation  (1-15-52)  the  pain  had  become 
of  a different  nature  and  had  centered  in  the 
upper  ribs  in  the  axilla.  There  had  been  a 
persistent  soreness  in  this  area  and  some 
numbness  and  soreness  on  the  inner  side  of 
the  arm  for  the  past  four  days.  He  had 
had  a mild  cough  for  two  weeks  productive 
of  thin  phlegm.  He  never  had  any  hemo- 
ptysis or  other  respiratory  symptoms.  Phys- 
ical examination  was  entirely  negative  ex- 
cept for  mild  tenderness  over  the  right  3rd 
rib  in  the  anterior  axillary  line.  X-ray  ex- 
amination (Fig.  1)  revealed  a small  cir- 
cumscribed lesion  of  the  right  upper  lobe 
invading  the  3rd  and  4th  ribs  in  the  anterior 
axillary  line.  He  was  admitted  to  the  hos- 
pital 1-27-52  for  bronchoscopy,  which  was 
found  to  be  essentially  normal.  Exploratory 
thoracotomy  was  done  1-30-52  and  a carci- 
noma of  the  right  upper  lobe  found,  invad- 
ing ribs  2,  3 and  4 in  the  mid-axillary  line. 
A right  upper  lobectomy  was  done  and  the 
2nd,  3rd  and  4th  ribs  removed  in  their 
entirety  en  bloc  and  in  continuity  with  the 
lobe.  As  far  as  could  be  told  grossly,  the 
lesion  was  well-encompassed  on  all  sides. 
Microscopic  examination  of  this  lesion  re- 
vealed it  to  be  a keratinizing  squamous  cell 
carcinoma  invading  the  ribs.  The  patient 
had  an  uneventful  convalescence  and  when 
last  seen  10-1-52,  had  no  evidence  of  recur- 
rence of  the  lesion,  was  working  steadily 
and  was  without  complaints  except  for  some 
continued  soreness  of  the  right  shoulder. 

Comment:  This  case  illustrates  that  a 
peripheral  carcinoma  may  not  be  expected 
to  produce  any  respiratory  symptoms  but 
will  usually  make  itself  manifest  by  invad- 


ing contiguous  structures.  Here  the  first 
and  virtually  only  complaint  of  this  man 
was  the  pain  incident  to  bony  erosion  by  a 
peripheral  lesion. 

Case  2 — P.S.  This  fifty-three  year-old 
white  male  was  without  symptoms  except 
for  mild  nervousness  when  he  was  given  a 
complete  physical  examination  in  February, 
1952.  This  examination  by  his  internist  was 
completely  normal,  but  a routine  x-ray  show- 
ed a very  faint  coin  lesion  in  the  right  mid- 
lung zone  (Fig.  2).  There  were  no  symp- 
toms at  all  applicable  to  the  respiratory  sys- 
tem. He  was  admitted  to  the  hospital  and 
bronchoscopy  done  3-11-52  was  entirely  nor- 
mal. Bronchial  secretions  showed  no  malig- 
nant cells.  Exploratory  thoracotomy  done 
3-13-52  revealed  no  abnormalities  except  a 
2 cm.  nodule  in  the  lateral  segment  of  the 
middle  lobe,  with  some  puckering  of  the 
pleura  over  it.  This  nodule  was  excised  in 
toto  and  frozen  section  revealed  it  to  be  an 
adenocarcinoma,  therefore  a total  pneumo- 
nectomy with  dissection  of  the  mediastinum 
was  done.  The  pathological  examination  of 
the  specimen  showed  a bronchogenic  adeno- 
carcinoma of  the  middle  lobe  with  no  evi- 
dence of  metastases  in  the  peribronchial 
and  mediastinal  nodes.  The  patient’s  con- 
valescence was  uneventful  and  he  has  since 
returned  to  work,  and  when  last  seen  7-15- 
52  was  without  complaints  except  for 
dyspnea  upon  exertion.  He  has  maintained 
his  weight  and  his  progress  is  satisfactory. 

Comment:  This  case  represents  an  ex- 
ceedingly early  carcinoma  of  the  lung  whose 
diagnosis  was  made  in  a fortuitous  fashion. 
If  an  x-ray  had  not  been  made  incident  to 
a routine  complete  physical  examination,  it 
would  no  doubt  have  been  several  more 
months  before  this  lesion  had  grown  enough 
to  invade  contiguous  structures  and  cause 
some  symptoms.  This  is  the  type  of  case 
in  which  we  have  our  best  chance  for  cure. 

Case  3 — I.P.  This  sixty-two  year-old 
white  male  had  symptoms  of  cough,  hemop- 
tysis, weight  loss  and  pain  in  the  left  chest 
for  three  months.  When  examined  by  his 
internist,  the  clinical  diagnosis  of  carcinoma 
of  the  lung  was  obvious  in  spite  of  the  com- 
paratively short  duration  of  the  symptoms. 
He  was  admitted  to  the  hospital  for  com- 
plete physical  examination,  which  was  neg- 
ative except  for  evidence  of  weight  loss  and 
chronic  illness.  X-ray  examination  of  the 
chest  (Fig.  3)  was  entirely  normal  except 
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for  slight  tenting  of  the  right  diaphragm. 
There  were  no  findings  upon  which  one 
could  make  a diagnosis  of  bronchogenic  car- 
cinoma. In  spite  of  the  negative  x-ray  find- 
ings, the  clinical  picture  was  very  definite, 
and  the  patient  was  bronchoscoped  6-28-52. 
A bleeding  lesion  was  found  in  the  left 
stem  bronchus  just  past  the  carina.  A bi- 
opsy showed  carcinoma.  The  patient  was 
prepared  for  thoracotomy,  which  was  done 
7-10-52.  The  left  chest  was  entered  through 
the  3rd  interspace  anteriorly  and  a mass 
found  in  the  bronchus  within  the  curve  of 
the  aorta.  The  pulmonary  artery  was  ligat- 
ed intrapericardially  after  dividing  the  liga- 
mentum  arteriosum.  After  the  exposure  af- 
forded by  this  maneuver  was  obtained,  it 
was  found  that  the  carcinoma  had  invaded 
through  the  wall  of  the  bronchus  and  into 
the  wall  of  the  aorta.  The  lesion  was  there- 
fore inoperable  and  it  was  necessary  to  close 
the  chest.  The  patient  recovered  from  surg- 
ery and  was  discharged  on  his  eighteenth 
postoperative  day  for  terminal  care  at  home. 

Comment:  Here  is  an  incurable  lesion  of 
the  lung,  diagnosed  and  treatment  attempted 
before  any  positive  x-ray  finding  had  de- 
veloped. This  represents  the  irreducible  min- 
imum of  cases,  incurable  because  of  location 
or  early  spread.  It  is  noteworthy  that  a 
positive  x-ray  finding  is  not  always  present 
and  therefore  further  investigation,  namely 
bronchoscopy,  must  be  undertaken  whenever 
the  clinical  symptoms  are  strong  enough  to 
warrant  it. 

Case  4 — H.S.  This  forty-four  year-old 
white  male  was  in  good  health  and  had  no 
symptoms  that  could  be  elicited  until  4-7-52 
when  he  had  an  acute  onset  of  right  pleu- 
ritic pain,  productive  cough,  night  sweats, 
fever  and  prostration.  A diagnosis  of  pneu- 
monia was  made  and  he  was  admitted  to 
the  hospital  and  given  heavy  doses  of  anti- 
biotics. He  improved  on  this  treatment. 
X-ray  studies  at  the  time  of  admission  show- 
ed a peripheral  shadow  in  the  right  upper 
lobe  compatible  with  pneumonia.  He  was  dis- 
charged improved  upon  the  20th,  but  the 
symptoms  of  cough  and  expectoration  of  spu- 
tum persisted  and  he  was  re-admitted  on 
4-28-52  for  further  studies.  Bronchoscopy 
done  5-14-52  showed  mucosal  inflammation 
but  no  lesion.  Further  x-rays,  taken  at  this 
time  (Fig.  4)  showed  a persistence  of  the 
shadow  in  the  right  upper  lobe  and  a shadow 
close  to  the  hilum.  Following  these  ex- 
aminations the  patient  was  much  improved 


and  became  asymptomatic.  He  had  gained 
weight  and  had  no  cough  or  fever.  Because 
of  the  persistence  of  the  shadow  in  the  right 
upper  lobe  for  longer  than  four  weeks,  ex- 
ploratory thoracotomy  was  carried  out  on 
6-10-52.  The  right  chest  was  entered 
through  the  right  3rd  anterior  interspace 
and  a bronchogenic  carcinoma  was  found 
with  extensive  mediastinal  metastases.  It 
was  obviously  inoperable  and  after  biopsy 
had  been  obtained  the  chest  was  closed. 
Pathological  examination  showed  a metas- 
tatic adenocarcinoma  in  the  lymph  nodes. 
The  patient  recovered  from  surgery  and 
was  given  a full  course  of  x-ray  treatments 
without  any  result.  He  was  discharged  for 
terminal  home  care.  At  the  present  time  he 
is  losing  ground  rapidly. 

Comment:  This  case  illustrates  how  car- 
cinoma may  manifest  itself  as  an  acute  res- 
piratory infection  masquerading  as  pneu- 
monia. This  man  had  pneumonia  and  was 
treated  for  it,  but  the  underlying  pathology 
was  carcinoma  of  the  lung,  and  it  was  not 
until  the  pneumonia  had  failed  to  resolve 
and  the  symptoms  recurred  that  it  could 
be  determined  that  he  had  any  more  than 
ordinary  pneumonia.  Carcinoma  should  al- 
ways be  kept  in  mind  in  any  acute  inflam- 
matory respiratory  process  if  it  does  not 
completely  resolve,  both  clinically  and  by 
x-ray,  within  four  weeks. 

Case  5 — C.  W.  This  thirty-six  year-old 
white  male  was  in  good  health  until  January 
of  1952,  when  he  developed  a mild  upper 
respiratory  infection  from  which  he  never 
completely  recovered.  He  had  had  frequent 
colds  since  then,  and  for  the  past  two  weeks 
had  had  weakness  and  dyspnea  on  the  least 
exertion.  He  had  a chronic  cough  since  Jan- 
uary, 1952  and  had  spit  up  blood  in  March. 
He  had  constant  pain  on  the  left  side,  worse 
for  the  previous  two  weeks.  He  described 
his  complaint  chiefly  as  “.  . . unable  to  get 
air  into  my  left  lung.”  With  these  complaints 
he  had  consulted  three  physicians  who  were 
unable  to  find  anything  definite  upon  physi- 
cal examination.  The  fourth  physician  re- 
ferred him  for  further  work-up  as  a possible 
pulmonary  lesion.  Physical  examination  was 
entirely  normal  except  for  an  inspiratory 
squeak  throughout  the  left  lung  field.  X-ray 
examination  (Fig.  5)  showed  a hyper-illum- 
ination of  the  left  lower  and  mid-lung 
zones  with  no  evidence  of  any  masses  or 
atelectasis.  The  patient  was  hospitalized  6- 
28-52  and  bronchoscopy  revealed  a friable 
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bleeding  lesion  in  the  left  stem  bronchus. 
This  was  biopsied  and  pathological  examina- 
tion showed  a squamous  cell  carcinoma. 
A left  pneumonectomy  was  done  7-1-52  and 
no  evidence  of  any  mediastinal  extension 
was  found.  Pathological  examination  show- 
ed that  the  tumor  was  completely  endo- 
bronchial. The  patient  made  an  unevent- 
ful recovery. 

Comment:  This  case  illustrates  carcino- 
ma of  the  lung  manifesting  itself  as  an  ob- 
structive emphysema,  nearly  missed  upon 
review  of  the  original  x-rays. 

Case  6 — J.R.  This  forty-nine  year-old 
white  male  first  consulted  his  physician  in 
October,  1950.  At  this  time  he  complained 
of  rawness  in  the  throat,  pain  in  the  chest 
and  dyspnea  upon  exertion,  of  eighteen 
months  duration.  He  had  had  a persistent 
cough  for  the  same  period  which  had  been 
dry  until  just  before  consultation,  at  which 
time  it  had  become  productive  of  a bloody 
mucous.  X-ray  at  time  showed  density  in 
the  right  hilum  which  was  very  suggestive 
of  carcinoma.  The  man  was  informed  that 
he  probably  had  a tumor  of  the  lung  and 
bronchoscopy  and  further  examination  were 
requested.  For  reasons  best  known  to  him- 
self however,  the  patient  declined  to  have 
this  done  and  was  not  seen  again  until  June, 
1951,  at  which  time  he  presented  himself 
with  the  same  complaints  of  pain  in  the 
right  chest,  cough,  dyspnea  upon  exertion 
and  hemoptysis  on  two  occasions.  Physical 
examination  was  essentially  negative  except 
for  the  chest  where  there  was  an  inspira- 
tory wheeze  over  the  entire  right  lung. 
X-rays  (Fig.  6)  again  showed  a density  in 
the  right  hilum.  At  bronchoscopy  a friable 
lesion  was  found  in  the  right  stem  bronchus. 
This  was  biopsied  and  reported  as  carcino- 
ma. Therefore  on  6-8-51  a total  pneumonec- 
tomy with  dissection  of  the  mediastinal 
nodes  was  carried  out  through  an  anterior 
approach.  The  patient  had  an  uneventful 
postoperative  course  and  was  discharged  on 
his  twelfth  day.  Pathlogical  examination  of 
the  resected  specimen  showed  keratinizing 
squamous  cell  carcinoma  of  the  right  lower 
lobe  bronchus  with  extensive  metastases  to 
the  bronchial  nodes. 

This  case  has  been  followed  at  frequent 
intervals  since  operation.  At  last  examina- 
tion 6-9-52  he  had  maintained  his  weight, 
was  working  steadily  on  his  farm  and  had 
less  dyspnea  than  before  surgery.  The 


wound  was  solid  and  x-rays  and  physical 
examination  showed  no  evidence  of  recur- 
rence of  his  tumor. 

Comment:  This  case  illustrates  how  com- 
pletely unpredictable  carcinoma  of  the  lung 
may  be.  While  one  case  may  be  beyond 
help  at  the  onset  of  symptoms,  the  next 
may  persist  for  many  months  and  still  be 
operable,  and  indeed  curable.  This  man 
knew  he  had  a tumor  of  the  lung  for  six 
months  before  anything  definitive  was  done, 
and  yet  a successful  pneumonectomy  was 
performed  and  there  has  been  no  evidence 
of  recurrence  in  the  fourteen  months  follow- 
ing. Carcinoma  must  be  aggressively  at- 
tacked whenever  found,  as  one  never  knows 
when  metastases  have  or  have  not  occurred. 


DISCUSSION 

Although  the  cure  rate  of  carcinoma  of 
the  lung  is  quoted  at  a discouraging  five  to 
six  per  cent,  it  must  be  remembered  that 
this  is  the  result  obtained  of  all  cases  seen, 
and  includes  approximately  two-thirds  of 
cases  who  are  hopeless  when  first  seen,  or 
when  operated  upon.  If  one  takes  only  the 
cases  on  whom  pneumonectomy  was  done, 
the  cure  rate  is  between  twenty  and  twenty- 
five  per  cent.  This  is  an  acceptable  figure, 
and  shows  what  may  be  obtained  when  cases 
are  seen  early  enough  for  successful  surgery 
to  be  accomplished.  The  difference  between 
five  and  twenty  per  cent  represents  the  in- 
crease which  may  be  expected  to  obtain  when 
carcinoma  is  more  regularly  picked  up  in 
its  early  stages. 

The  position  of  a tumor  in  respect  to  its 
position  in  the  bronchial  tree  or  in  the  lung 
has  a great  deal  to  do  with  the  first  symp- 
toms which  it  will  produce.  Peripheral  tu- 
mors will  not  show  hemoptysis  or  occlusive 
symptoms  until  late.  An  endobronchial  tu- 
mor in  a major  bronchus  will  produce  early 
occlusive  symptoms,  either  those  of  obstruc- 
tive emphysema  or  of  atelectasis,  and  early 
will  produce  cough  and  hemoptysis.  Peri- 
pheral tumors  of  the  lung  usually  are  silent 
until  adjacent  structures  are  involved,  and 
therefore  may  not  be  diagnosed  until  late. 
In  general  it  may  be  said  that  ninety  per 
cent  of  cancers  have  extended  to  structures 
outside  the  lung  at  the  time  they  become 
symptomatic  (6). 

I have  been  struck  by  the  fact  that  all 
patients  with  carcinoma  of  the  lung  that  I 
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have  seen  in  private  practice  have  not  only 
been  smokers,  but  heavy  smokers,  all  ex- 
ceeding Graham’s  minimal  criteria  of  one 
pack  a day  for  twenty  years.  From  684 
cases  studies  by  Wynder  and  Graham  (7), 
as  compared  with  789  cancerous  male  pa- 
tients of  the  same  economic  and  age  groups, 
they  found  that  84  y2  per  cent  of  general  hos- 
pital patients  were  smokers  and  that  96  Vi 
per  cent  of  those  having  lung  cancers  were 
moderate  to  heavy  smokers  from  early  years. 
The  occurrence  of  carcinoma  of  the  lung  in 
a male  non-smoker  or  minimal  smoker  was 
found  to  be  only  2 per  cent,  while  96.1  per 
cent  of  cancer  patients  had  smoked  over 
twenty  years.  In  1,732  patients  studied  by 
Doll  and  Hill  (8)  and  compared  with  743 
controls,  they  found  a specific  connection 
between  carcinoma  of  the  lung  and  smoking. 
Only  .3  per  cent  of  the  men  and  31.7  per  cent 
of  women  with  lung  cancers  were  non-smok- 
ers. In  the  control  group  these  figures  were 
4.2  and  53.3  per  cent.  In  the  carcinoma 
group,  most  were  heavy  smokers.  Cigarette 
smoking  appeared  to  be  more  closely  related 
than  pipe  smoking.  It  is  agreed  by  all  that 
adenocarcinoma  is  less  influenced  by  smoking 
habits  than  the  squamous  cell  variety.  One 
must  therefore  conclude  that  cigarette  smok- 
ing is  a predisposing  factor  in  squamous 
metaplasia  in  the  larger  bronchi,  which  soon 
leads  to  formation  of  carcinoma  in  situ  and 
frank  carcinoma. 

SUMMARY  AND  CONCLUSIONS 

1.  Some  early  manifestations  of  carci- 


noma of  the  lung  are  discussed  and  illustrat- 
ed by  case  reports. 


2.  Chest  x-rays  should  be  a part  of  ev- 
ery diagnostic  work-up,  as  much  so  as  the 
routine  blood  and  urine  examinations,  and 
there  is  perhaps  merit  in  the  suggestion  (5) 
that  a film  should  be  taken  every  six  months 
in  heavy  smokers  over  forty  years  of  age. 
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MEET  OUR  CONTRIBUTORS 


Arthur  TJ'.  Hoyt,  M.D.,  Ckickasha,  has  an  article  on 
"Ferrous  Sulfate  Poisoning:  Report  of  Case”  in  this 
issue  of  the  Journal.  Dr.  Hoyt  attended  Albion  College, 
Albion.  Michigan,  and  was  graduated  from  the  Univer- 
sity of  Michigan  College  of  Literature,  Science  and  Arts 
and  the  University  of  Michigan  School  of  Medicine  in 
1940.  He  served  in  the  army  from  1941-1945.  Doctor 
Hoyt 's  specialty  is  pediatrics. 

TV.  E.  Ishmael,  M.D.,  Oklahoma  City,  has  an  article 
on  “ Rheumatic  Disorders  of  the  Aging”  in  the  No- 
vember Journal.  Doctor  Ishmael,  who  has  been  certified 
by  the  American  Board  of  Internal  Medicine,  was  grad- 
uated from  the  University  of  Oklahoma  School  of  Med- 
icine in  1935  after  receiving  his  A.B.  from  Oklahoma 
City  University.  Doctor  Ishmael  was  a major  in  the 
Air  Force. 


Roger  Reid,  M.D.,  Ardmore,  wrote  “Democratic 
Japan — Some  Problems  and  Trends.”  Doctor  Reid, 
who  was  previously  with  the  45th  Division,  was  trans- 
ferred to  the  Civil  Affairs  Section  of  General  Head- 
quarters working  in  conjunction  with  the  medical  serv- 
ice of  the  national  police  reserve,  as  a It.  col.  Doctor 
Reid  was  graduated  from  the  University  of  Manitoba, 
Winnipeg,  Canada  and  practiced  in  New  York  before 
coming  to  Ardmore  in  1942. 

R.  M.  Shepard,  Jr.,  M.U..  Tulsa,  is  the  author  of 
“Early  Manifestations  of  Carcinoma  of  the  Lung”  in 
the  November  issue.  Doctor  Shepard  was  graduated 
from  Tulane  University  of  Louisiana  in  1941.  He  also 
attended  the  University  of  Oklahoma.  Doctor  Shepard 
served  as  a major  in  the  army  from  1942-1946.  His 
specialty  is  general  surgery. 
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DEMOCRATIC  JAPAN 
SOME  PROBLEMS  AND  TRENDS 


Roger  Reid,  M.D. 

ARDMORE,  OKLAHOMA 


THE  OCCUPATION. 

An  era  has  ended  .... 

“Occupied  Japan”  is  now  a term  in  his- 
tory. 

Those  who  participated  in  the  Occupa- 
tion of  Japan  found  it  to  contain  inferior 
imitations  of  numerous  things  produced 
“Stateside” — a miniature  industrial  nation 
to  be  sure,  but,  one  poor  in  raw  materials 
and  one  schooled  to  progress  too  fast — Oc- 
cupationaires  will  never  cease  to  marvel  as 
to  how  Japan  with  such  limited  resources 
was  able  to  maintain  the  large-scale  war- 
fare which  she  did. 

The  Occupation  was  almost  unbelievably 
benevolent  in  endeavoring  to  promote  pro- 
gressive ideas  and  humane  measures.  The 
first  year  was  one  of  semi-starvation  and 
want ; however,  by  the  middle  of  1946,  the 
negative  phase  was  over  and  many  reforms 
had  been  initiated ; industrial  rationaliza- 
tion and  rehabilitation,  hydro-electric  ex- 
pansion, land  reforms,  yen  savings,  the  Mac- 
Arthur  Line,  and  collective  bargaining  along 
with  other  labor  and  social  reforms  ....  all 
of  these  proceeded  slowly,  and  sometimes 
unevenly,  throughout  the  succeeding  years. 
THE  PEACE  TREATY. 

In  former  days  as  a first-rate  power,  Ja- 
pan was  viewed  with  justifiable  suspicion 
and  distrust.  Whatever  pressures  she  may 
then  have  had  to  claim  as  justification  for 
her  program  of  colonization  and  expansion 
in  her  search  for  resources  and  “living 
room,”  these  same  pressures  still  are  pres- 
sent  and  are  even  more  intensified,  for  Ja- 
pan has  had  to  repatriate  her  nationales 
from  her  colonies,  while  she  has  lost  terri- 
tories and  their  resources;  Sakhalin  and 
Kuriles  (oil),  these  are  now  Communist 
“hot-spots,”  . . . how  well  the  members  of 
Oklahoma’s  45th  Division  know  this!  Korea 
(rice);  Formosa  (sugar);  Manchuria 
(wheat  and  soya  beans). 

Now,  by  virtue  of  the  Peace  Treaty,  Ja- 
pan has  regained  sovereignty  and  returns 
to  the  family  of  nations  as  a not-too-firmly 
established  democracy  with  many  problems; 


she  still  is  watched  with  great  distrust. 

What  are  some  of  these  problems? 

Should  we  of  the  Western  world  in  gen- 
eral, and  Americans  in  particular,  be  inter- 
ested or  concerned  ...??? 

For  many  months  we  have  seen  how  one 
group  of  Orientals  ( ? “Korean”  Commu- 
nists), who  with  a sense  of  values  differing 
entirely  from  ours,  and  unduly  prolonging 
honest  and  sincere  endeavors  to  reach  an 
armistice  through  reasonable  understanding. 
Although  the  United  States  has  accepted 
Japan’s  friendship  almost  without  reserva- 
tion, several  of  our  former  allies  and  some 
members  of  the  United  Nations  have  not 
done  so.  Of  course  the  acceptance  of  friend- 
ship in  itself  does  not  solve  problems,  but 
it  can  contribute  to  a more  sympathetic  in- 
terest and  the  rendering  of  more  intelligent 
assistance,  both  of  which  are  necessary  if 
Japan  is  to  line  up  with  the  Western  World 
against  Communism ! 

SOME  PROBLEMS. 

In  Japan,  as  in  other  countries,  major 
problems  revolve  around  three  main  factors, 
population  — food  — and  business  economy. 
Hence,  loaning  or  giving  money  will  not 
permanently  solve  basic  problems — the  pur- 
chase of  products  and  goods  helps.  The  non- 
governmental spending  by  Occupationaires 
alone  is  about  $2,000,000.00  a day  (souve- 
niers,  gifts  and  services).  The  Korean  war 
boosted  industrial  levels  to  135  per  cent  of 
those  prevailing  in  1935-1936;  these  are 
now  dropping,  textiles  have  been  cut  back 
40  per  cent  and  others  are  following. 

1.  THE  PEOPLE. 

In  Japan  some  85,000,000  persons  are 
living  on  an  area  of  land  slightly  more  than 
twice  the  size  of  the  State  of  Oklahoma, 
where  we  have  a population  of  only  2,500,- 
000. 

Due  to  wartime  evacuation,  in  1945,  the 
population  of  the  capital  city  of  Tokyo  was 
down  to  3,400,000.  Despite  government  re- 
strictions on  population  movements,  by  1952 
there  were  6,700,000  persons  residing  in 
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Tokyo,  giving  it  a population  density  of  50,- 
000  persons  per  square  mile — by  contrast, 
Oklahoma  City  has  less  than  5,000  persons 
per  square  mile. 

Of  Japanese  national  characteristics  cer- 
tainly the  most  outstanding  is  their  ability 
to  work  long  and  hard  under  the  most  ad- 
verse condition,  10-12  hours  a day,  seven 
days  a week.  With  neither  their  religions 
nor  their  industries  giving  much  considera- 
tion to  the  individual  as  such,  and  with  so 
much  manpower  and  womanpower  readily 
available,  it  is  little  wonder  they  persist  in 
the  use  of  many  apparently  inefficient  and 
laborious  methods.  The  industrialists,  how- 
ever, have  a paternalistic  attitude  and  do 
not  readily  reduce  their  staffs  when  their 
business  becomes  poor,  or  even  bankrupt ! 

Large  families  and  poverty  have  led  to  a 
high  rate  of  suicide  and  slave  traffic.  Annual- 
ly thousands  of  individuals,  both  men  and 
women,  are  indentured  to  farmers,  textile 
industries,  the  entertainment  fields  and 
houses  of  prostitution.  While  many  con- 
sider it  a form  of  filial  obligation  and  most 
individuals  never  really  become  free  again, 
some  girls  are  reported  as  having  been  sold 
by  their  families  as  many  as  12  times.  This 
practice  was  banned  during  the  Occupation, 
but  is  reappearing  with  increasing  frequen- 
cy. In  addition  there  are  some  areas — Oshi- 
ma  Island — where  the  services  of  indivi- 
duals are  obtained  by  “barter,”  mostly  for 
quantities  of  rice;  such  persons  do  specified 
jobs  for  specified  periods,  usually  farming  or 
house-work,  and  this  arrangement  in  no  way 
permits  slave  traffic  or  prostitution. 

2.  CURRENCY  AND  INFLATION. 

The  unit  of  Japanese  currency  is  the  Yen; 
around  1930,  it  was  worth  50  cents,  but  in 
1939  only  20  cents,  and  now  it  is  worth  3.6 
to  the  penny  or  360  to  the  United  States 
Dollar.  The  degree  of  inflation  has  greatly 
exceeded  that  of  yen  devaluation ; formerly 
a worker  earned  40  yen  a month  and  was 
income-tax  free,  now  he  earns  about  14,000 
yen  ($40.00)  per  month  and  pays  almost 
one  month’s  wages  per  annum  as  income 
tax. 

While  salaries  are  usually  quoted  and  paid 
on  a monthly  basis,  most  employers  also 
pay  annual  or  semi-annual  bonuses ; hence 
while  the  monthly  wages  quoted  are  low, 
they  are  usually  augmented  by  bonuses.  As 
previously  stated  a paternalistic  pattern  pre- 
vails and  Japanese  business  men  do  not  read- 


ily reduce  the  number  of  their  employees 
when  business  hits  a slump.  A member  of 
the  Diet  (legislative  body)  was  defeated  for 
re-election  and  when  unable  to  get  other 
work  was  reported  to  have  accepted  that  as 
a laborer  at  240  yen  (66  cents)  per  day  or 
$18.00  per  month.  Typists  (females)  usual- 
ly receive  $15.00  per  month;  male  depart- 
ment store  clerks  $25.00  and  street  car  con- 
ductors $27.50  per  month.  Living  expenses 
for  a family  of  three  averages  from  $30.00 
(10,000  yen)  to  $120.00  (40,000  yen)  per 
month.  The  minimal  cost  of  food  for  one 
person  is  from  27  to  41  cents  per  day,  or 
$9.00  to  $12.00  per  month.  Some  other  ex- 
amples of  common  expenses  are,  white  cot- 
ton shirt  (man’s)  $3.50;  tie  $1.25;  suit 
ready  - made  $55.00,  tailor  - made  $75.00 ; 
overcoat  $30.00;  shoes  (leather)  $7.00. 

Here  are  average  wages  and  taxations  as 
computed  in  dollar  values : 


Millions  of 

Average 

Tax  Total 

Persons 

Ann  ’1  Inc. 

Rate  Pet.  Tax 

Workers  

8.3 

$468.00 

8.3  $ 39.00 

Farmers  

1.2 

360.00 

7.6  27.00 

Business  Man  . 

1.4 

870.00 

17.7  153.00 

Others  

70S. 00 

15.1  106.00 

3.  FOOD. 

The  main 

articles 

of  food 

are  rice,  fish 

and  vegetables.  The  average  rice  crop  raised 
in  Japan  amounts  to  325,000,000  bushels; 
with  a population  of  85,000,000  requiring 
approximately  five  bushels  (1  koku)  per  indi- 
vidual per  year  (daily  average  of  12  ozs.  per 
person),  another  100,000,000  bushels  must  be 
imported.  If  rice  were  to  be  decontrolled, 
some  20,000,000  people  would  suffer  from 
want.  Likewise,  fish  is  needed  to  the  extent 
of  6,000,000  tons  per  year,  this  allows  less 
than  one-half  pound  per  person  per  day, 
since  the  establishment  of  MacArthur  line, 
the  yearly  catch  is  only  3,000,000  tons,  so 
that  3,000,000  tons  of  wheat  to  make  up  for 
the  protein  deficiency  are  imported  from  the 
United  States  annually.  The  law  prescribes 
a minimum  2,400  calorie  value  diet,  which 
probably  is  not  met  by  the  present  food  sup- 
plies. 

In  Japan,  only  20  per  cent  of  the  land 
surface  is  arable.  (Oklahoma  has  45-50  per 
cent  arable  land).  The  sides  of  the  hills 
are  terraced  into  narrow  strips,  this  is  espe- 
cially so  in  the  densely  populated  southern 
areas.  Small  patches  of  land,  say  10  feet 
long  and  three  feet  wide  will  be  cultivated 
intensively  as  it  is  of  great  importance  in 
their  struggle  for  existence.  In  the  southern 
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areas,  two  crops  per  year  are  raised  of  ne- 
cessity. On  the  northern  island  of  Hokkaido, 
often  called  Japan’s  “Siberia,”  only  one  crop 
per  year  can  be  grown.  The  size  of  the  av- 
erage farm  is  around  two  and  one-half  acres, 
and  farms  when  bequeathed  always  go  to 
the  eldest  son ; being  too  small  to  subdivide, 
second  and  third  sons  of  families  are  com- 
pelled to  leave.  Under  the  Land  Reform  Act 
of  the  Occupation,  tenants  and  farmers  were 
given  assistance  in  the  purchase  of  land, 
but  unfortunately  each  year  more  and  more 
of  the  farmers  were  compelled  by  economic 
reasons  to  relinquish  their  farms,  the  rate 
of  selling  in  1951  being  more  than  twice 
that  of  1950 ; in  some  areas  the  rate  increas- 
ed by  28  times.  As  previously  noted,  farm- 
ers in  desperation  to  raise  money  to  retain 
their  holdings  have  sold  even  their  children. 

In  connection  with  the  living  standards 
and  farms,  the  extensive  use  of  electricity, 
especially  for  lighting  purposes,  is  note- 
worthy; the  power  supply  is  poor,  the  hours 
of  use  often  restricted  and  the  current  is 
low,  usually  being  around  90-105  volts. 

5.  EDUCATION. 

Probably  Japan’s  most  outstanding  char- 
acteristic is  the  high  degree  of  literacy;  ed- 
ucation is  compulsory  up  the  equivalent  of 
American  Junior  high  school.  Due  to  the 
largeness  of  families  and  the  loss  of  many 
school  buildings,  Japan  has  a tremendous 
problem  in  maintaining  its  education  sys- 
tem. There  is  a lack  of  teachers,  as  well  as 
a shortage  of  classrooms — the  city  of  Tokyo 
alone  needs  about  3,000  classrooms  for  its 
average  annual  primary  enrollment  of  120,- 
000 — thus  children  attend  school  half-days 
only,  one  group  in  the  morning,  the  second 
group  in  the  afternoon.  It  is  anticipated 
that  it  will  require  at  least  three  years  to 
overcome  this  deficiency. 

Except  during  the  war  years,  the  English 
language  was  taught  and  studied  extensive- 
ly, so  that  most  well-educated  Japanese  have 
had  three  to  five  years  instruction ; thus 
while  many  physicians  can  read  and  under- 
stand English,  they  have  lacked  the  oppor- 
tunity to  become  fluent  in  the  conversational 
form. 

Co-education  was  adopted  in  1947  but 
does  not  seem  to  be  too  well  accepted ; due 
to  opposition  voiced  by  “PTA’s”  and  Boards 
of  Education,  the  Ministry  of  Education  is 
considering  the  abolishment  of  co-education. 


Incidentally,  recently  for  the  first  time  in 
Japanese  history,  a member  of  the  royal 
family  has  attended  one  of  the  public  schools 
for  advanced  education. 

6.  MEDICAL,  DENTAL  AND  NURSING  SERVICES. 

Prior  to  World  War  II,  there  were  only 
about  60  doctors  who  had  been  trained  in 
either  Europe  or  America.  These  formed 
the  nucleus  of  the  more  highly-trained  pro- 
fessional men,  and  they  were  able  to  keep 
Japan  abreast  of  medical  research  and  ad- 
vances. The  predominating  influence  has 
always  come  from  Germany — drug  dosages 
are  still  given  in  amount  per  day,  rather 
than  amount  per  single  dose — that  source 
of  medical  influence  was  deteriorating  rap- 
idly during  the  Hitler  regime  and  did  more 
so  after  the  actual  outbreak  of  war,  thus 
lowering  the  Japanese  standards  more  than 
they  themselves  realize. 

The  looseness  of  the  standards  of  medical 
education,  coupled  with  the  demand  for 
physicians  within  Japan  as  well  as  in  her 
colonies,  allowed  a great  number  of  un- 
qualified persons  to  become  engaged  in  the 
practice  of  medicine.  The  year  1952  will 
witness  the  end  of  that  era,  as  with  it,  the 
last  of  the  poorer-grade  medical  schools  will 
be  closed.  With  improved  training  and  bet- 
ter-trained graduates,  the  quality  of  medical 
care  will  rise. 

For  similar  reasons,  during  the  war  all 
dental  activities  completely  collapsed  and 
dental  professional  standards  became  very 
low. 

The  Japanese  nursing  program  was  even 
less  fortunate.  Three  separate  nursing  as- 
sociations existed  under  government  control. 
All  of  the  officers  were  men,  the  nurses  and 
midwives  had  no  voice  in  their  management. 
There  was  a slight  trend  toward  standard- 
ization but  during  hostilities  this  failed. 
Since  1949,  demonstration-schools  of  nurs- 
ing and  three-year  courses  of  nursing  with 
good  standards  have  been  established.  More 
and  better  trained  nurses  are  becoming 
available,  however  they  do  not  receive  the 
professional  consideration  nor  enjoy  the  so- 
cial prestige  of  their  American  counterparts. 

Before  the  war,  civilian  hospitals  were 
“closed”  institutions  and  they  suffered  se- 
verely during  the  war  years;  military  hos- 
pitals were  given  preference  on  all  supplies 
and  equipment.  Cooking  equipment,  espe- 
cially metallic  items,  were  removed  to  be 
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used  in  the  war  effort;  hospitals  were  un- 
able to  feed  their  patients  and  operated  at 
less  than  a quarter  of  their  normal  capaci- 
ties. Since  these  conditions  also  affected 
sanatoriums  for  tuberculosis  patients,  many 
went  home  and  this  in  turn  undoubtedly 
contributed  to  the  “seeding”  of  the  disease. 
During  the  Occupation  all  former  Army  and 
Navy  Hospitals  were  placed  under  the  con- 
trol of  the  Ministry  of  Welfare  and  were  op- 
erated as  National  Hospitals.  They  have  re- 
mained so,  but  now  are  “open,”  and  any 
qualified  physician  cantreat  patients  in  a 
National  Hospital.  There  are  available  ap- 
proximately 185,000  beds  for  general  medi- 
cal and  surgical  care,  the  daily  average  of 
occupancy  being  80  per  cent. 

7.  HEALTH  AND  SANITATION. 

Here  several  achievements  are  note- 
worthy. 

Firstly,  following  the  repatriation  of  Jap- 
anese nationales  and  prisoners  of  war,  no 
epidemics  occurred. 

Secondly,  the  application  of  quarantine 
and  other  measures  promptly  controlled  two 
outbreaks  of  small-pox  which  did  occur;  the 
first  of  these  outbreaks  (1946)  was  in  the 
southern  area,  the  second  outbreak  (1950) 
occurred  in  the  Port-City  of  Kobe.  The  con- 
trol of  the  second  outbreak  became  out- 
standing by  the  fact  that  1,000,000  persons 
iv ere  vaccinated  within  a seven-day  period! 

Some  of  the  important  diseases  and  then- 
rates  (based  on  per  100,000  of  population 
per  annum)  are: 

a.  Tuberculosis.  The  reported  death  rates 
were  in  1918 — 253;  in  1945 — 280,  at  which 
time  all  sanitoria  were  practically  empty 
due  to  the  lack  of  food  and  feeding  facilities. 
In  1947,  it  was  estimated  280,000  new  cases 
developed  each  year.  This  year  (1952)  there 
are  approximately  120,000  beds  available 
for  the  care  of  tuberculosis  patients,  with  a 
daily  average  occupancy  of  over  90  per  cent. 
While  the  reported  incidence  of  disease  was 
low,  pre-employment  examinations  of  sev- 
eral hundred  thousand  applicants  rejected 
about  five  per  cent  for  tuberculosis  alone. 
One  island  (Hokkaido)  with  a population 
of  4,000,000  had  29,000  new  cases  reported 
for  the  first  11  months  of  1951.  Strepto- 
mycin is  available  on  the  open  market  for 
less  than  $1.00  per  gram;  however,  treat- 
ment in  government  hospitals  until  recently 


was  limited  to  only  40  grams  per  patient, 
this  restriction  is  now  being  relaxed. 

b.  Venereal  diseases.  Prior  to  the  war, 
these  were  not  reportable  as  they  were  con- 
sidered as  disease's  only  of  prostitutes ! Pros- 
titution, while  not  actually  legalized,  has 
been  recognized  and  accepted  as  a not  dis- 
honorable profession  by  which  women  may 
earn  enough  money  to  retire,  get  married 
and  raise  families. 

There  are  union  prostitutes  (they  carry 
health  and  union  cards)  and  non-union  pros- 
titutes plying  their  trade.  The  only  control 
ordinance  even  in  large  cities  is  against 
street  soliciting. 

Abortions  are  legally  countenanced  in 
Japan ; for  1951  some  638,315  were  reported 
as  having  been  done. 

c.  Other  Diseases.  Some  of  the  more  im- 
portant diseases  and  their  incidence  (rates 
per  100,000  of  population  per  annum)  arc 
as  follows: 

Diptheria  1948 — 20.3 

Whooping  cough  1948 — 66.0  with  10 
per  cent  mortality 

Typhoid  and  paratyphoid  fever  in  1924 
was  100  which  by  1948  had  drop- 
ped to  11. 

Dysentery  was  and  is  very  prevalent;  in 
1940,  the  rate  was  200,  with  a peak  of  400 
in  that  summer.  In  1950  some  46,000  cases 
were  reported  with  21  per  cent  mortality; 
in  the  first  10  months  of  1951,  about  81,200 
cases  with  13  per  cent  mortality  were  re- 
ported. 

The  factors  which  enter  into  the  high 
incidence  of  infectious  diseases  include  in- 
adequate water  system,  lack  of  water  treat- 
ed to  make  it  safe  for  consumption,  inade- 
quate sewage  disposal  systems,  inadequate 
insect  and  rodent  control. 

Parasitic  infection,  especially  those  of  the 
skin  are  frequent  among  the  farm  population 
as  they  customarily  work  bare-legged  in  the 
rice  paddies.  Intestinal  parasite  infestation 
is  probably  about  100  per  cent  throughout 
the  population  of  Japan. 

THE  TREND — EASTWARD  OR  WESTWARD? 

As  is  well  known,  before  the  war  Japan 
was  definitely  anti-western,  while  she  was 
and  is  the  most  advanced  of  the  Oriental 
nations  there  were  many  western  ideas  and 
practices  she  did  not  respect,  including  in- 
ternational trade-  marks  or  copyrights. 
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There  appeared  to  be  nothing  the  western 
nations  manufactured  but  what  Japan  could 
produce  more  cheaply  and  usually  interiorly. 
Now,  in  her  effort  to  survive,  Japan  again 
has  commenced  exporting  copies  and  cheap 
imitations  of  the  products  of  other  countries 
such  as  china,  pottery,  toys,  bicycles  and 
cigarette  lighters.  In  1950  the  value  of  Jap- 
anese exports  was  about  four  times  as  great 
as  that  of  1947.  To  the  credit  of  leading 
Japanese  industrialists,  it  should  be  noted 
that  they  are  endeavoring  to  abolish  such 
practices. 

Australia  and  the  Philippines  are  par- 
ticularly skeptical  of  Japan’s  good  inten- 
tions, important  representatives  of  those 
countries  have  stated  openly  that  a rearmed 
Japan  will  not  fight  on  behalf  of  the  western 
world.  Hence  the  reluctance  of  those  coun- 
tries to  participate  in  the  Peace  Treaty, 
whereas  America  wants  Japan  to  become  a 
self-supporting  and  self-defended  nation,  so 
as  to  be  relieved  of  Japan’s  present  economic 
burden. 

It  would  be  too  much  to  expect  that  a few 
years  of  inculcation  of  democratic  ideals 
could  overcome  centuries  of  tradition.  Per- 
sonal contact  with  the  Japanese  people 
leaves  two  definite  impressions ; first  the 
younger  generations  are  friendly  and  co- 
operative, eager  and  anxious  to  learn,  and 
unless  other  pressures  become  exceedingly 
great  they  will  carry  themselves  and  Japan 
forward ; second,  the  older  generations,  as 


would  be  expected,  will  not  readily  give  up 
their  traditional  modes  of  living,  manner  of 
education  or  social  system. 

However,  whether  or  not  Japan  becomes 
a democracy  in  the  true  sense  of  the  word, 
and  regardless  of  the  defects  and  criticisms 
of  the  Occupation,  the  latter  has  developed 
great  good  will  for  the  United  States,  espe- 
cially and  it  is  quite  unlikely  any  group  will 
be  able  to  incite  the  Japanese  people  to  the 
extent  they  will  even  consider  a second  arm- 
ed conflict  with  our  country.  The  Commun- 
ists are  the  ones  raising  the  old  cries  “Asia 
for  Asians,’’  and  “Go  Home  American  Pigs,” 
etc.,  the  usual  outbursts  of  that  irresponsible 
minority,  and  they  will  soon  receive  appro- 
priate attention  by  Japanese  authorities.  We 
must  extend  sympathetic  understanding  and 
the  necessary  aid  to  Japan  as  a whole. 

At  present  in  some  respect’s  Japan’s  trend 
is  Eastward.  If  the  democratization  of 
Japan  should  fail,  we  cannot  attribute  the 
failure  to  the  Occupation.  Unlike  China, 
which  has  always  venerated  scholars,  Japan 
has  extolled  the  Sumarai  or  warriors;  now 
their  young  people  are  eager  for  knowledge 
and  there  is  a slowly  growing  interest  in 
Christianity,  while  military  careers  are 
viewed  at  least  with  disdain,  if  not  down- 
right contempt.  Japan’s  Westward  trend 
will  depend  mostly  upon  the  younger  gen- 
erations and  the  sympathetic  aid  with  which 
we  help  them  to  overcome  their  many  prob- 
lems. 


VETERANS  ADMINISTRATION  FUNDS  DRASTICALLY 
REDUCED  FOR  MEDICAL  SERVICES 


Funds  for  the  Veterans  Home  Town  Medical  Care 
Program  have  been  drastically  reduced  for  the  months 
of  October,  November  and  December,  according  to 
Chas.  W.  Robinson,  M.D.,  Chief  of  Medical  Officer 
Veterans  Administration  Regional  Office,  Oklahoma  City, 
Oklahoma. 

“Correspondence  from  Veterans  Administration  Cen- 
tral Office,  Washington,  indicated  that  there  will  be  no 
relief  in  January,  February  and  March  1953,”  Doctor 
Robinson  said. 

‘ ‘ With  our  limited  allotment  of  funds,  it  will  be  im- 
perative that  we  screen  all  our  treatment  cases  care- 
fully and  authorize  only  services  considered  most  emer- 
gent. ’ ’ 


The  Chief  Medical  Officer  said  the  cooperation  of  phy- 
sicians in  this  area  has  been  excellent  and  it  is  hoped 
the  doctors  will  recognize  the  Veterans  Administration’s 
position  when  in  certain  eases  the  amount  and  type 
of  authorized  treatment  must  be  reduced.  He  recom- 
mended that  physicians  render  no  treatment  to  vet- 
erans until  the  request  had  been  approved  and  author- 
ized by  the  Veterans  Administration  unless  the  delay 
would  endanger  the  life  of  the  veteran. 

Funds  for  other  programs  such  as,  Consultants  and 
Attendings,  Veterans  ’ travel,  etc.,  were  also  sharply 
reduced.  Funds  for  Private  and  Contract  Hospitaliza- 
tion appear  to  be  sufficient  for  normal  operations. 
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FERROUS  SULPHATE  POISONING: 
REPORT  OF  A CASE 


Arthur  W.  Hoyt,  M.D. 

CHICKASHA,  OKLAHOMA 


INTRODUCTION 

Most  of  us,  in  the  past,  have  assumed 
that  medicinal  iron  preparations  are  as  in- 
nocuous as  they  are  prevalent.  However, 
fatal  and  non-fatal  poisoning  with  Ferrous 
Sulfate  has  been  the  subject  of  several  re- 
cent reports  in  the  medical  literature.  Most 
of  these  reports  have  appeared  in  British 
medical  journals  and  in  pediatric  journals 
in  the  United  States.  The  following  case 
is  reported  here  in  the  hope  that  many 
physicians  who  do  not  regularly  peruse 
either  the  pediatric  or  foreign  literature 
may  be  made  aware  of  the  toxic  potentiali- 
ties of  this  widely  used  drug. 

CASE  REPORT 

K.  F.,  a white  girl,  age  19  months,  was 
admitted  to  the  Chickasha  Hospital  at  8 :00 
P.M.,  March  12,  1952,  with  complaints  of 
being  “drowsy”  and  “vomiting  blood.”  She 
had  been  entirely  well  until  about  three 
hours  prior  to  admission  when  she  com- 
plained of  her  stomach  hurting  and  became 
listless.  One-half  hour  after  onset  of  these 
complaints,  she  was  offered  her  supper,  re- 
fused most  of  it  except  a small  amount  of 
tomato  soup,  and  immediately  thereafter  be- 
gan to  vomit  large  amounts  of  watery,  red 
tinged  material.  Vomiting  occurred  approx- 
imately every  15  to  30  minutes  up  to  time 
of  admission  to  the  hospital,  and  she  became 
rapidly  more  drowsy.  Her  parents,  alarmed 
by  the  first  emesis,  took  her  at  once  to  their 
family  doctor  who  referred  her  to  the  hos- 
pital for  admission  because  of  her  obviously 
serious  condition  aptly  described  by  him  as 
“shocklike”  and  “collapse.” 

On  examination  the  baby  was  noted  to  be 
well  nourished  and  within  normal  limits  of 
size  for  her  age.  She  appeared  to  be  crit- 
ically ill:  Temperature  96.8  (rectal),  semi- 
comatose,  very  pale,  respiring  normally, 
arousing  only  to  vomit  copious  amounts  of 
watery,  pink  tinged  material  with  some 
strings  of  mucus  and  a few  clumps  of  spon- 
gy, brown  material.  Her  skin  was  cool  and 
dry  and  there  was  no  cyanosis.  Increased 
peristaltic  sounds  were  present  all  over  the 


abdomen,  which  was  not  distended.  Muscle 
tonus  was  generally  decreased ; tendon  re- 
flexes were  decreased  in  amplitude  and  bi- 
laterally equal.  There  was  no  remarkable 
odor  on  her  breath.  Blood  pressure  was  not 
recorded. 

While  a catheterized  urine  and  the  vom- 
itus  were  being  checked  laboratorywise,  the 
neck,  chest  and  abdomen  were  hastily  view- 
ed under  fluoroscope,  but  no  radio-opaque 
foreign  body  was  seen.  Under  repeated  ques- 
tioning the  father  at  this  time  recalled  that 
his  wife  had  missed  some  “big,  brown, 
round,  iron  tablets”  which  she  had  been 
taking  for  anemia.  Coincident  with  the 
father’s  recollection,  the  laboratory  report- 
ed that  the  child’s  urine  was  normal  while 
her  vomitus  which  was  negative  for  blood 
microscopically  and  chemically  (Benzidine), 
was  positive  for  iron  (Prussian  Blue  Test.) 
A hurried  call  to  the  patient’s  home  confirm- 
ed the  absence  of  ten  pills  from  a box  label- 
ed “Ferrous  Sulfate”  which  was  found 
where  the  child  had  dropped  it. 

Since  it  was  now  apparent  that  the  pa- 
tient was  suffering  from  acute  Ferrous  Sul- 
fate poisoning,  her  stomach  was  lavaged 
with  tap  water,  until  the  return  was  clear 
and  colorless.  Despite  her  semi-comatose 
state  she  gagged  readily,  and  it  was  felt 
that  danger  of  aspiration  was  negligible. 
She  was  then  placed  in  bed  with  external 
heat,  and  an  I.  V.  infusion  of  five  per  cent 
glucose  in  water  started.  Three  hours  after 
admission  (six  hours  after  onset  of  symp- 
toms) she  passed  a soft,  tarry,  black  stool 
which  was  Benzidine  negative,  but  positive 
for  iron ; no  RBC’s  were  present  on  micro- 
scopic examination.  Shortly  after  this  she 
became  restless,  cried  occasionally,  and  her 
body  temperature  rose  to  100.6  (rectal). 
Since  neither  vomitus  nor  stools  contained 
blood,  and  since  signs  of  shock  disappeared 
about  eight  hours  after  onset,  transfusion 
was  not  attempted. 

The  remainder  of  the  patient’s  course  was 
one  of  steady  improvement.  Relapse  follow- 
ing initial  improvement,  as  noted  in  some 
cases  reported  previously  by  others,  did  not 
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materialize.  The  baby  vomited  a small 
amount  of  clear  fluid,  one  time,  16  hours 
after  her  admission  lavage.  She  passed  a 
second  tarry  stool  15  hours  after  admission. 
A repeat  urinalysis  on  the  second  hospital 
day  was  normal.  Blood  count  twelve  hours 
after  admission  was  normal  except  for  he- 
moglobin of  8.4  gms.  with  RBC  of  5.6  mil- 
lion and  marked  hypochromasia  of  RBC’s 
on  smear.  It  was  felt  that  this  was  due  to 
dietary  inadequacy  prior  to  her  present  ill- 
ness. No  other  laboratory  procedures  were 
done.  She  was  discharged  apparently  well, 
36  hours  after  admission,  and  was  reported 
by  her  family  physician  to  be  well  one  week 
later,  after  which  she  moved  from  the  com- 
munity and  further  contact  with  her  was 
lost. 

DISCUSSION 

The  symptoms,  signs  and  course  of  this 
case  are  not  remarkedly  different  from  those 
previously  reported  by  others  except  that 
the  vomitus  and  stools  disclosed  no  blood, 
either  microscopically  or  chemically,  despite 
their  suggestive  color.  It  is  assumed  that 
the  initial  color  of  the  vomitus  was  derived 
from  coloring  used  in  the  coating  of  the 
tablets.  The  manufacturer  of  the  tablets 
could  not  be  ascertained  however,  so  this 
explanation  remains  a conjecture.  A second 
and  less  likely  explanation  might  be  that 
the  baby  ate  tomato  soup  shortly  before  on- 
set of  the  vomiting.  By  hindsight,  aided  by 
reviewing  the  cases  reported  in  the  articles 
both  here  and  abroad,  it  is  obvious  that  this 
child  might  well  have  been  given  either 
blood  or  blood  plasma  in  lieu  of  dextrose  in 
water.  Recovery  was  probably  due  to  her 
inherent  stamina  and  the  fact  that  emeses 
and  gastric  lavage  reduced  the  poison  to  a 
smaller  dose  than  would  be  fatal  for  one  of 
her  age  and  weight.  Nevertheless,  her  ap- 
pearance and  symptoms  were  most  alarm- 
ing. 


It  is  worthy  of  emphasis  that  with  the 
relative  numerical  decline  in  other  causes 
of  death  of  young  children,  accidental  death, 
including  poisoning,  has  assumed  prom- 
inence among  causes  of  death  in  this  age 
group  in  recent  years.  Therefore,  it  follows 
that  poisoning  with  Ferrous  Sulfate  should 
be  more  widely  known  to  the  medical  pro- 
fession, and  steps  taken  to  prevent  its  oc- 
currence. As  suggested  recently  in  an  edi- 
torial in  the  Journal  of  the  American  Medi- 
cal Association,10  the  druggist  should  be  en- 
couraged to  do  his  share  by  labeling  precau- 
tions, and  the  prescribing  physician  should 
be  careful  to  admonish  his  patients  of  the 
dire  consequences  which  can  follow  inges- 
tion of  Ferrous  Sulfate  by  children  of  the 
toddling  and  exploring  age  group. 


SUMMARY 

A non-fatal  case  of  acute  poisoning  by 
Ferrous  Sulfate  in  a 19  month  old  baby  is 
reported.  It  is  suggested  that  the  possibility 
of  poisoning  by  this  widely  used  drug  should 
be  more  generally  known  to  physicians,  and 
that  physicians  and  druggists  alike  should 
take  steps  to  prevent  its  occurrence. 
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CLINICAL  PATHOLOGIC  CONFERENCE 


The  University  of  Oklahoma  School  of  Medicine 
Presented  by  the  Departments  of  Pathology  and  Medicine 
Howard  C.  Hopps,  M.D.,  and  Robert  H.  Bayley,  M.D. 


doctor  hopps  : The  following  protocol  rep- 
resents all  pertinent  material  available  in 
this  case  up  to  the  time  of  the  patient’s 
death.  Doctor  Bayley  will  base  his  discus- 
sion upon  the  factual  material  alone  and 
without  additional  knowledge  of  the  case. 

PROTOCOL 

patient:  J.  H.  H.,  79  year  white  male. 
Admitted  11-8-47.  Died  1-4-48. 

PRESENT  ILLNESS:  This  79  year  white 

male  was  first  seen  in  the  Admitting  Clinic 
on  November  3,  1947,  complaining  chiefly 
of  pain  in  the  right  lumbar  region  and 
drainage  from  a stump  of  the  left  forearm 
which  followed  amputation  of  the  hand  and 
wrist  one  month  previously.  The  back  pain 
was  “dull  and  aching”  in  character,  aggra- 
vated by  walking  or  standing  and  relieved 
with  rest.  It  had  become  progressively  worse 
since  its  onset  one  month  previously.  The 
difficulty  in  the  left  hand  had  commenced 
three  years  ago  with  redness  and  swelling 
of  the  joints.  Incision  and  drainage  was 
followed  by  increasing  disability  and  drain- 
age until  one  month  ago  his  local  doctor 
stated  that  amputation  was  necessary  be- 
cause “the  bones  of  several  fingers  had  rot- 
ted away  to  the  wrist.”  Before  hospital  ad- 
mission the  patient  was  seen  in  OPD  where 
a urological  consultation  reported  grade  I 
enlargement  of  the  prostate — not  clinically 
malignant.  The  acid  phosphatase  was  4.3 
(normal  1.5-4).  He  was  also  seen  in  Ortho- 
pedic Surgery  Clinic  where  a “metastatic 
lesion  of  the  spine”  was  suggested. 

physical  examination:  Upon  hospital 

admission  physical  examination  revealed  BP 
150/82,  P.  72,  R.  14.  Arcus  senilis  was 
present.  The  mouth  was  edentulous.  The 
heart  was  said  to  be  not  enlarged.  A soft 
blowing  systolic  murmur  was  present  at  the 
apex.  Occasional  extrasystoles  were  pres- 
ent. Lungs  were  clear.  The  abdomen  was 
negative.  The  left  forearm  stump  showed 
drainage  and  fixation  of  skin  to  the  distal 
end  of  the  ulna.  The  terminal  phalanx  of 
the  right  index  finger  was  missing  (lost  in 
an  accident  20  years  previously).  The  back 
exhibited  tenderness  to  deep  pressure  over 
the  right  costovertebral  angle  and  tapping 


the  eleventh  thoracic  spine  caused  radicular 
type  pain.  The  prostate  exhibited  3+  en- 
largement, considered  to  represent  hyper- 
trophy. 

laboratory  data:  Urinalysis  on  admis- 
sion was  negative  except  for  occasional  gran- 
ular cast;  one  month  later  it  was  negative. 
Routine  blood  study  revealed  Hb.  13  gm.  per 
cent,  RBC’s  4 million,  WBC’s  13,200,  with 
87  per  cent  polys,  10  per  cent  lymphs,  and  2 
per  cent  monocytes.  The  Mazzini,  Kahn, 
Kline  and  Kolmer  were  4+  on  several  oc- 
casions. Chest  x-ray  was  reported  “Heart 
shadow  within  normal  limits.  Both  costo- 
phrenic  angles  are  free.  Lower  half  of  both 
lung  fields  show  rather  marked  infiltrative 
changes.  Spot  film  over  T-10  shows  col- 
lapse of  the  body  as  previously  described 
(OPD).  Pelvis  and  hips  show  no  evidence 
of  any  bone  or  joint  pathology.  Impression: 
Pulmonary  metastasis.  Please  furnish  clin- 
ical data  for  reason  of  removal  of  hand.” 
A later  chest  x-ray  suggested  basal,  bilateral 
bronchiectasis. 

clinical  course:  On  November  11,  1947, 
the  patient  was  admitted  to  the  hospital  on 
Radiology  Service.  A telephone  consultation 
with  his  local  physician  revealed  that  the 
amputation  specimen  showed  only  osteomye- 
litis (the  specimen  was  not  examined  by  a 
pathologist)  and  at  that  time  the  blood  se- 
rology was  3-f. 

In  view  of  the  possibility  of  “tertiary 
syphilis  of  bone”  a course  of  5 million  units 
of  penicillin  was  given.  Dermatological  con- 
sultation on  11-12-47  resulted  in  the  recom- 
mendation of  “a  spinal  fluid  Wassermann 
and  protection  against  a Herxheimer  in  the 
aorta  by  small  doses  of  penicillin  (5,000 
units  every  three  hours  for  2-3  days  before 
starting  full  doses).” 

Penicillin  was  started  on  11-16-47  with 
two  initial  doses  of  50,000  units  q.i.d.  and 
then  decreased  to  5,000  units  for  four  days, 
with  increase  to  50,000  units  q.i.d.  for  the 
next  11  days.  The  back  pain  became  progres- 
sively worse.  The  spinal  fluid  was  negative. 

On  12-4-47  a biopsy  of  the  stump  disclosed 
granulation  tissue,  acute  and  chronic  inflam- 
mation— non-specific. 
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On  12-13-47  neurosurgical  consultation 
confirmed  the  destructive  lesion  of  T-10  and 
T-ll  with  encroachment  on  the  foramina. 
They  recommended  spinal  fluid  examination 
with  Queckenstedt.  Eleven  days  later  the 
spinal  puncture  revealed  complete  block.  The 
protein  of  the  fluid,  previously  40  mg.  per 
cent,  had  increased  to  110  per  cent.  The 
surgar  was  66  mg.  per  cent.  The  sedimenta- 
tion rate  at  this  time  was  60  mm.  in  one 
hour. 

Two  days  after  discovery  of  complete 
block  another  neurosurgical  consultation  dis- 
closed a sensory  level  to  T-10  and  laminec- 
tomy was  considered  necessary.  The  diag- 
nosis “Tuberculous  spondylitis”  or  “Metas- 
tatic malignancy”  was  considered. 

On  12-30-47  operation  was  performed.  The 
cord  appeared  to  be  in  good  condition.  An- 
terior to  the  cord  a “gray  semi-encapsulated 
mass”  was  observed  together  with  “evidence 
of  destruction  of  the  vertebral  body.”  Gray- 
ish material  was  aspirated  and  necrotic  tis- 
sue removed.  The  dura  was  not  opened. 
Microscopic  study  revealed  “fragments  of 
osseous  tissue  and  cartilage  with  necrosis.” 

Two  days  after  operation  abdominal  dis- 
tention developed  and  Wangensteen  suction 
was  started.  By  the  end  of  the  third  post- 
operative day  the  patient  had  received  4,000 
cc.  of  fluids  parenterally,  3,000  of  which 
were  glucose  and  saline  and  1,000  of  which 
was  amigen.  At  this  time  the  pulse  was 
found  to  be  “fast  and  irregular.”  Internal 
Medicine  consultation  on  1-3-48  disclosed 
“auricular  fibrillation  with  fast  ventricular 
rate;  recommendations  were  papaverine  for 
chest  pain  and  withhold  parenteral  fluids  for 
some  time.”  The  temperature,  previously 
normal,  rose  to  100"F.  two  days  before  death. 
Death  occurred  on  1-4-48. 

CLINICAL  DIAGNOSIS 

doctor  bayley  : Since  you  have  all  had 
an  opportunity  to  read  this,  I will  not  re- 
read it,  but  merely  summarize  what  I con- 
sider to  be  the  most  pertinent  points.  This 
79  year  old  man,  rather  obviously  ill  with 
his  back-chest  pain,  was  considered  to  have 
an  organic  lesion  of  the  spine.  Since  the 
interpretation  of  x-rays  is  so  important  in 
this  case  I’ll  ask  Doctor  Bender  if  he  will 
show  us  the  x-rays  of  the  spine  first. 

doctor  bender:  From  these  films  alone 
we  can’t  differentiate  with  certainty  between 
a malignant  invasion  of  the  spine,  and  an 
infectious  process  of  some  type,  although 


the  slight  fusiform  swelling  apparent  in 
the  para  spinal  shadow  points  a little  more 
toward  an  infectious  etiology. 

doctor  bayley  : You  are  speaking  of  the 
shadow  seen  here — the  sort  of  thing  very 
commonly  seen  in  Pott’s  type  of  abscess? 

doctor  bender:  That’s  right. 

doctor  bayley  : The  lack  of  vertebral 

collapse  with  kyphosis  would  be  against  tu- 
berculosis, would  it  not  — or  isn’t  there 
enough  destruction  for  this  to  have  occurred 
yet? 

doctor  bender:  The  destruction  has  not 
progressed  to  that  extent  yet. 

doctor  bayley  : According  to  this  pa- 
tient’s history  he  had  a chronic  lesion  which 
finally,  a month  before  hospitalization,  re- 
quired amputation  well  up  the  arm.  This 
is  an  unusual  event  and  the  clinicians  here 
were  apparently  very  much  concerned  as  to 
whether  or  not  the  hand  was  removed  for 
some  specific  lesion,  such  as  a neoplasm  or 
infectious  granuloma.  The  patient’s  local 
physician  described  the  lesion  as  an  infec- 
tious one  and  said  that  the  patient  had  a 3 + 
serologic  reaction  for  syphilis.  To  compli- 
cate the  situation  further,  the  chest  x-ray 
revealed  infiltrative  changes.  Perhaps  Doc- 
tor Lachman  would  give  additional  interpre- 
tation to  that  furnished  in  the  protocol? 

doctor  lachman  : Commenting  upon  the 
spine  films  first,  I think  it  significant  that 
there  is  partial  destruction  of  the  interver- 
tebral disc  between  T-10  and  T-ll,  which 
would  be  very  uncommon  as  a result  of  tu- 
mor metastasis.  Furthermore,  we  have  the 
paraspinal  soft  tissue  shadow  which  Doctor 
Bender  described.  A paraspinal  shadow  of 
that  size  would  hardly  ever  occur  in  a me- 
tastasis. It  is  usually  due  to  an  infectious 
process,  an  abscess.  In  rare  cases  this  type 
change  may  result  from  a primary  tumor. 
As  far  as  lung  lesions  are  concerned,  they 
are  not  specific.  I don’t  believe  that  we 
should  try  to  make  a diagnosis  from  these 
without  further  clinical  information.  It’s 
interesting  that  the  process  does  not  involve 
the  upper  lobe  on  either  side — that  the  in- 
filtrations are  confined  mainly  to  the  lower 
lung  regions,  which  makes  one  think  of 
bronchiectasis.  Certainly,  in  a patient  of  this 
age,  tuberculosis  could  not  be  ruled  out  from 
this  film.  Carcinomatosis  also  could  not  be 
excluded  from  this  x-ray. 

doctor  bayley  : I think  now  we  have  all 
the  objective  data  which  we  can  get  on  this 
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case.  If  we  recall  that  tuberculosis  has  an 
increasing  incidence  in  men  of  60  years  and 
older,  we  must  consider  tuberculosis  of  the 
lungs  here.  Certainly  this  involvement  of 
the  spine,  with  the  paraspinal  shadow,  is 
quite  characteristic  of  Pott’s  disease.  We 
have  the  old  adage  that  we  respect,  namely 
that  we  should  make  one  diagnosis  if  possi- 
ble which  will  cover  all  the  various  lesions. 
If  we  choose  syphilis  as  our  diagnosis  we 
will  have  a great  deal  of  difficulty  in  explain- 
ing this  chest  picture.  I do  not  believe  that 
the  occasional  uncommon  syphilitic  lesion 
of  the  lungs  would  explain  this  chest  picture. 
The  process  is  quite  rare — multiple  gumma 
of  the  lungs  and,  so  far  as  I know,  this  pic- 
ture doesn’t  resemble  it.  Therefore,  if  we 
choose  luetic  infection  of  the  spine  we  will 
have  to  make  an  additional  diagnosis  to 
explain  the  pulmonary  condition,  such  as 
bronchiestasis.  Either  tuberculosis  or  syph- 
ilis could  have  produced  the  “infectious” 
process  which  led  to  amputation  of  the  pa- 
tient’s left  hand.  There  is  still  the  possi- 
bility of  a neoplastic  lesion,  either  primary 
in  the  lungs,  with  metastasis  to  the  spine, 
or  secondary  in  both  the  lungs  and  the  spine. 
The  evidence  is  against  it  being  primary 
in  the  spine. 

In  my  opinion,  this  patient  had  tertiary 
syphilis  and  had  failure  of  healing  of  an 
infectious  process  in  his  left  hand  because 
of  his  tertiary  syphilis.  It  is  very  common 
for  infections  of  various  etiologies,  partic- 
ularly those  involving  bone,  to  exhibit  fail- 
ure of  healing  in  the  presence  of  late  syph- 
ilis. The  hand  lesion  might  have  even  be- 
gun as  a tertiary  luetic  lesion.  I believe 
also  that  this  man  had  syphilitic  disease  of 
his  spine  represented  by  a gummatous  lesion 
involving  and  destroying  the  bodies  of  two 
vertebrae  and  the  cartilage  between  them 
and  then  developed  an  abscess,  a posterior 
mediastinal  abscess.  To  me,  the  chest  films 
had  an  appearance  of  cystic  change.  Cystic 
change  commonly  results  in  the  lungs  sec- 
ondary to  infection,  and  I believe  that  this 
man  had  a bilateral  basilar  bronchiectasis, 
with  cystic  changes  superimposed.  The  ques- 
tion arises  as  to  why  this  man  had  no  res- 
piratory symptoms.  He  had  no  cough  nor 
sputum  at  the  time  of  admission,  but  we 
know  that  people  with  bronchiectasis  are 
frequently  asymptomatic  for  many  months 
or  even  several  years  at  a time  until  they 
get  a superimposed  respiratory  infection,  at- 
tended by  a bronchopneumonic  process  in 
the  region  of  the  bronchiectasis.  During 


these  bouts  the  patient  is  sick  and  does  raise 
sputum.  As  this  clears  up,  with  adequate 
drainage  by  cough,  the  whole  thing  subsides 
and  the  patient  may  be  quite  asymptomatic. 
At  this  stage  one  can  listen  over  the  lungs 
and  not  hear  any  rales,  so  that  the  negative 
clinical  picture  at  time  of  hospital  admission, 
as  regards  respiratory  infection,  does  not 
exclude  bronchiectasis  with  cystic  changes 
in  the  lungs.  I still  can’t  be  sure  that  this 
man  doesn’t  have  tuberculosis  of  the  spine; 
that’s  a fairly  typical  picture  of  a Pott’s 
abscess,  extending  up  and  down  the  pos- 
terior mediastinum.  A biopsy  was  taken  at 
operation,  as  you  recall,  and  the  report  was 
made  simply  of  necrotic  material.  This  im- 
plies absence  of  changes  specific  for  tubercu- 
losis, syphilis,  or  neoplasm  and  doesn’t  help 
us  a bit. 

If  this  man  did  have  syphilis  of  the  spine, 
and  began  to  get  specific  treatment,  one 
might  expect  a flare  up  in  the  tertiary  lesions 
which  could  aggravate  the  symptoms.  You 
will  recall  that  this  man  did  receive  a course 
of  penicillin  following  which  his  pain  got 
worse  and  a sensory  level  developed  which 
necesitated  laminectomy.  This  clinical  ob- 
servation supports  the  idea  that  he  had  a 
luetic  lesion  of  the  spine. 

CLINICAL  DISCUSSION 

question  : Isn’t  Pott’s  disease  rather  rare 
in  adults? 

doctor  bayley  : I don’t  know  the  inci- 
dence of  Pott’s  disease  in  adults.  I have 
seen  Pott’s  disease  in  a few  adults,  in  a 15 
year  period  of  clinical  experience, — I think 
I could  count  them  on  my  two  hands.  I 
wouldn’t  say  that  the  patient’s  age  excluded 
this.  The  vast  majority  of  Pott’s  disease 
occurs  in  young  people  under  30,  mostly  in 
young  children. 

QUESTION  : Do  you  think  that  the  patient’s 
hand  lesion  was  directly  related  to  syphilis? 

doctor  bayley  : Well,  yes,  but  perhaps  it 
wasn’t  necessarily  luetic  to  begin  with;  he 
could  have  had  an  injury  to  his  hand.  Once 
a nonspecific  infection  got  started,  then  fail- 
ure to  heal  could  be  explained  as  a compli- 
cation of  late  syphilis.  Tuberculosis  of  the 
hand  occasionally  occurs,  with  a destructive 
granulomatous  process  of  the  bone. 

PATHOLOGIC  DIAGNOSIS 

doctor  hopps:  At  autopsy  the  patient 
was  quite  malnourished,  a fact  that  I don’t 
think  has  been  emphasized.  He  had  but  0.2 
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cm.  adipose  tissue  in  the  abdominal  wall  in 
the  midline.  His  abdominal  cavity  contained 
approximately  350  cc.  of  a pale  green  pu- 
rulent material.  That  was  the  only  remark- 
able thing.  The  liver  wasn’t  enlarged;  it 
was  in  its  usual  position.  The  gallbladder 
was  essentially  normal.  The  stomach  and 
intestines  were  not  abnormal.  The  spleen 
was  of  usual  size  and  position.  When  the 
pleural  cavity  was  opened  there  were  found 
rather  extensive  pleural  adhesions  and  the 
inter-lobar  fissures,  in  both  lungs,  were  ob- 
literated by  fibrous  tissue.  There  were  mul- 
tiple small  lesions  in  the  upper  lobe  of  both 
lungs,  lesions  which  felt  shotty  against  a 
background  of  considerable  fibrosis.  This 
fibroic  process  involved  the  mid-portion  of 
the  lungs,  to  slightly  greater  extent.  Peri- 
bronchial lymph  nodes  were  moderately  en- 
larged. One  of  two  of  the  larger  nodules  in 
the  lungs  exhibited  central  caseous  necrosis. 
The  heart  was  essentially  normal  in  size  and 
appearance.  Gross  examination  of  the  cham- 
bers and  of  the  cusps  revealed  no  significant 
abnormality.  The  aortic  valve  orifice  was 
not  increased  in  circumference  as  might  have 
been  expected  if  there  had  been  syphilitic 
aortitis,  nor  were  there  any  gross  changes 
to  suggest  syphilitic  aortitis.  Examination 
of  the  vertebral  column  revealed  this  de- 
struction and  collapse  of  vertebrae  as  has 
already  been  described.  These  vertebral  bod- 
ies were  largely  converted  to  soft  caseous 
material.  Paravertebrally  there  was  the 
fluctuant  abscess  which  produced  the  fusi- 
form swelling  described  in  the  x-rays.  Al- 
though there  was  no  direct  communication 
apparent  between  this  paravertebral  abscess 
and  the  peritoneal  cavity,  there  was  consid- 
erable fibrous  reaction  in  this  region  and  the 
inflammatory  reaction  in  the  peritoneum 
seemed  to  be  most  severe  there.  It  appeared 
that  this  was  probably  the  source  of  the  in- 
fectious process  of  the  peritoneum.  Now, 
from  these  gross  findings  we  were  not  at  all 
certain  as  to  the  essential  nature  of  this  con- 
dition. The  picture  was  that  of  a granulo- 
matous reaction  and  we  considered  the  pos- 
sibility that  this  might  be  luetic,  although 
the  absence  of  aortic  changes  was  against  it. 
Because  we  could  not  be  sure  of  the  diag- 
nosis we  made  quick  frozen  sections  and  this 
disclosed  the  true  nature  of  the  infectious 
granuloma ; it  was  tuberculous.  The  tuber- 
culosis was  more  of  exudative  form  with 
recent  extensive  necrosis  that  hadn’t  led  to 
complete  caseation.  There  were  very  few 
Langhan’s  type  giant  cells.  We  made  acid 


fast  stains  from  sections  of  lung  and  were 
able  to  demonstrate  tubercle  bacilli,  so  that 
our  final  etiologic  diagnosis  in  this  case 
doesn’t  rest  upon  shaky  ground,  as  is  some- 
times the  case  when  we  try  to  differentiate 
gummatous  lesions  from  tuberculous  lesions 
on  the  basis  of  histologic  appearances  alone. 

Returning  to  the  gross  findings,  the  right 
lung  weighed  700  gm.,  and  the  left  550  gm. ; 
there  wasn’t  much  edema.  Most  of  this  in- 
crease in  weight  was  due  to  fibrous  tissue 
and  this  was  a reaction  of  fibroid  tubercu- 
losis, with  exacerbation.  I strongly  suspect 
that  this  was  a case  of  endogenous  exacer- 
bation, or  reinfection  if  you  like. 

Examination  of  the  other  viscera  revealed 
little  change  of  interest  to  us.  There  was 
no  evidence  of  wide  dissemination  of  tu- 
bercle bacilli  with  miliary  tuberculosis,  etc., 
although  we  were  able  to  demonstrate  mi- 
croscopically a few  small  tubercles  in  the 
sleen  and  one  caseonodular  tubercle  0.5 
cm.  in  diameter  in  the  suprarenal  gland. 
Terminally,  apparently  there  was  a dissemi- 
nation of  these  organisms,  but  this  person 
did  not  manifest  hematogenous  miliary  tu- 
berculosis. 

Our  final  pathologic  diagnosis  was: 
Pulmonary  tuberculosis,  fibroplastic,  fi- 
brocaseous  and  caseonodular 
Pleural  adhesions,  fibrous,  bilateral 
Spondylitis,  caseous,  tuberculous,  in- 
volving D-10  and  11 
Tubercles,  caseonodular  in  spleen  and 
suprarenal  gland 
Peritonitis,  acute,  suppurative 
Chronic  passive  congestion  of  liver  and 
spleen 

Retention  cyst  of  right  kidney. 
Atherosclerosis  of  aorta,  slight 
Syphilis  (clinical  diagnosis  based  on 
4+  Wassermann) 

Recent  postoperative  state,  5 days  fol- 
lowing laminectomy 
Amputation  stump,  old,  left  forearm 
Emaciation 

DISCUSSION 

question  : Was  the  peritonitis  tubercu- 
lous? 

doctor  hopps:  The  peritonitis  was  pro- 
duced by  a pyogenic  organism.  It  was  prob- 
ably on  a basis  of  secondary  infection,  pos- 
sibly in  relation  to  the  paravertebral  abscess. 
The  peritonitis  was  primarily  suppurative 
and  rather  acute. 

(Continued  on  page  400) 
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The  effect  of  100  mg.  of  Banthine  on  sigmoid  motility.  The  con- 
tractions did  not  return  during  the  experimental  period.1 

In  Intestinal  Hypermotility— Banthine" 

..has  a prolonged  inhibitory  effect  on  human 

gastrointestinal  motility 

The  duration  of  its  action  is  striking, 5,1 


It  has  also  been  observed  that  definite  retardation  in  gastro- 
intestinal transit  time  in  individuals  with  hypermotility  was 
attributable  to  the  therapeutic  effect  of  Banthlne.2 

BANTHINE®  Bromide  (brand  of  methantheline  bromide)— 
a true  anticholinergic— is  available  for  oral  and  parenteral  use. 


1.  Kern,  F.,  Jr.;  Almy,  T.  P.,  and  Stolk,  N.  J. : Effects  of  Certain  Anti- 
spasmodic  Drugs  on  the  Intact  Human  Colon,  with  Special  Reference  to 
Banthine  (j3-Diethylaminoethyl  Xanthene-9-Carboxylate  Methobromide), 
Am.  J.  Med.  77:67  (July)  1951. 

2.  Lepore,  M.  J. ; Golden,  R.,  and  Flood,  C.  A. : Oral  Banthine,  an  Effec- 
tive Depressor  of  Gastrointestinal  Motility,  Gastroenterology  77 :55 1 (April) 
1951. 
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On  entering  an  elevator  recently,  I noticed  that  the  young  woman  at  the  controls  was 
visibly  agitated.  The  object  of  her  concern  was  an  elderly  blind  man  who  had  just  left  the 
cage.  He  had  already  bumped  into  a pillar  and  was  heading  for  a stairway  and  probable 
serious  injury.  He  had  no  guide,  cane  or  seeing-eye  dog. 

On  the  way  up  the  girl  said,  “He  lives  here  and  has  been  blind  for  years,  won’t  accept 
assistance,  won’t  even  admit  his  condition,  even  to  himself,  too  proud.”  If  I ever  saw  a 
text,  that  was  it. 

However  dark  his  physical  world  had  become,  he  was  no  less  illuminated  in  his  mind 
and  soul.  False  pride  goeth  before  destruction  and  a haughty  spirit  before  a fall  and  there 
are  none  so  blind  as  they  who  will  not  see. 

There  is  no  profit  to  us  in  medicine  to  close  our  eyes  to  our  handicaps  and  shortcom- 
ing and  I fear  we  have  a few  of  each.  Rather  should  we  be  on  the  alert  to  discover  them 
ourselves  rather  than  to  have  them  pointed  out  to  us  and  then  to  welcome  all  assistance 
from  whatever  quarter. 

One  big  blind  spot  that  continues  to  harass  the  profession  is  the  propagation  of  feuds 
and  jealousies.  Anyone  can  get  mad  but  only  a child  or  an  imbecile  deliberately  fans  the 
flames  of  dissention.  False  pride  is  the  chief  urge  that  pushes  a physician  into  undertak- 
ings for  which  he  is  not  equipped,  to  the  hurt  of  himself,  his  patient  and  the  profession.  A 
successful  doctor  was  asked  recently  the  secret  of  his  success  and  he  replied,  “Knowing 
what  I could  not  do.”  May  his  tribe  increase. 


President 
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We  u ill  be  pleased  to  send  samples  on  request. 

THE  BAYER  COMPANY  DI\  ISION  of  Sterling  Drug  Inc.  1450  Broadway,  New  York  18,  N.  Y. 
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CURRENT  ACTIVITIES  AT  THE  OKLAHOMA 
MEDICAL  RESEARCH  FOUNDATION 


This  is  the  twelfth  in  a 
series  on  the  current  ac- 
tivities of  the  Oklahoma 
Medical  Research  Founda- 
tion. The  purpose  of  this 
article  is  to  describe  some 
of  the  community,  state, 
and  national  medical  and 
research  activities  of  certain  members  of  the  Staff. 

The  administrative  and  scientific  personnel  of  the 
Oklahoma  Medical  Research  Foundation  have  a dual 
function.  They  conduct  the  administrative  and  sci- 
entific activities  of  the  Research  Institute,  the  Research 
Hospital,  and  the  Research  Foundation  Sanitarium, 
and  they  take  part  also  in  the  activities  of  the  com- 
munity, state,  and  national  medical  and  research  pro- 
grams. Not  only  is  their  experience  of  assistance  to 
these  extramural  programs,  but  from  these  activities 
they  derive  increasing  experience  which  enables  them 
to  deal  more  effectively  and  efficiently  with  the  prob- 
lems of  the  program  of  the  Research  Foundation. 

The  individual  with  the  greatest  variety  of  activities 
is  Mr.  Hugh  G.  Payne,  General  Manager  of  the  Foun- 
dation. He  participates  in  several  other  important  ac- 
tivities. Mr.  Payne  is  the  Executive  Secretary  of  the 
Alumni  Association  of  the  University  of  Oklahoma 
School  of  Medicine,  and  in  this  capacity  he  is  respon- 
sible for  initiating  the  major  part  of  the  activities  of 
this  Association.  Since  the  Alumni  Association  is  ded- 
icated to  the  development  of  a strong  medical  center 
involving  not  only  the  School  of  Medicine,  the  Univer- 
sity Hospital,  the  affiliated  Hospitals,  and  the  Veterans 
Hospital,  but  also  the  Foundation,  Mr.  Payne  is,  in 
a larger  sense,  thus  serving  the  objectives  of  the  Okla- 
homa Medical  Research  Foundation.  The  Alumni  As- 
sociation is  able  to  render  valuable  assistance  to  the 
Dean  of  the  School  of  Medicine,  and  to  the  President 
of  the  University  in  problems  having  to  do  with  legis- 
lation which  directly  or  indirectly  affect  the  welfare  of 
all  of  the  allied  institutions  mentioned.  The  Alumni 
Association  initiated  and  took  the  lead  in  the  legisla- 
tion to  provide  the  Medical  School  and  the  University 
Hospital  With  additional  space  and  facilities.  The  head- 
quarters of  the  Alumni  Association  are  in  the  Research 
Institute  Building. 

In  1949  Mr.  Payne  assisted  in  the  organization  of  the 
Oklahoma  State  Heart  Association  which  is  affiliated 
with  the  American  Heart  Association.  Mr.  Payne  serves 
as  Executive  Secretary  of  the  Oklahoma  State  Heart 
Association,  and  in  this  capacity  is  responsible  for  di- 
recting the  annual  fund-raising  campaigns,  and  super- 
vising the  programs  of  the  Association.  The  Heart  As- 
sociation staff  is  housed  in  the  Research  Institute  Build- 
ing. The  State  Heart  Association  through  annual  cam- 
paigns serves  the  dual  purpose  of  furnishing  money  for 
research  on  heart  and  cardiovascular  disease,  and  sup- 
porting programs  for  professional  and  lay  education 
and  community  service  in  these  fields. 

In  addition  Mr.  Payne  is  the  Executive  Secretary 
of  the  Oklahoma  Chapter  of  the  Arthritis  and  Rheuma- 
tism Foundation.  Two  mail  campaigns  have  been  con- 
ducted for  this  group  as  annual  fund-raising  activities. 
It  is  planned  to  make  this  chapter  an  integral  part  of 
the  volunteer  health  groups  which  are  geing  organized. 

At  a national  level,  Mr.  Payne  is  one  of  the  six  lay 
members  of  the  National  Advisory  Cancer  Council.  This 


Council  has,  in  addition,  six  professional  members.  The 
Council  is  the  final  authority  in  the  allocation  of  grants- 
in-aid  for  research  projects  dealing  with  the  field  of 
cancer  which  are  supported  by  the  National  Cancer  In- 
stitute. In  this  capacity,  Mr.  Payne  participates  in 
meetings  in  Washington  three  times  annually,  and  oc- 
casionally visits  research  institutes  throughout  the  na- 
tion to  observe  their  facilities  for  research  dealing  with 
cancer.  His  experience  at  the  Foundation  makes  him  a 
valuable  member  of  the  Council,  and  at  the  same  time 
his  experience  in  the  Council  add  considerably  to  his 
value  to  the  Foundation. 

Dr.  Edward  C.  Reifenstein,  Jr.,  the  Director  of  Re- 
search of  the  Oklahoma  Medical  Research  Foundation, 
likewise  participates  in  a number  of  national  activities 
which  provide  valuable  experience  for  him  in  connection 
with  his  activities  in  the  Foundation.  He  is  a member 
of  the  Committee  on  Therapeutic  Nutrition,  Food  and 
Nutrition  Board,  National  Research  Council,  in  which 
he  has  participated  for  two  years.  The  Committee  has 
met  once  to  twice  annually  in  Washington,  and  has 
revised  the  manual  on  therapeutic  nutrition  in  military 
problems;  this  manual  is  a handbook  for  the  armed 
services. 

Doctor  Reifenstein  is  a member  of  the  National  Com- 
mittee on  Cancer  Diagnosis  and  Therapy,  a sub-commit- 
tee of  the  Division  of  Medical  Sciences,  the  National 
Research  Council.  This  group  which  meets  in  Washing- 
ton three  times  annually,  is  an  advisory  group  to  sev- 
eral sponsoring  agencies.  These  include  the  American 
Medical  Association,  the  Federal  Food  and  Drug  Ad- 
ministration, the  American  Cancer  Society,  the  Na- 
tional Research  Council,  the  Damon  Runyon  Memorial 
Fund,  the  National  Cancer  Institute,  all  of  which  are 
concerned  with  proposed  “cures”  and  suggested  “treat- 
ments ’ ’ for  cancer.  The  Committee  reviews  problems 
submittd  by  the  sponsors  and  recommends  on  the  merit 
or  the  need  for  further  study  of  the  proposals. 

Doctor  Reifenstein  also  is  a member  of  the  Metab- 
olism and  Nutrition  Study  Section,  the  National  Insti- 
tutes of  Health,  an  appointment  lasting  for  four  years. 
The  Section  meets  in  Washington  three  times  annually 
and  reviews  the  applications  in  these  fields  submitted 
to  the  National  Institutes  of  Health  for  grant-in-aid 
support. 

Since  1942,  Dr.  Reifenstein  has  been  the  Secretary 
of  a series  of  conferences  held  under  the  auspices  of 
th  Josiah  Macy,  Jr.  Foundation,  New  York  City.  At 
first  these  conferences  convened  several  times  a year, 
but  more  recently  they  have  been  held  annually.  The 
present  series,  the  Conferences  on  Metabolic  Interrela- 
tions, will  have  its  fifth  meeting  in  January,  1953.  In 
addition,  he  is  the  Editor  of  the  Transactions  of  these 
Conferences.  Seventeen  Transactions  were  published  by 
the  Macy  Foundation  in  the  first  series  of  conferences, 
and  five  will  be  published  in  the  second  series.  The 
recent  Conferences  have  been  concerned  with  the  prob- 
lms  of  calcification  of  bone.  In  addition,  Doctor  Reif- 
enstein is  a Consultant  in  Endocrinology  for  the  jour- 
nal, G.P.,  and  for  the  journal,  Postgraduate  Medicine. 

Since  1945,  Dr.  Reifenstein  has  been  a member  of 
the  Committee  on  Arrangements  of  the  Laurentian 
Hormone  Conference.  This  group  of  six  members  an- 
nually conducts  an  invitation  conference  for  about  165 
scientists  in  fire  field  of  endocrinology.  This  activity 
provides  valuable  contacts  with  the  leaders  in  Endo- 
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crinology.  In  addition,  lie  has  served  on  the  nominat- 
ing committee  of  the  Endocrine  Society  and  has  re- 
cently been  elected  to  the  Council  of  this  Society. 
Furthermore,  he  is  Chairman  of  the  1952  Postgraduate 
Assembly  of  this  organization,  which  will  be  held  in 
Miami,  Florida,  November,  1952.  A faculty  of  20  out- 
standing endocrinologists  will  give  in  one  week,  64  lec- 
tures, and  approximately  175  to  200  graduate  physicians 
who  are  interested  in  additional  training  will  attend. 
Doctor  Reifenstein  is  a member  of  the  recently  organ- 
ized Study  Group  on  Metabolic  Disease,  Sub-committee 
of  Steroids  and  Hormones,  Committee  on  Research,  the 
Council  on  Pharmacy  and  Chemistry,  the  American  Med- 
ical Association.  Dr.  Charles  D.  Ivochakian  of  the  Re- 
search Institute  Staff  also  serves  as  a member  of  a 
Screening  Committee  of  this  Sub-committee  on  Steroids 
and  Hormones. 

Doctor  Kochakian,  Associate  Director  of  the  Research 
Institute  has  participated  in  many  important  national 
activities.  He  served  in  1946  as  an  Advisory  Associate 
of  the  Roscoe  B.  Jackson  Memorial  Laboratory,  Bar 
Harbor,  Maine.  In  1949,  he  was  a member  of  the 
Panel  on  Hormones,  Committee  on  Growth,  the  National 
Research  Council.  In  the  same  year,  Doctor  Kochakian 
served  on  the  Panel  of  Appraisers  of  the  Handbook  on 
Biological  Data,  the  American  Institute  of  Biological 
Science. 

Doctor  Kochakian  was  Chairman  of  the  Section  on 
Steroid  Biochemistry  for  the  Second  National  Cancer 
Conference  held  in  March,  1952.  He  arranged  the  en- 
tire program  for  this  Section.  Dr.  Leonard  P.  Lliel 
of  the  Research  Institute  Staff  was  the  secretary  of 
the  program  committee  for  this  section. 

The  members  of  the  scientific  staff  of  the  Foundation 
frequently  are  requested  to  participate  as  speakers  in 
Regional  and  National  meetings.  This  indicates  their 
standing  as  authorities  in  their  respective  fields.  The 
activities  outlined  above  provide  the  staff  members  of 
the  Foundation  with  constant  and  mutually  advan- 
tageous contacts  with  scientists,  and  medical  research 
administrators  throughout  the  world. 


A.M.A.  CLINICAL  SESSION 
TO  HAVE  WIDE  APPEAL 

A program  designed  to  appeal  to  the  general  prac- 
titioner and  the  specialist  alike  has  been  prepared 
for  the  sixth  annual  Clinical  Session  of  the  American 
Medical  Association  in  Denver,  December  2-5,  accord- 
ing to  Dr.  Ernest  B.  Howard  of  Chicago,  assistant 
secretary. 

“There  will  be  practical  clinical  discussions,  scien- 
tific exhibits,  color  television,  general  lectures  on  basic 
problems,  technical  exhibits  and  instructive  films,’’  Dr. 
Howard  said.  ‘ ‘ These  will  provide  a practical  post- 
graduate study. 

‘ ‘ Therapy  will  be  stressed  in  a broad  presentation  of 
clinical  studies  on  the  problems  met  in  daily  practice. 
The  scientific  exhibits  will  be  coordinated  with  the 
material  presented  in  the  clinical  sessions.  ’ ’ 

The  entire  scientific  phase  of  the  meeting  will  be 
presented  in  Denver’s  new  Municipal  Auditorium.  There 
will  be  more  than  200  papers  delivered  by  outstanding 
men  in  all  branches  of  medicine.  The  general  devisions 
will  be  obstetrics,  pediatrics,  diseases  of  the  chest, 
cardiovascular  diseases,  neurology  and  psychiatry,  fluid 
balance  and  kidney  problems,  traumatic  surgery,  and 
medical  therapy. 


Migraine  In  Children 

"Migraine  may  appear  during  the  first  years  of  life. 
The  presence  of  subjective  signs,  such  as  headache 
and  flimmer  scotoma,  is  often  difficult  to  determine 
in  young  children.  The  true  nature  of  the  symp- 
toms frequently  remains  obscure  for  years.’’ 

Vahlquist,  B.  and  Hackzell,  G.:  Acta 
Paediatrica  38:  622  (1949). 
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In  a study  of  400  adult  migraine  patients,  it  was 
revealed  that  34%  had  suffered  attacks  before  the 
age  of  15.*  These  investigators  concluded  that 
childhood  migraine  was  a much  greater  clinical 
problem  than  was  previously  believed  and  that 
psychodynamic  mechanisms  played  an  important 
part  in  the  disease. 

These  criteria  are  useful  in  diagnosis: 

Headache  attacks  with  symptom-free  intervals 
plus  (at  least  two  of  the  following)  nausea, 
scintillating  scotoma,  hemicrania,  and  heredi- 
tary predisposition. 

For  symptomatic  relief  in  these  cases,  Cafer- 
got®, N.N.R.  (ergotamine  with  caffeine) 
may  be  administered  orally.  For  best  results, 
give  adequate  dosage  promptly. 

For  children  within  the  age  range  7 to  12  years — 
Cafergot®  is  administered,  one  tablet  when  the  at- 
tack appears  imminent  followed  by  one  additional 
tablet  within  30  minutes.  Not  more  than  two 
Cafergot  tablets  should  be  administered  to  children 
within  this  age  range. 

In  the  adolescent  age  group,  12  to  18  years  of  age, 
the  dosage  may  gradually  be  increased  as  necessary 
up  to  the  usual  adult  dose,  i.e.,  two  tablets  when 
the  attack  appears  imminent  followed  by  one  tab- 
let doses  at  half  hour  intervals  until  the  attack  is 
aborted.  (Total  maximum  dose  for  adults:  six  tab- 
lets for  each  attack.) 

* Katz,  J.,  Friedman,  A.P.,  and  Gisolfi,  A.:  New  York 
State  I J.  Med.  SO:  2269  (Oct.)  1950. 


Sandoz  Pharmaceuticals 

DIVISION  OF  SANDOZ  CHEMICAL  WORKS,  INC. 
68  CHARLTON  STREET,  NEW  YORK  14,  N.  Y. 
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ACTIVITIES  OF  THE  OKLAHOMA 
CHAPTER  OF  THE  S.  A.  M.  A . 

Lawrence  McHenry 

The  activities  of  the  past  year  began  with  an  in- 
formal dinner  sponsored  bv  the  Public  Policy  Commit- 
tee of  the  State  Medical  Association.  The  President 
and  the  President-Elect  of  the  State  Association,  along 
with  other  members  of  the  Public  Policy  Committee, 
gave  short  talks  to  the  students  concerning  the  general 
organization  and  function  of  the  State  and  County 
Associations.  This  get-together  with  the  State  Associ- 
ation was  a great  success  and  demonstrated  the  possi- 
bilities for  a closer  working  relationship  between  the 
Student  organization  and  the  State  Association. 

The  guest  speaker  at  the  second  meeting  of  the  Local 
Chapter  was  Mr.  Dick  Graham,  Executive  Secretary 
of  the  State  Medical  Association.  Mr.  Graham  gave 
a very  enlightening  and  informative  talk  on  the  po- 
tentialities of  the  practice  of  medicine  in  the  state  of 
Oklahoma.  The  students  were  pleased  to  hear  of  the 
opportunities  offered  the  young  doctor  in  the  smaller 
communities. 

At  the  next  meeting,  Edwin  Fair,  M.D.,  gave  a very 
interesting  and  educational  talk  on  the  role  of  the 
physician  in  pre  marital  counseling.  This  subject  which 
is  becoming  more  and  more  important  every  day  was 
discussed  at  length  among  the  students.  Doctor  Fair, 
in  his  excellent  presentation,  cast  a light  on  the  real 
necessity  for  the  practicing  physician  10  become  more 
familiar  with  his  increasing  duties. 

The  subject,  “How  to  set  up  a medical  practice,” 
and  the  election  of  officers  were  the  topics  of  the  final 
meeting  of  the  year.  The  problem  of  setting  up  a 
practice  was  discussed  from  three  different  viewpoints. 
First,  Elmer  Ridgeway,  M.D.  spoke  of  opening  a gen- 
eral practice  in  a large  city  such  as  Oklahoma  City. 
H.  V.  L.  Sapper,  M.D.,  discussed  the  problems  in  be- 
ginning a specialty  practice  in  the  city.  The  final  view- 
point, setting  up  a general  practice  in  a small  town, 
was  exceedingly  well  handled  by  Ethan  Walker,  M.D. 
from  Yukon.  The  presentation  of  this  situation  from 
the  three  different  aspects  revealed  the  prob  ems  which 
each  physician  must  face  in  beginning  his  actual  career. 
The  three  speakers  discussed  the  problem  in  a very 
straight-forward  manner,  leaving  the  students  with  a 
better  understanding  of  what  they  will  have  to  face 
someday. 

The  officers  for  this  year  were  chosen  and  are:  Tom 
Moore,  Cleveland,  Okla.  Third  Year  Student,  as  Presi- 
dent; Lawrence  McHenry,  Oklahoma  City,  Second  Year 
Student,  as  Vice-President;  Jake  Jones,  Shawnee,  Third 
Year  Student,  as  Secretary;  and  Bob  Stover,  Cardin, 
Fourth  Year  Student,  as  Treasurer.  The  new  president, 
Tom  Moore,  extended  the  appreciation  of  the  entire 
chapter  to  Mr.  William  Denny,  Guthrie,  Fourth  Year 
Student,  for  his  outstanding  job  of  administration  in 
the  first  year  of  activities  of  the  Oklahoma  Chapter 
of  the  S.A.M.A. 

Although  there  were  not  a great  number  of  programs 
during  the  past  year,  the  ones  that  were  presented  met 
with  great  favor  on  the  part  of  the  students.  This  was 
manifested  by  the  various  comments  and  a progressive- 
ly increasing  attendance.  Again  our  organization  would 
like  to  thank  the  State  Association  and  Medical  School 
Administration  for  their  cooperation.  Through  this  close 
cooperation  the  officers  of  the  chapter  can  provide  both 
informative  and  entertaining  programs  for  the  students. 


BOOK  REVIEW 

PRINCIPLES  AND  PRACTICE  OF  OBSTETRICS. 

J.  P.  Greenhill,  M.D.  W.  B.  Saunders  Company, 

Philadelphia  and  London.  Tenth  edition  with  1140 

illustrations  on  864  figures,  194  in  color.  1951.  $12.00. 

Doctor  Greenhill  has  enlisted  the  aid  of  many  au- 
thorities in  compiling  the  material  for  his  tenth  edition 
in  which  he  takes  a personal  satisfaction.  Not  a single 
page  remains  as  it  was  in  the  last  edition  and  the  ar- 
rangement of  the  book  has  been  changed  somewhat. 
The  book  is  divided  into  seven  sections  with  illustra- 
tions, some  of  which  are  in  color.  One  of  the  latest 
editions  pertaining  to  obstetrics,  its  chapters  cover  the 
Physiology  of  Reproduction,  Pregnancy,  Labor  and  the 
Puerperium  and  The  Pathology  of  Pregnancy,  Labor 
and  the  Puerperium. 

The  chapter  on  Ectopic  Pregnancy  explains  that  the 
occurrence  of  ectopic  pregnancies  is  more  frequent  in 
women  past  their  30th  year,  frequently  after  they  have 
experiened  a long  period  of  relative  sterility,  and  in 
women  who  have  had  an  antecedent  pelvic  disease. 
Many  instances  of  rupture  of  the  sac  or  tubal  obortion 
with  spontaneous  recovery  undoubtedly  occur  and  are 
diagnosed  as  appendicitis. 

There  is  possible  disagreement  with  the  author  in  his 
chapter  on  Infectious  Diseases  in  which  it  is  stated 
that  an  abortion  is  justified  if  German  measles  de- 
velop during  the  first  three  months  of  pregnancy. 

The  usual  obstetrical  care  at  every  stage  is  detailed, 
beginning  with  immediate  treatment  of  various  diffi- 
culties, prevention  of  accident  and  infection,  operative 
intervention,  relief  of  discomfort,  and  many  other  aids. 

Among  the  most  interesting  material  is  the  chapter 
on  Fetal  Erythroblastosis  and  the  RII  Factor.  Doctor 
Greenhill  writes  that  no  hard  and  fast  rules  can  be 
laid  down  when  advising  a therapeutic  abortion  when 
past  obsterical  history  and  results  of  antibody  studies, 
including  those  for  the  husband’s  homozygosity,  indicate 
the  probability  of  another  disaster. 

The  book  is  well  illustrated,  well  written  and  a 
ready  handbook  for  clinician  or  practitioner. — J.  R. 
McLauehlin,  M.D. 


CLINICAL  PATHOLOGIC  CONFERENCE 

(Continued  from  page  394) 
question  : Did  the  amputation  stump  give 
evidence  of  the  primary  trouble  there? 

doctor  hopps  : We  have  no  knowledge  of 
that,  it  was  completely  healed  so  far  as  we 
can  determine,  and  we  were  not  permitted 
to  study  that  lesion  because  of  interfering 
with  embalming  and  the  like.  I doubt  that 
such  study  would  have  contributed  anything, 
because  the  original  lesion  was  considerably 
distal  to  the  stump  and  the  amputation  heal- 
ed well. 

question  : Did  you  recover  acid  fast  or- 
ganisms from  the  area  of  spondylitis? 

doctor  hopps  : Yes,  we  made  smears  from 
this  lesion  too.  If  we  hadn’t,  I think  there 
would  be  little  problem,  because  the  type  of 
reaction  there  was  quite  comparable  to  that 
which  we  saw  in  the  lungs. 
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Relaxed 

but  awake 


In  emotional  and  nervous  disorders, 
Mebaral  exerts  its  calming  influence 
without  excessive  hypnotic  action. 
Mebaral  is  also  a reliable  anticonvulsant. 

INDICATIONS: 

Because  of  its  high  degree  of  sedative 
effectiveness,  Mebaral  finds  a great  field 
of  usefulness  in  the  regulation  of 
agitated,  depressed  or  anxiety  states, 
as  well  as  in  convulsive  disturbances. 
Specific  disorders  in  which  the  calming 
influence  of  Mebaral  is  indicated 
include  neuroses,  mild  psychoses,  nervous 
symptoms  of  the  menopause,  hyper- 
tension, hyperthyroidism  and  epilepsy. 


Tablets  of: 

32  mg.  (V2  grain) 
bottles  of  100. 

0.1  Gm.  (I/2  grains) 
bottles  of  100  and  500 
0.2  Gm.  (3  grains) 
bottles  of  100  and  5C 


Tasteless  TABLETS 


WINTHROP-STEARNS  INC.  .New  York  18,  N.Y.,  Windsor,  Ont 


7 


Mebaral,  trademark  reg.  U.  S.  & Canada,  brand  of  mephobarbital 
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HAVE  YOU  HEARD?  OBITUARIES 


C.  Alton  Brown,  31. D.,  Oklahoma  City,  attended  the 
second  International  Congress  of  Internal  Medicine  in 
London  in  September.  While  abroad  he  also  visited 
Belgium,  Switzerland,  Germany  and  France. 

C.  E.  Woodard,  31. D.,  Drumright,  attended  a recent 
course  at  the  Cook  County  Post  Graduate  School  of 
Medicine  in  Chicago. 

John  Simon,  31. D.,  Alva,  attended  the  International 
College  of  Surgeons  in  Chicago. 

Three  3Iuslcogee  physicians,  Jack  H.  Reynolds,  M.D., 
Virgil  D.  Matthews,  M.D.  and  Virgil  B.  Gray,  M.D. 
will  begin  construction  of  a new  clinic  building  in  that 
city  soon. 

Lt.  Claude  W.  Garrett,  Jr.,  Tulsa,  reported  recently 
to  San  Antonio,  Texas. 

Clyde  Kernel',  31. D.,  Holdenville,  left  recently  for  a 
year ’s  study  in  Boston. 

Bobert  Furman,  31. D.,  Oklahoma  City,  recently  gave 
an  account  of  the  operation  of  the  Oklahoma  Medical 
Research  Foundation  at  a meeting  of  the  Enid  Iviwanis 
club. 

George  JI.  Niemann,  31. D.,  Ponca  City,  was  the  sub- 
ject of  a recent  feature  story  in  his  home  town  news- 
paper in  which  he  related  the  story  of  early  day  medi- 
cine in  Ponca  City. 

G.  G.  Harris,  31. D.,  Helena,  was  also  featured  in  his 
home  town  newspaper  recently  in  a story  giving  bio- 
graphical data  about  him. 

Bowe  F.  Bisbee,  31. D.,  Ada,  has  been  appointed  act- 
ing director  of  the  Pontotoc  County  Health  Depart- 
ment. 

Tom  Points,  31. D.,  has  recently  been  released  from 
service  and  will  open  his  office  at  625  N.W.  10th,  Ok- 
lahoma City.  A captain,  he  was  stationed  at  Ft.  Sill. 


WILLIAM  H.  KINGMAN,  M.D. 

1881-1952 

William  H.  Kingman,  M.D.,  pioneer  Bartlesville  physi- 
cian, died  in  a Topeka  hospital  after  several  year’s  ill- 
ness. 

Doctor  Kingman  was  born  in  Brooklyn  in  1881.  He 
attended  medical  school  in  Chattanooga,  Tenn.  and 
interned  in  New  York  after  which  he  went  to  Lima, 
Peru  as  chief  surgeon  for  the  Vanderbilt-Hagen  and 
Gould  Copper  Corp.  After  four  years  there,  he  returned 
to  the  U.  S.  and  established  his  practice  in  Oklahoma 
City  where  he  remained  four  years  before  coming  to 
Bartlesville  in  1910. 

Survivors  include  the  widow  of  the  home,  two  daugh- 
ters, two  sisters  and  two  grandchildren. 

J.  A.  KENNEDY,  M.D. 

1876-1952 

J.  A.  Kennedy,  M.D.,  died  September  12  in  an  Ok- 
mulgee hospital. 

Doctor  Kennedy  was  born  in  Van  Buren,  Ark.,  in 
1876  and  came  to  Oklahoma  before  statehood  settling 
near  Okemah.  He  later  moved  to  Mounds  and  to  Ok- 
mulgee in  1950.  He  was  graduated  from  the  University 
of  the  South,  Sewanee,  Tenn.,  in  1900. 

Survivors  include  the  widow  of  the  home,  one  daugh- 
ter, two  sisters  and  three  brothers. 

HONORED  BY  TENNESSEE 

Three  Oklahoma  physicians,  William  Mitchener,  M.D., 
Okmulgee;  Isaac  Dalton  Walker,  M.D.,  Tonkawa;  and 
Divonis  Worten,  M.D.,  Pawhuska,  were  recently  pre- 
sented golden  “T”  certificates  at  the  University  of 
Tennessee,  in  recognition  of  services  rendered  in  the 
half-century  since  their  graduation. 

A tour  of  Memphis  and  luncheon  honoring  the  group 
preceded  the  ceremony. 


EASTERN  OKLAHOMA  PHYSICIAN  RECEIVES  FIFTY-YEAR  PIN 


An  earlj'  day  Indian  Territory  physician,  John  Rey- 
nolds, M.D.,  of  Muskogee  received  a 50-Year  Pin  in 
ceremonies  September  22,  1952.  The  pin  was  presented 
by  Shade  Neely,  M.D.,  Muskogee. 

Doctor  Reynolds  received  his  pin  at  a meeting  of 
the  East  Central  Oklahoma  Society  held  at  the  country 
home  of  Chas.  Ed.  White,  M.D.,  Muskogee.  Members 
of  the  Sebastian  County,  Arkansas,  Medical  Society 
were  guests  and  the  scientific  program  on  “Common 
Lesions  of  the  Skin”  was  presented  by  D.  W.  Gold- 
stein, M.D.,  Fort  Smith. 

Born  in  1874,  at  Ashville,  North  Carolina,  the  son 
of  a Confederate  army  captain,  Doctor  Reynolds  had 
a private  tutor  until  he  entered  Weaverville  College, 
North  Carolina.  He  studied  there  two  years,  later  at- 
tending the  University  of  North  Carolina  for  two  years’ 


pre-medical  training.  He  entered  Louisville  Medical 
College  (now  the  University  of  Kentucky)  and  grad- 
uated in  June  1903.  Following  graduation,  he  prac- 
ticed in  his  home  town  of  Ashville  for  six  months  be- 
fore coming  to  McAlester,  I.  T.  June  4,  1903,  he  came 
to  Muskogee. 

In  1938,  Doctor  Reynolds  was  mayor  of  Muskogee. 
He  has  been  a member  of  Grace  Episcopal  church  for 
many  years  and  was  a charter  member  of  the  Muskogee 
Chamber  of  Commerce  and  has  been  a member  of  the 
Elk ’s  Lodge  for  30  years.  Doctor  and  Mrs.  Reynolds 
have  three  children  and  six  grandchildren. 

Having  3,000  deliveries  on  record,  Doctor  Reynolds 
states  obstetrics  is  the  favorite  part  of  his  practice. 
He  lists  hunting  and  fishing  and  the  general  practice 
of  medicine  as  his  hobbies. 


ROUGH  HANDS 


FROM  TOO  MUCH  SCRUBBING? 


Soothe  rough,  dry  skin  with  AR-EX  Chap  Cream. 
Contains  healing  ingredient,  carbonyl  diamide.  Aids 
severely  chapped  and  broken  skin.  Pleasant  to  use. 
Scented  or  Unscented.  Send  for  sample. 

AR-EX  COSMETICS,  INC.,  1036-J  W.  Van  Buren  St.,  Chicago  7,  III. 


Is  there  a sympathomimetic  agent 
that  will  give  relief  from  asthma  without 
causing  vasopressor  and  psychomotor 
stimulation? 

Orthoxine  Hydrochloride  provides 
bronchodilatation  with  minimal  vaso- 
pressor and  psychornotor  stimulation.  By 
modifying  the  configuration  of  a sym- 
pathomimetic amine  molecule,  the  action 
of  Orthoxine  has  been  centered  mainly 
upon  bronchodilatation,  thereby  mini- 
mizing side-effects  arising  from  vasopres- 
sor or  psychomotor-stimulating  activity. 


HYDROCHLORIDE 
BRAND  OF  METHOXYPHENAMINE 


Bottles  of  100  and  500  tablets. 

Orthoxine  Hydrochloride  (100  mg.)  tablets 
contain  beta-(  or/ho-methoxyphen  yi)-isopro- 
pyl-me  thy  famine  hydrochloride,  a broncho- 
dilator  and  antispasmodic. 

For  Adults:  V2  to  1 tablet  ( 50  to  100  tng.) 

For  Children:  half  the  dose 
For  Both:  Repeat  every  3 to  f hours  as  re- 
quired 

*TraJamari.  lie:;.  U.S.  Pat.  Off. 


Upjohn 


Medicine  . . . Produced  with  care . . . Designed  for  health 


THE  UPJOHN  COMPANY.  KALAMAZOO.  MICHIGAN 
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ANNOUNCEMENTS 


VA  COURSE  IN  PSYCHIATRY  AND  NEUROLOGY. 
The  Veterans  Administration  is  instituting  a four  month 
intensive  training  course  in  psychiatry  and  neurology 
to  fit  the  needs  of  physicians  without  such  previous 
training  who  are  assigned  to  duty  in  psychiatric  hos- 
pitals. Physicians  who  have  been  engaged  in  general 
practice  may  request  this  training  upon  applying  for 
a position  at  one  of  these  hospitals.  Information  and 
applications  may  be  obtained  from  the  nearest  VA 
Hospital  or  Regional  Office  or  by  writing  to  the  Chief 
Medical  Director,  VA  Central  Office,  Washington  25, 
D.  C. 


FIRST  VOLUNTEER  RETURNS 

Oklahoma’s  first  physician  to  volunteer  for  service 
two  years  ago  has  returned  and  opened  his  offices  for 
the  practice  of  urology  at  912  Medical  Arts  Building, 
Oklahoma  City.  He  is  A.  M.  Young,  III,  M.D. 

Doctor  Young  was  first  stationed  at  Percy  Jones 
Army  Hospital,  Battle  Creek,  Michigan,  and  then  was 
sent  to  the  lfith  Field  Hospital,  Nurnberg,  Germany,  as 
chief  of  the  urology  section.  He  was  also  chief  of 
urology  at  Percy  Jones  Hospital.  Doctor  Young  was 
a major  in  the  Service. 


POSTGRADUATE  COURSE  ON  RECENT  AD- 
VANCES OF  THE  CHEST.  This  course  sponsored  by 
the  Council  on  Postgraduate  Medical  Education  and  the 
New  York  State  Chapter  of  the  American  College  of 
Chest  Physicians,  will  be  presented  at  the  Hotel  New 
Yorker,  New  York  City,  November  10-14.  Further 
information  can  be  obtained  from  the  Executive  Di- 
rector, American  College  of  Chest  Physicians,  112  East 
Chestnut  Street,  Chicago  11,  111.  The  course  has  been 
approved  for  credit  by  the  American  Academy  of  Gen- 
eral Practice. 


NEW  IMPROVED 

Sety-fwofcetled 

SAW 


Does  Clearing 
Faster,  Cheaper 

because  it  is 
superior  in 

_ quality  and 

Self-propelled  ModeP^* in  design. 

Cuts  level  with  ground,  clears  hillsides  or  un- 
even land.  Engine  drives  blade  and  wheels. 
5 models,  2J^  to  14  hp.  $159  up.  Write  to 
Combination  Saw  Co.,  Dsnton.Tsxai  DR820 


DOCTOR'S  CLINIC  FOR  SALE  IN 
OKLAHOMA  CITY 

Building  contains  4600  sq.  ft.  well  divided  into 
waiting  room,  offices,  x-ray  room,  etc. 

On  N.  W.  23rd  Street 

HARRISON  LEVY 

Realtor 

Merchantile  Bldg.  Phone  RE  6-5045 


LABORATORY  RABBITS 

Three  to  four  months  old.  Thirty  day  seg- 
regation. Rotating  100  virgin  does.  Situated 
to  rotate  any  amount  as  demand  requires. 

J.  W.  Speaks 

401  Sunny  Lane  Road 
Oklahoma  City,  Oklahoma 

Phone  3-8071 


PHARMACEUTICALS 

A complete  line  of  laboratory  con- 
trolled ethical  pharmaceuticals.  Chemists 

to  the  Medical  Profession  since  1903. 


a 

THE  ZEMMER  CO 


EMMER 


PITTSBURGH  13,  PA. 
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JONES  CHILDREN’S  HAVEN 

A hospital  for  the  permanent  care  of  all  types  of 
neurological  children  including  Hydrocephalics,  Micro- 
cephalies, Mongloids,  severe  cases  of  Cerebral  Palsy, 
and  all  types  of  Chronic  Encephalitis.  Children  of  both 
sexes  are  accepted  from  birth,  and  the  monthly  rate 
is  based  on  each  individual  case. 

The  Haven  is  a member  of  the  American  Medical 
Association,  American  Hospital  Association  and  the 
Texas  State  Hospital  Association. 

OPERATING  STAFF 

Dixie  Shelley  Jones,  R.N.,  President 
Wardwell  Jones,  Treasurer  and  Business  Manager 

MEDICAL  CONSULTANTS 

O.  Renee  Caillet,  M.D.  Tom  E.  Kelly,  M.D. 

Joe  Roberts,  M.D. 

Neurological  Consultant W.  B.  Weary,  M.D. 

Orthopedic  Consultant Richard  B.  Herrick,  M.D. 

PEDIATRICIANS 

Martha  H.  Hale,  M.D John  G.  Young,  M.D. 

PEDIATRIC  PATHOLOGIST 

O.  Renee  Caillet,  M.D. 

DENTAL  CONSULTANT 

Charles  Yates,  D.D.S. 

In  addition  to  a registered  nurse  on  the  Ooerating 
Staff,  The  Haven  has  a trained  nurse  in  attendance  at 
all  times. 

Phones 

3611  Fairmont  Street  The  Haven,  Lakeside  4801 

Dallas,  Texas  Res.,  Justin  1332 


Cook  County 

Graduate  School  of  Medicine 

ANNOUNCES  COURSES  FOR  FALL  AND  WINTER,  1952-1953 

SURGERY— I ntensive  Course  in  Surgical  Technic,  Two  Weeks, 
starting  November  3,  January  19,  February  2. 

Surgical  Technic,  Surgical  Anatomy  and  Clinical  Surgrey, 
Four  Weeks,  starting  March  2. 

Surgical  Anatomy  and  Clinical  Surgery,  Two  Weeks, 
starting  March  16. 

Surgery  of  Colon  and  Rectum,  One  Week,  starting  No- 
vember 17,  March  2. 

Bronchoscopy,  One  Week,  by  appointment. 

General  Surgery,  One  Week,  starting  February  9. 

General  Surgery,  Two  Weeks,  starting  March  30. 

Fractures  and  Traumatic  Surgery,  Two  Weeks,  starting 
March  2. 

GYNECOLOGY— Intensive  Course,  Two  Weeks,  starting  Feb- 
ruary 16. 

Vaginal  Approach  to  Pelvic  Surgery,  One  Week,  starting 
March  2. 

OBSTETRICS— I ntensive  Course,  Two  Weeks,  starting  Novem- 
ber 3,  March  2. 

MEDICINE— Intensive  General  Course,  Two  Weeks,  starting 
May  4. 

Gastroscopy  and  Gasterology,  Two  Weeks,  starting  No- 
vember 3. 

UROLOGY— Two  Week  Intensive  Course  starting  April  27. 

Ten-Day  Practical  Course  in  Cystoscopy  starting  every  two 
weeks. 

DERMATOLOGY— I ntensive  Course,  Two  Weeks,  starting  May 
4. 

TEACHING  FACULTY-ATTENDING  STAFF 
OF  COOK  COUNTY  HOSPITAL 
ADDRESS:  REGISTRAR, 

707  South  Wood  Street  Chicago  12,  Illinois 


POSTGRADUATE 

COURSES 

IN 

SURGERY 

5 days,  January  19-23,  1953 
GUEST  INSTRUCTORS: 

WILLIAM  E.  ADAMS,  M.D.,  University  of  Chicago. 

FRANK  ALBRITTEN,  M.D.,  Jefferson  Medical  College. 
WILLIAM  A.  ALTEMEIER,  M.D.,  Cincinnati  General  Hosp. 
IRVING  AREIL,  M.D.,  Memorial  Hospital,  New  York, 
ALEXANDER  BRUNSCHWIG,  M.D.,  Memorial  Hospital,  N.Y. 
GEORGE  CRILE,  JR.,  M.D.,  Cleveland  Clinic. 

ORMOND  S.  CULP  M.D.,  Mayo  Clinic. 

EVERETT  I.  EVANS,  M.D.,  Medical  College  of  Virginia 
FRANK  H.  GARDNER,  M.D.,  Peter  Bent  Brigham  Hospital. 
FRANK  L.  GERBODE,  M.D.,  Stanford  University. 

PAUL  W.  GREELEY,  M.D.,  University  of  Illinois. 

C.  HOWARD  HATCHER,  M.D.,  University  of  Chicago. 

EDGAR  A.  KAHN,  M.D.,  University  of  Michigan. 

EARLE  B.  KAY,  M.D.,  Western  Reserve  University. 

AVERILL  A.  LIEBOW,  M.D.,  Yale  University. 

ROBERT  R.  LINTON,  M.D.,  Harvard  University. 

JOHN  B.  McKITTRICK,  M.D.,  New  England  Deaconess  Hosp. 
RUSSELL  MORGAN,  M.D.,  Johns  Hopkins  Hospital. 

JOHN  H.  Mulholland,  M.D.,  New  York  University. 

I.  S.  RAVDIN,  M.D.,  Univ.  of  Pennsylvania  Hosp. 

MARK  M.  RAVITCH,  M.D.,  Johns  Hopkins  Hospitla. 
JONATHEN  E.  RHOADS,  M.D.,  U.  of  Pennsylvania  Hosp. 
FIORINDO  A.  SIMEONE,  M.D.,  City  Hospital  Cleveland 
DANELY  P.  SLAUGHTER,  M.D.,  University  of  Illinois. 

HENRY  SWAN,  M.D.,  University  of  Colorado. 

OWEN  H.  WANGENSTEEN,  M.D.,  Univ.  of  Minnesota. 

And  Members  of  the  Kansas  University  Faculty. 

For  program  announcement  and  information,  write: 
Extension  Program  in  Medicine 

UNIVERSITY  OF  KANSAS 
SCHOOL  OF  MEDICINE 

Kansas  City  12,  Kansas 


CLASSIFIED  ADS 

FOR  SALE : Westing-house  1 MA,  85  KV  combina- 
tion radiographic  and  fluoroscopic  x-ray  unit  with  new 
tube.  Can  be  used  for  vertical  and  horizontal  work. 
Also  darkroom  accessories.  Immediate  delivery.  Write 
Box  8S7,  Duncan,  Okla. 

WANTED:  Registered  medical  technologist  for  group 
of  five  doctors.  Salary  $300.00  per  month.  Write  Key 
W,  care  of  the  Journal. 

FOR  SALE:  One  Castle  gas  autoclave  24”  x 36,” 
nearly  new.  One  gas  instrument  sterilizer  Castle  16  ’ ’ 
x 18,”  thermostatically  controlled.  Two  five  gallon 
water  tanks  with  water  distill  attached.  All  of  this 
equipment  is  guaranteed  to  be  in  excellent  working  con- 
dition. Write  Key  A.,  care  of  the  Journal. 

FOR  SALE:  10  room  rospital,  furnished,  equipment. 
All  Simmons  equipment  — adjustable  Simmons  beds, 
dresser,  beside  cabinet,  new  G.  E.  portable  x-ray  ma- 
chine, baby  incubator.  Write  Key  B,  care  of  the 
Journal. 

FOR  SALE:  Portable  G.  E.  x-ray,  complete  with 
developing  tank,  film  holders,  viewing  box,  fiuoroscope, 
lead  apron,  darkroom  light  and  timer.  Perfect  condition. 
Half  price.  Write  Key  P,  care  of  the  Journal. 
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new  uniform  oral  dosage 


The  new,  uniform  oral  dose  for  adults  is  1-3  grams.  This 
may  be  repeated  3-5  times  per  day. 

The  first  dose  prescribed  should  be  at  the  lower  end  of 
the  recommended  dosage  range  (an  occasional  patient  may 
complain  of  side  effects  when  large  doses  are  given  at  the 
start  of  Tolserol  therapy).  Subsequent  doses  maybe  adjusted 
to  the  needs  of  the  individual  patient.  Whenever  possible, 
Tolserol  should  be  given  after  meals.  When  Tolserol  is 
given  between  meals,  it  is  desirable  that  the  patient  first 
drink  i/3  glass  of  milk  or  fruit  juice. 


Tolserol 

Squibb  MepUetiesitl 


Tablets,  0.5  Gm.  and  0.25  Gm.,  bottles  of  100;  Capsules,  0.25  Gm., 
bottles  of  100;  Elixir,  0.1  Gm.  per  cc.,  pint  bottles;  Intravenous 
Solution,  20  mg.  per  cc.,  50  cc.  and  100  cc.  ampuls. 


'TOLSEROL'  TREG.  U.  S-  PAT.  OFF.)  IS  A TRADEMARK  OF  E.  R.  SQUIBB  & SONS 


Squibb 


THE  JOURNAL 

of  the 

OKLAHOMA  STATE  MEDICAL  ASSOCIATION 

EDITORIALS 


GUEST  EDITORIAL 

RESPONSIBILITIES  OF  READER , 
AUTHOR  AND  PUBLISHER* 
by  Austin  Smith,  M.D. 

The  primary  objective  of  the  average 
medical  journal  is  the  dissemination  of  med- 
ical information  to  practicing  physicians. 
Today,  however,  physicians  want  special  in- 
formation which  is  not  always  medical  in 
the  usual  sense  of  this  word.  Thus  the  read- 
er of  the  modern  medical  journal  has  varied 
requirements,  the  author  has  new  fields  for 
editorial  exploration  and  the  publisher  has 
new  demands  which  must  be  added  to  those 
that  have  faced  him  for  years.  To  compli- 
cate the  picture  even  more  is  the  situation 
in  which  “official”  journals  are  placed.  Not 
only  must  these  periodicals  contain  scien- 
tific information  but  they  must  report  the 
official  news  of  the  associations  of  which 
they  are  a part. 

Regardless  of  the  subject  matter,  what- 
ever appears  in  a medical  journal  should 
serve  some  useful  purpose.  This  is  especially 
indicated  in  these  times  when  there  are  too 
many  periodicals  for  physicians  to  read, 
when  there  is  too  much  published  that 
should  never  appear  in  print  and  when  there 
are  increasing  labor  costs  and  shortages  of 
material  to  cope  with.  Thus  when  a state- 
ment— scientific  or  otherwise — is  printed  it 
ought  to  be  considered  in  some  respects  as 
the  designer  of  an  advertisement  should 
consider  his  creation : The  product  must 
get  attention,  arouse  interest,  create  desire 
and  precipitate  action.  But  first  of  all,  the 
product  should  be  worthy  of  attention. 

THE  READER 

The  reader  has  responsibilities  perhaps 
not  normally  considered  by  him  as  within 
his  province.  And  yet,  since  he  is  the  one  the 
author  and  the  publisher  are  trying  to  reach, 
why  should  he  not  indicate  his  pleasure  or 
displeasure  with  an  article  or  editorial 
policy?  Only  thus  can  the  author  and  pub- 
lisher truly  appreciate  the  value  or  reception 
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write  to  the  author  or  publisher  if  he  is  dis- 
of  their  efforts.  Why  should  the  reader  not 
pleased  instead  of  complaining  to  others  who 
are  in  no  way  responsible  for  what  appeared 
in  print. 

Why,  also  should  the  reader  not  indicate 
from  time  to  time  what  he  would  like  to  see 
in  print?  Perhaps  his  suggestion  might  be 
met  with  much  more  sympathy  than  he  an- 
ticipates. 

And  if  he  is  pleased  with  what  he  reads 
why  should  he  not  put  into  practice  what 
appeared  in  print?  Too  often  readers  agree 
with  a view  expressed  on  an  important  issue 
but  make  no  attempt  to  put  it  into  practice 
in  their  life  or  community. 

And  why  should  the  reader  not  be  suffi- 
ciently interested  in  his  journal  to  contri- 
bute when  he  has  something  worthy  of  re- 
porting. There  are  far  too  many  ideas  lost 
for  lack  of  expression. 

THE  AUTHOR 

The  careful  author  is  always  mindful  of 
his  prospective  readers’  wishes  but  does  not 
hesitate  to  go  contrary  to  general  opinion 
when  he  has  the  facts  to  support  his  argu- 
ment. Of  course  his  first  worry  is  obtaining 
and  holding  the  readers’  attention  and  in- 
spiring the  reader  to  make  use  of  the 
thoughts  expressed. 

Many  authors  overlook  such  practical  con- 
siderations as  limitation  of  space  in  all  med- 
ical periodicals.  Too  long  articles  are  un- 
necessarily expensive  to  set  in  type  and 
print,  they  are  uninteresting  to  read  and 
they  do  not  increase  the  reputation  of  the 
author.  No  one  can  read  all  the  literature 
now  available  and  still  practice  medicine  and 
the  shorter  and  the  more  interesting  is  the 
paper  the  more  likely  is  it  to  be  read.  Usu- 
ally the  paper  that  is  rewritten  several  times 
simply  to  introduce  brevity  and  improve 
the  clarity  is  the  most  popular  and  best  re- 
membered— as  is  its  author. 

To  be  well  received  the  communication 
must  be  understandable.  The  writer  can 
present  his  subject  forcefully  and  use  the 
necessary  technical  language  but  the  lan- 
guage should  be  as  simple  as  the  subject 
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permits.  Often  if  a writer  would  write  as 
he  speaks  he  would  be  more  expressive  and 
less  stiff  in  his  presentation.  This  is  not  an 
open  invitation,  however,  for  the  use  of 
slang  or  the  avoidance  of  proper  grammati- 
cal construction.  At  times  the  author  must 
make  a conscious  effort  to  remember  that  his 
readers  may  not  be  as  familiar  with  the 
subject,  or  at  least  his  technic,  as  he  is. 
Someone  once  said  “Words  should  be  so  set 
down  that  they  directly  force  the  reader  to 
think  precisely  what  the  writer  meant  when 
he  wrote  them.” 

The  publisher  or  his  editor  should  never 
hesitate  to  make  requests  that  are  necessary 
for  good  journalism  and  for  the  benefit  of 
the  readers.  Nor  should  he  pause  if  changes 
are  necessary  for  sound  business  reasons. 
The  publisher  must  always  be  aware  of  costs 
and  other  factors  if  his  journal  is  to  have 
sufficient  funds  and  popularity  to  exist  and 
perhaps  expand.  Thus  emphasis  can  be 
placed  on  brevity  whenever  possible,  a mini- 
mum of  pictures  and  graphs  with  omission 
of  those  that  are  unnecessary  or  irrelevant, 
avoidance  of  repetition,  long  reviews  of  the 
literature  and  of  long  introductions,  omis- 
sion of  material  already  well  known  and  of 
unrelated  subject  matter  and  avoidance  of 
long  footnotes  and  bibliographies.  Big  tables 
are  expensive  and  not  well  read.  In  some  in- 
stances they  are  necessary  or  advisable  but 
usually  with  a little  study  much  material  can 
be  omitted  with  improvement,  some  tables 
can  be  combined  and  others  can  be  omitted 
entirely  or  placed  in  the  reprints.  Graphs 
are  often  more  expressive  than  tables  but 
usually  requires  more  work  in  preparation. 
Not  infrequently  authors  insist  on  a multi- 
plicity of  pictures,  especially  “before  and 
after”  pictures.  Or  they  may  insist  on  color 
reproductions.  In  the  United  States  color  is 
very  costly  and  can  be  used  only  sparingly 
in  most  medical  journals. 

Another  responsibility  of  the  author  is 
the  preparation  of  an  adequate  summary. 
Often  he  confuses  this  with  the  conclusion. 
A summary  is  important  and  may  mean  the 
difference  between  a large  reader  audience 
and  a small  one. 

Sometimes  one  hears  the  statement  that 
the  publication  of  a medical  paper  offers  an 
outlet  for  “ethical  advertising”  for  a physi- 
cian who  wants  to  become  well  known.  In 
my  opinion,  the  man  who  writes  a paper 
solely  to  advertise  himself  should  not  have 
his  paper  appear  in  any  reputable  journal. 
A physician  should  write  to  stimulate  think- 


ing on  a subject  or  to  share  knowledge 
gained  in  his  practice  or  experiments.  He 
does  not  need  to  advertise;  if  he  has  ability 
it  will  become  known.  Nor  should  a paper 
be  rushed  into  print  solely  to  establish  pri- 
ority for  someone  who  wants  personal  recog- 
nition. A medical  journal  is  not  a medium 
for  advancing  personal  ambition,  developing 
a large  practice  or  increasing  a bank  ac- 
count. It  is  for  the  exchange  of  information 
by  which  the  medical  profession  can  prac- 
tice more  effectively  medicine  and  surgery 
and  by  which  patients  will  benefit. 

Other  considerations  that  are  in  a sense 
responsibilities  include  such  details  as  the 
author  determining  the  scope  of  a journal 
before  he  submits  his  paper.  Instructions  for 
authors  usually  appear  in  each  journal  but 
it  is  surprising  to  learn  the  frequency  with 
which  authors  do  not  bother  to  inform  them- 
selves of  these  requirements.  If  possible  the 
style  of  the  journal  chosen  should  be  used 
when  the  paper  is  being  prepared. 

Often  authors  do  not  choose  with  care 
titles  for  their  papers.  If  a title  is  mislead- 
ing it  will  irritate  the  readers  and  will  also 
result  in  the  article  being  indexed  in  the 
wrong  place.  Sometimes  a title  is  so  short 
that  it  does  not  even  hint  at  the  subject.  In 
other  instances  it  is  so  long  that  there  is 
not  need  for  the  rest  of  the  article. 

Sometimes  an  author  submits  the  same 
article  to  several  medical  journals  hoping 
that  each  will  publish  it.  At  best  he  may 
change  the  introduction.  This  is  as  unfor- 
givable as  plagiarism.  Prospective  authors 
ought  also  to  remember  that  papers  pre- 
sented for  presentation  at  a medical  meeting 
may  not  always  be  suitable  for  publication 
without  considerable  revision. 

THE  PUBLISHER 

Since  the  publisher  must  protect  his 
readers  he  must  insist  on  accuracy  in  all 
departments.  Thus,  the  scientific  papers,  the 
editorials  and  other  sections  including  the 
advertising  pages  should  be  subjected  to 
the  same  close  scrutiny.  Some  journals  are 
extremely  careful  in  choosing  products  for 
advertising  whereas  others  appear  to  exer- 
cise little  control.  An  untruthful  statement 
in  an  advertisement  constitutes  as  much  of 
a disservice  for  the  reader  as  does  an  un- 
scientific paper. 

From  time  to  time  question  of  payment 
of  money  to  authors  arises.  If  authors  are 
paid  according  to  the  length  of  their  articles 
they  may  be  tempted  to  think  more  of  length 
than  quality.  The  Journal  of  the  American 
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Medical  Association  does  not  pay  for  the 
voluntarily  submitted  articles  which  appear 
in  its  scientific  pages.  Nor  does  it  supply  re- 
prints free  of  charge.  These  may  be  obtained 
at  cost. 

Another  responsibility  of  the  publisher 
concerns  prevention  of  exploitation  of  his 
journal.  There  are  some  individuals  and  or- 
ganizations that  find  it  promotionally  ex- 
pedient to  refer  to  medical  journals  and  au- 
thors in  a way  that  suggests  that  these 
journals  support  some  product  or  device.  To 
stand  by  silently  while  one’s  journal  is  being 
misused  for  purely  selfish  reasons  is  unfair 
to  the  contributing  authors  and  to  the 
readers  who  place  faith  in  the  journal,  its 
contents  and  its  policies. 

Another  aspect  of  concern  to  the  publisher 
is  the  determination  of  whether  the  journal 
is  to  serve  as  a source  of  income  or  to  pro- 
vide a service.  If  the  journal  is  sponsored  by 
an  organization,  someone — usually  the  or- 
ganization— must  decide  if  the  journal  is  to 
pay  its  own  way  or  be  subsidized  by  the 
parent  group.  Each  organization  must  de- 
cide its  own  problems  but  in  general  an  or- 
ganizational journal  is  not  considered  pri- 
marily as  a source  of  income  but  as  a means 
of  bringing  the  members  closer  together.  If 
such  a journal  becomes  strictly  a commer- 
cial venture  it  will  in  time  show  it. 

And  finally,  a responsibility  which  must 
be  shared  by  everyone  is  guanantee  of  free- 
dom of  the  medical  press.  No  editor  should 
accept  a paper  because  the  author  is  well 
known  or  politically  influential.  The  reader, 
the  author,  the  editor  and  publisher  should 
resist  relentlessly  any  attempt  to  turn  a 
good  medical  journal  into  a political  mouth- 
piece for  political  or  personal  ambitions. 
Freedom  of  the  press  as  a slogan  is  equally 
applicable  to  medical  and  lay  press.  Within 
the  last  few  days  a member  high  in  a church 
told  a group  of  newsmen  “You  are  the 
guardians,  through  the  printed  word,  of  the 
true  standard  of  public  opinion,  as  to  what 
should  and  should  not  be  issued  as  reading 
material  to  this  queer,  complicated  world  of 
ours  ...  You  bear  a great  responsibility. 
The  written  word  is  not  less  powerful  than 
the  spoken  word  . . . truth  will  always  drive 
out  the  insincere.”  The  sense  of  these  words 
has  a special  place  in  medicine. 

ON  WRITING  ABOUT 
YOUR  OWN  EXPERIENCE 

There  is  a diagnostic  fence  that  hems  the 
practitioner  in.  Textbooks  and  speakers 
paint  vivid  pictures  of  well  defined  clinical 


entities.  The  man  in  the  field  sees  situations 
before  this  clear  cut  picture  develops.  He 
may  even  prevent  its  development.  He  calls 
to  his  aid  his  clinical  experiece  and  judge- 
ment and  what  he  knows  of  the  physiology 
of  disturbed  tissue,  often  not  knowing  its 
name. 

The  knowledge  gained  by  such  a relation- 
ship between  doctor  and  budding  disease  is 
difficult  to  evaluate.  An  effort  to  do  so,  how- 
ever, is  almost  a must  for  teachers  and  pre- 
ceptors. Nothing  could  be  more  conducive  to 
better  work  and  keener  self  criticism.  When 
the  result  of  such  studies  should  be  known  by 
others,  the  material  must  be  published.  To 
those  who  for  various  reasons  hesitate  to 
write,  the  editorial  board  is  ready  and 
anxious  to  give  help  or  better  still — the 
American  Medical  Writers  Association  for 
a small  fee  offers  a new  service — Manuscript 
Editing.  Address  communications  to  Amer- 
ican Medical  Writers  Association,  209 
W.C.U.  Building,  Quincy,  Illinois. 

CHRISTMAS  SEALS 

Our  physicians  need  no  coaching  on 
Christmas  Seals.  Recent  editorial  comment 
in  the  Journal  points  up  the  necessity  of 
continuing  the  fight  against  tuberculosis  in 
spite  of  the  all  too  optimistic  lay  publicity 
about  control  through  new  drugs.  Only  the 
physicians  in  possession  of  all  the  facts  can 
counteract  the  harm  that  has  been  done  by 
over  emphasis  on  the  so-called  “Miracle 
Drugs.”  Nothing  could  be  more  disastrous 
than  the  false  security  of  resting  on  the 
gains  we  have  made.  The  Seal  sale  must  go 
on.  Physicians  everywhere  must  dispense 
the  truth,  dispel  the  false  hopes,  and  see 
that  it  is  a success. 

Once  physicians  permit  public  complacen- 
cy to  release  public  awareness,  the  tubercle 
bacillus  will  be  happy.  Leave  it  to  Shelley  to 
idealize  young  death.  His  Adonis,  John 
Keats,  died  of  tuberculosis  at  26  for  want 
of  knowledge.  Now  that  we  know,  reason 
must  replace  romanticism  and  physicians 
must  protect  the  living  “from  the  contagion 
of  the  world's  slow  stain.” 

It’s  a compliment  to  the  medical  profes- 
sion and  an  honor  to  the  people  of  America 
that  the  Christmas  Seals  of  1951  supplied 
nearly  22  million  dollars  with  which  to  fight 
this  treacherous  foe.  Only  the  Seal  sale  of 
’52  can  safeguard  the  health  of  ’53. 

This  is  our  call  to  duty;  if  unheeded,  this 
space  is  wasted  and  those  who  look  to  the 
medical  profession  for  protection  against 
the  ravages  of  disease  will  suffer. 
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RECENT  DEVELOPMENTS  IN  THE  FIELD  OF  UROLOGY* 

Maxwell  A.  Johnson,  M.D. 

TULSA,  OKLAHOMA 


In  this  paper  we  shall  try  to  review,  in  the 
time  allotted,  a few  aspects  of  urology,  to  see 
what  new  methods  show  promise  and  to  re- 
evaluate some  of  the  older  ideas. 

Urology  is  already  a diagnostically  accur- 
ate field.  The  various  methods  of  direct 
observation  of  the  urinary  tract,  coupled 
with  x-rays,  have  made  this  possible.  Several 
new  x-ray  techniques  have  made  urology 
still  more  accurate. 

One  such  technique  is  that  of  Mathei  for 
infant  pyelography.  Due  to  obscuring  gas  in 
the  bowel,  pyelography  in  children  has  often 
been  unsatisfactory.  Quite  by  accident 
Mathei  discovered  a method  of  overcoming 
this  difficulty.  He  gives  eight  ounces  of 
formula  or  of  milk  immediately  prior  to  the 
injection  of  intramuscular  Diodrast,  follow- 
ing which  the  usual  films  are  made.  The 
renal  structures  are  rendered  clearly  visible 
in  the  films  due  to  the  double  contrast  pro- 
duced by  the  dilated,  fluid  containing  stom- 
ach overlying  the  kidneys.  Often  the  x-rays 
are  so  clear  as  to  make  retrograde  pyelo- 
graphy unnecessary. 

Another  x-ray  technique  which  is  gaining 
more  favor  is  the  use  of  arteriography  to 
visualize  the  vascular  patterns  of  the  kid- 
neys. This  method  has  been  used  since  1942 
by  0.  A.  Nelson  and  by  Doss  but  only  re- 
cently has  it  become  generally  accepted.  It 
involves  the  insertion  of  a long  needle  into 
the  aorta.  At  first  glance  this  impresses  one 
as  being  a very  hazardous  procedure.  How- 
ever, the  actual  morbidity  is  low.  A modifi- 
cation of  the  aortography  technique  has 
recently  been  introduced  by  Pierce.  He  re- 
ports on  the  use  of  a plastic  catheter  intro- 
duced retrograde  in  the  femoral  artery. 

We  are  still  progressing  in  our  knowledge 
of  the  use  of  the  various  antibiotics.  In  ur- 
ology the  more  soluble  sulfas  such  as  Gan- 
trisin  and  Elkosin  are  replacing  the  older 
drugs.  The  various  “mycin”  preparations  all 
have  their  place,  dependent  on  the  type  of 
infective  organism.  We  are  finding  Poly- 
myxin (Aerosporin)  to  be  less  toxic  than 
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we  had  at  first  supposed.  It  is  of  value  in 
treating  resistant  pseudomonas  aeruiginosa 
(pyocyaneous)  infections. 

KIDNEY 

Urologists  traditionally  have  been  extra- 
peritoneal  surgeons.  That  is,  we  have  pre- 
ferred to  stay  out  of  the  body  cavities.  In 
some  cases  I am  afraid  we  have  gone  to  un- 
necessary lengths  to  stay  out  of  the  chest 
or  abdomen.  In  recent  years,  however,  the 
transthoracic  or  transperitoneal  routes  have 
become  more  popular,  at  the  expense  of  the 
traditional  loin  incision.  Also,  the  incision 
as  recommended  by  Hess,  in  which  the  12th 
or  11th  rib  is  resected,  is  being  used  more 
and  more  frequently. 

The  problem  of  the  technique  for  the  sur- 
gical correction  of  hydronephrosis  seems  to 
be  approaching  a solution.  Each  case  still 
must  be  treated  individually  but  the  plastic 
“Y”  procedure  of  Foley,  together  with  the 
Davis  intubated  ureterotomy  separatecy  or 
combined,  seem  to  handle  a large  percentage 
of  cases.  We  are  learning  that  we  must 
understand  how  the  kidney  pelvis  and  ureter 
heal  after  surgery.  It  is  only  in  this  way  that 
the  type  and  duration  of  drainage  and 
splinting  can  be  properly  selected. 

ADRENAL 

The  surgery  of  the  adrenal  glands  is  be- 
coming of  greater  importance.  This  is  due 
to  an  increased  interest  in  adrenal  tumors 
and  in  the  adrenal  itself  as  a possible  factor 
in  malignant  disease  and  in  hypertension. 
Now  that  replacement  therapy  can  maintain 
life  comfortably  in  the  absence  of  any  ad- 
renal tissue,  we  are  learning  that  bilateral 
adrenalectomy  has  a definite  place  in  our 
surgical  armamentarium.  Because  of  the 
urologist’s  knowledge  of  kidney  anatomy 
and  surgery,  he  is  well  qualified  to  under- 
take the  often  hazardous  and  arduous  oper- 
ations on  the  near-by  adrenal. 

URETER 

The  search  for  an  ideal  method  for  trans- 
plantation of  the  ureter  to  the  bowel  con- 
tinues. It  is  generally  agreed  that  forming 
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the  junction  of  the  bowel  and  ureter  is  the 
most  difficult  part  of  this  operation.  At  this 
point  leakage,  stricture,  and  reflux  of  the 
bowel  content  may  occur.  The  most  serious 
late  complication  is  stricture.  For  this  rea- 
son Cordonnier  and  also  Nesbit  have  evolved 
mucosa  to  mucosa  techniques.  These  do  not 
employ  the  tunneling  entrance  into  the 
bowel  which  Coffey  believed  important  to 
prevent  ureteral  reflux.  Many  of  these  cases 
will  show  air  pyelograms  when  examined 
post-operatively  but  this  may  be  of  little 
significance. 

BLADDER 

It  seems  evident  that  carcinomas  of  the 
bladder  must  be  separated  into  two  groups. 
The  papillary,  and  less  invasive,  tumors  can 
be  handled  by  means  of  transurethral  re- 
section even  when  large  and  bulky.  The 
sessile,  and  more  invasive  tumors  are  still 
difficult  to  treat.  Many  of  these  cases  will 
show  penetration  of  the  tumor  into  or 
through  the  muscular  wall  of  the  bladder. 
Thus,  they  are  difficult  to  completely  eradi- 
cate. It  seemed  for  a time  that  total  cystec- 
tomy combined  with  diversion  of  the  urine 
might  salvage  these  advanced  cases.  How- 
ever, many  of  these  patients  still  die  of 
metastases.  Some  urologists,  therefore,  are 
combining  these  procedures  with  a radical 
dissection  of  the  pelvic  lymph  nodes.  Others 
have  attempted  the  so-called  “Pelvic  Evis- 
ceration” in  which  the  entire  pelvis  is 
cleaned  out  and  a wet  colostomy  formed. 
All  these  operations  are  accompanied  by  a 
high  mortality  rate  or  are  ineffective  in  con- 
trolling the  disease,  or  both.  For  these  rea- 
sons, these  radical  procedures  have  not  been 
generally  adopted  in  spite  of  the  fact  that 
we  have  little  else  to  offer  these  patients  in 
the  way  of  curative  surgery.  Pallitation  may 
be  achieved  through  diversion  of  the  urine 
by  means  of  ureterosigmoidostomy. 

Radiation  therapy  in  the  treatment  of 
bladder  neoplasms  has  continued  to  lose 
favor  but  one  method  shows  promise.  This 
is  the  radium  catheter  as  devised  by  Lewis. 
He  placed  a radium  container  within  the 
end  of  a Foley  catheter  and  so  placed  that 
the  inflated  balloon  holds  the  radium  at  a set 
distance  from  the  bladder  wall.  This  method 
is  still  being  evaluated  and  as  yet  we  do  not 
know  its  exact  limitations. 

PROSTATE 

It  has  now  been  about  seven  years  since 
Millin  introduced  the  retropubic  method  of 
prostatectomy  and  thousands  of  retropubic 


operations  have  been  performed  all  over  the 
world.  This  operation  has  its  advantages  and 
disadvantages  just  as  the  other  methods  of 
prostatectomy  do,  but  it  can  be  said  to  have 
firmly  established  itself  as  the  method  of 
choice  in  selected  cases. 

In  the  field  of  prostatic  carcinoma  there 
are  two  new  and  potentially  valuable  proce- 
dures. The  first  of  these  is  the  Flocks 
method  for  treating  locally  invasive  glands, 
which  have  not  yet  metastasized,  with  radio- 
active gold.  These  injections  are  made  under 
direct  vision  using  a special  syringe  and 
using  a radioactive  gold  solution  which  is 
produced  as  a part  of  the  atomic  research 
program.  This  method  is  very  new  but  early 
results  have  been  very  encouraging.  Of 
course,  adequate  facilities  for  handling  of 
radioactive  isotopes  is  a prerequisite  for  the 
use  of  this  method. 

The  second  potentially  valuable  tool  in  our 
attack  on  prostatic  cancer  lies  in  the  total 
adrenalectomy  procedure  of  Huggins.  Be- 
fore the  advent  of  cortisone,  Huggins  dem- 
onstrated that  androgens  produced  by  the 
adrenal  may  stimulate  prostatic  carcinoma 
after  orchectomy  and  in  spite  of  estrogen 
therapy.  However,  at  that  time,  bilateral 
adrenalectomy  was  accompanied  by  such  a 
high  mortality  rate  as  to  make  the  procedure 
impractical.  With  the  use  of  cortisone  these 
patients  can  be  kept  alive  and  the  study  of 
the  effect  of  adrenalectomy  on  prostatic  and 
other  cancers  may  now  be  made. 

SUMMARY 

We  have  tried  to  review  some  of  the 
recent  advances  in  urology.  Some  older 
methods  become  increasingly  valuable  as 
time  goes  on,  while  many  new  ideas  give 
evidence  of  potential  value  for  the  future. 
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THE  EMERGENCY  CARE  OF  PATIENTS 
WITH  FRACTURE* 


Marvin  B.  Hays,  M.D. 

OKLAHOMA  CITY,  OKLAHOMA 


The  emergency  care  of  patients  with  frac- 
ture should  be  adequately  provided  by  the 
general  practitioner,  even  in  rural  communi- 
ties. The  incidence  of  fractures  and  the  need 
of  emergency  care  have  been  greatly  in- 
creased by  modern  industry  and  the  present 
methods  of  transportation. 

The  primary  purpose  of  emergency  treat- 
ment is  to  preserve  life,  and  when  possible 
to  prevent  crippling.  With  this  accom- 
plished, the  patient  must  be  prepared  for 
transportation  and  definitive  treatment. 

The  general  practitioner  is  usually  the 
first  physician  to  care  for  these  cases,  but 
the  first  treatment  usually  is  administered 
by  a passer-by,  a friend,  or  an  ambulance 
attendant.  Therefore,  a community  should 
have  a substantial  number  of  individuals 
adequately  trained  in  first  aid  principles. 
As  physicians  we  must  teach  them  by  pre- 
cept and  example.  We  should  insist  that 
ambulance  attendants  be  well  trained  and 
skillful  in  the  application  of  these  principles. 

I have  prepared  several  case  reports  which 
may  serve  to  illustrate  the  necessity  of  dili- 
gent attention  to  emergency  care.  If  the  case 
is  sent  to  a specialist,  the  attending  physi- 
cian should  remember  that  he  is  primarily 
interested  in  helping  both  the  patient  and 
his  physician,  and  should  not  be  considered 
as  a critic.  With  this  viewpoint  in  mind,  the 
following  cases  are  presented. 

CASE  no.  1.  A 58-year-old  man  arrived  by 
ambulance  after  traveling  over  100  miles. 
He  had  suffered  compound  fractures  of  both 
tibia  some  seven  hours  before.  He  had  re- 
ceived an  injection  of  morphine,  and  some 
type  of  paste  had  been  applied  to  his 
wounds.  There  was  no  splinting  and  no  pro- 
tection of  the  wounds  other  than  a few 
gauze  squares.  Hemorrhage  was  still  moder- 
ately active  and  the  man  was  on  the  border- 
line of  shock. 

case  no.  2.  An  11-year-old  boy  sustained 
a simple  fracture  of  the  distal  end  of  his 
humerus.  The  arm  had  been  adequately  im- 

*Presented at  the  Annual  Meeting  of  the  Oklahoma  State 
Medical  Association  May  19,  1952. 


mobilized  in  a wire-net  splint,  but  the  band- 
ages had  not  been  adjusted  since  application 
three  days  previously.  His  hand  was  tremen- 
dously swollen  and  cyanotic.  The  skin  of  the 
arm  was  macerated  and  blistered  from  pres- 
sure and  impeded  circulation.  Effective 
treatment  of  the  fracture  was  delayed  for 
over  a week  while  these  conditions  were 
being  corrected. 

CASE  no.  3.  An  eight-year-old  boy  with  a 
supracondylar  fracture  of  the  humerus  ar- 
rived with  his  arm  in  complete  extension  on 
a splint.  The  proximal  fragment  was  im- 
pinged on  the  artery  and  he  had  developed 
thrombosis.  There  was  subsequent  gangrene 
of  parts  of  his  hand. 

case  NO.  4.  A 42-year-old  man  was  seen 
48  hours  after  a fracture-dislocation  of  his 
ankle.  Due  to  the  dislocation  the  skin  was 
stretched  over  the  distal  end  of  the  tibia  and 
later  became  necrotic.  A chronic  ulcer  de- 
veloped necessitating  cross-leg  skin  graft. 

case  no.  5.  A 16-year-old  boy  fell  from  a 
tree  and  suffered  fracture  of  the  cervical 
spine.  He  was  transported  85  miles  by  am- 
bulance with  no  stabilization  of  his  head  or 
neck.  Paraplegia  may  have  been  inevitable 
but  he  should  have  been  given  every  possible 
chance. 

case  no.  6.  A 45-year-old  woman  was  sent 
90  miles  by  ambulance  with  a compound 
fracture  of  the  left  tibia,  compound  frac- 
ture of  the  left  elbow,  and  a simple  fracture 
of  the  left  forearm.  She  had  received  treat- 
ment for  shock  and  an  attempt  had  been 
made  to  immobilize  the  fractures  with  modi- 
fied Thomas  splints.  Bleeding  was  active 
from  the  left  leg,  and  she  was  in  shock  on 
arrival. 

There  are  similar  cases  which  could  be 
reported,  but  these  illustrate  the  need  of 
adequate  and  early  treatment.  There  are  in- 
numeral cases  where  the  emergency  treat- 
mnt  was  excellent,  and  in  some  was  un- 
doubtedly responsible  for  preservation  of 
life  and  limbs.  One  case  is  that  of  a woman 
who  had  compound  fractures  of  both  tibia 
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and  fibulae,  the  right  elbow,  and  left  wrist; 
and  a simple  fracture  of  the  left  femur  and 
left  clavicle.  Her  emergency  treatment  for 
shock  and  adequate  splinting  were  unques- 
tionably responsible  for  her  survival.  An- 
other case  was  a fracture  of  the  shaft  of  the 
femur.  The  patient  was  an  infant  who  had 
been  placed  in  Bryant’s  traction.  We  af- 
forded the  hosiptal  care ; no  other  treatment 
was  necessary. 

In  the  confusion  of  treating  the  injured 
and  frightened  patient,  we  may  become 
absorbed  in  ineffectual  details.  We  should 
develop  an  organized  method  of  examination 
and  treatment.  First  comes  a preliminary 
examination  to  determine  where,  and  what 
help  is  needed.  Shock  is  the  primary  concern 
in  the  injured  and  with  it  the  control  of 
active  hemorrhage.  Blood  loss  is  best  re- 
placed by  whole  blood  or  temporarily  by 
blood  plasma.  Tourniquets  should  be  avoided 
if  possible ; pressure  dressings  and  clamping 
of  bleeders  with  hemostats  are  preferred. 
Pain  should  be  diminished  without  excessive 
depression  of  the  patient,  and  fractures 
should  be  properly  immobilized.  This  serves 
to  decrease  the  shock  to  the  patient,  to  de- 
crease hemorrhage,  relieve  pain,  and  pre- 
vent additional  injury  during  handling.  Con- 
taminated wounds  should  not  be  closed  by 
suturing  as  an  emergency  procedure.  Occa- 
sionally a wound  is  sutured  with  obvious 
care  and  skill  but  also  obviously  containing 
debris.  I have  reopened  wounds  of  this  type 
and  found  dirt,  grass  leather,  cloth,  and 
similar  matter  in  the  depths  of  the  tissue. 
Infection  is  certain,  and  the  tetanus  and  gas 
gangrene  are  probable  in  a case  of  this  type. 
These  wounds  must  be  surgically  clean  and 
adequately  debrided  before  closure. 

Simple  fractures  should  be  splinted  as 
soon  as  possible,  and  certainly  before 
transportation  for  any  distance.  An  effort 
should  be  made  to  relieve  pressure  of  bone 
fragments  on  blood  vessels,  nerves,  and  skin. 
This  can  usually  be  done  by  gentle  traction. 
Dislocated  joints  should  be  reduced  if  this 
will  not  cause  undue  trauma  to  the  tissue 
or  shock  to  the  patient. 

Compound  fractures  demand  the  same 
general  principles  of  treatment.  Splinting 
should  be  carried  out  early,  major  bleeding 
controlled  and  gross  contamination  removed. 
The  bone  ends  should  not  be  reduced  into 
the  depths  of  the  soft  tissue  as  this  deposits 
contaminants  in  these  tissues.  The  physician 
should  decide  as  soon  as  possible  where  and 


v hen  definite  treatment  is  to  be  carried  out. 
This  treatment  should  begin  within  12  hours 
following  the  injury.  If  tetanus  antitoxin, 
penicillin,  or  other  medications  are  given, 
the  operating  surgeon  should  know  about  it. 
X-ia>s  and  a statement  of  findings  and 
treatment  should  accompany  the  patient. 

Splints  for  emergency  immobilization  are 
not  necessarily  expensive.  Padded  boards, 
ieav\  w ire-net  screen,  and  plaster  splints 
can  be  quite  effective  and  are  readily  avail- 
able. Metal  splints  are  effective  when  prop- 
erly used  but  often  are  not  available  and 
may  represent  considerable  expense.  The 
Thomas  splint,  or  one  of  its  modifications, 
is  one  of  the  most  useful  pieces  of  emergency 
fiactuie  equipment.  With  proper  applica- 
tion, it  will  maintain  a leg  or  arm  very  effi- 
ciently for  transportation  over  long  dis- 
tances. It  also  permits  examination  of 
wounds  without  removal  of  the  splint  or 
disturbing  the  limb.  A plaster  cast  is  the 
most  efficient  means  of  immobilization  but 
is  impractical  and  unnecessary  in  most 
emergencies. 

Fiactures  of  various  types  and  locations 
require  different  forms  of  treatment.  In 
fractures  of  the  face  and  jaw  the  airway 
may  become  obstructed  because  of  swelling 
of  tissue,  deformity  due  to  injury,  or  hem- 
orrhage. An  adequate  airway  is  the  primary 
concern  and  must  be  established  immedi- 
ately. It  is  occasionally  necessary  to  do  an 
emeigency  tracheotomy.  Bleeding  vessels 
should  be  ligated. 

Fractures  of  the  cervical  spine  require 
extreme  gentleness  in  transporting  and 
handling.  Position  should  be  maintained  in 
a nearly  neutral  attitude  or  with  very  slight 
extension.  Light  traction  combined  with 
sandbags  or  other  padding,  serves  to  hold 
the  head  and  neck  very  well  during  trans- 
portation. Movement  to  or  from  a stretcher 
or  carrier  should  be  carefully  controlled. 

When  ribs  are  fractured,  they  may  be 
simple  and  of  little  concern,  or  they  may  be 
extensively  shocking  and  complicated'  by 
hemorrhage  of  the  intercostal  artery,  per- 
foration of  the  pleura  or  the  lung.  Bleeding 
and  sucking  wounds  of  the  chest  should  be 
closed  with  saline  or  vaseline  pressure  dres- 
sings as  soon  as  possible. 

A fiactured  clavicle  is  generally  not  com- 
plicated. Occasionally,  however,  there  will  be 
puncturing  of  the  apex  of  the  lung,  or  im- 
pingement of  vessels  or  nerves.  By  forcing 
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the  shoulders  upward  and  back  while  coun- 
ter-pressure is  exerted  over  the  upper  spine, 
this  impingement  will  be  relieved  in  most 
cases.  A simple  figure-of-eight  bandage 
around  both  shoulders  will  then  suffice  to 
maintain  position  until  more  complete  ex- 
amination and  treatment  can  be  given. 

The  upper  arm  and  shoulder  regions  are 
difficult  to  control.  A Valpeau  bandage  or 
strapping  of  the  arm  to,  and  across  the  chest 
may  prove  to  be  the  best  available  method. 
Fractures  of  the  shaft  of  the  humerus  are 
handled  essentially  in  the  same  manner,  but 
special  care  must  be  given  to  prevent  injury 
to  the  radial  nerve.  An  airplane  splint  or 
modified  Thomas  arm  splint  will  prove  most 
efficient. 

Fractures  in  the  region  at  the  elbow 
should  be  splinted  in  mid-flexion.  Plaster 
splints  are  usually  best  if  available. 

The  forearm  can  be  held  with  boards, 
paper,  or  nearly  any  adaptable  material  at 
hand. 

Fractures  of  the  vertebral  body  of  the 
dorsal  spine  will  generally  require  firm  sup- 
port to  the  patient’s  trunk  for  transporta- 
tion Because  of  the  ribs  and  associated 
structures,  these  fractures  are  relatively 
stable.  They  should  be  treated  with  due  re- 
spect and  movement  should  be  carried  out 
with  the  patient  on  a firm  surface  such  as  a 
board  or  stretcher.  If  no  rigid  support  is 
available,  the  patient  may  be  carried  in  a 
prone  position. 

Fractures  of  the  lumbar  spine  should  be 
maintained  in  moderate  hyper-extension.  It 
is  a simple  matter  to  keep  the  patient  in  a 
prone  position  or  to  support  the  area  of  in- 
jury by  placing  a rolled  blanket  or  a sand- 
bag beneath  the  back  with  the  patient 
supine. 


Fractures  of  the  pelvis  may  cause  severe 
shock.  After  preliminary  shock  has  been 
abated,  the  patient  should  be  moved  on  a 
stretcher  with  gentle  support  to  the  hips 
by  binding  or  sandbags. 

Fractures  of  the  hip  and  upper  femur  are 
common.  Immobilization  should  be  estab- 
lished soon  to  promote  comfort  and  diminish 
shock.  Skin  traction  to  the  leg  with  pillows 
and  sandbags  for  additional  support  is 
generally  sufficient.  A Thomas  splint  with 
traction  and  bandaging  will  keep  the  frac- 
ture secure  until  additional  treatment  can 
be  rendered.  The  injured  leg  may  be  bound 
to  the  sound  one  by  tape  or  bandages,  pre- 
ferably with  a long  board  splint  applied  on 
the  lateral  surface. 

In  fractures  of  the  shaft  or  the  lower  end 
of  the  femur,  the  Thomas  splint  offers  one 
of  the  best  means  of  immobilization  for 
transportation.  Padded  boards  or  folded 
blankets  can  often  give  comfort  and  pro- 
tection when  the  occasion  demands. 

Fractures  of  the  tibia  or  ankle  are  easily 
immobilized  by  plaster  splints,  folded  blan- 
kets, pillows,  or  padded  boards.  These 
splints  should  preferably  extend  above  the 
knee  to  prevent  rotation. 

SUMMARY 

The  emergency  treatment  of  patients  with 
fracture  is  very  important.  Preservation  of 
life  and  limb  are  paramount.  Shock  should 
be  combatted  immediately.  Body  tempera- 
ture should  be  maintained ; hemorrhage  con- 
trolled, blood  volume  replaced,  pain  moder- 
ated, and  fractures  immobilized  before 
transportation  is  attempted.  It  is  our  re- 
sponsibility to  treat  these  emergencies,  to 
provide  training  in  first  aid,  and  to  teach 
the  public  that  such  eventualities  should  be 
met  with  poise  and  intelligence. 
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CORRECTIONS  OF  NASAL  DEFORMITIES 


James  W.  Kelley,  M.D. 

TULSA,  OKLAHOMA 


Psychologic  Effects  of  Facial  Disfigurements 

The  person  with  an  unsightly  nasal  ab- 
normality may  be  seriously  handicapped  in 
the  business  and  social  world,  and  as  a di- 
rect consequence  may  develop  somatic  and 
psychic  disturbances.  In  many  instances, 
these  visible  and  conspicuous  non-conformi- 
ties are  more  harassing  than  congenital  or 
acquired  defects  in  other  parts  of  the  body. 
Many  individuals  readily  compensate  for 
physical  or  physiologic  impairments,  but 
there  is  no  mechanism  that  will  shield  an 
individual  with  a facial  disfigurement  from 
the  continued  attack  upon  his  self-esteem. 
The  person  who  is  unhappy  because  of  an 
unsightly  nose  or  protruding  ears  will  have 
his  inner  security  assailed  each  time  he 
looks  into  a mirror. 

To  many  physicians  the  nose  is  a rather 
uninteresting  part  of  the  body,  unless  there 
is  some  nasal  obstruction  or  impairment  of 
breathing.  To  the  individual,  however,  an 
external  deformity  of  the  nose  — whether 
congenital  or  the  result  of  injury  or  disease 
— may  be  the  primary  object  of  concern, 
even  though  no  obstruction  exists.  Such  un- 
fortunates, children  or  adults,  should  be 
given  an  opportunity  to  have  this  handicap 
removed.  They  should  not  be  encouraged  to 
endure  the  misery  and  abuse  to  which  they 
are  subjected,  for  no  one  knows  the  indelible 
mental  effects  thus  produced. 

The  need  for  reconstructive  plastic  sur- 
gery to  correct  the  condition,  and  to  dimin- 
ish the  handicap  and  the  possible  psycho- 
logic sequelae  is  evident.  It  should  not  be 
inferred,  however,  that  every  individual 
with  a nasal  abnormality  should  be  operated 
upon ; for  there  is  no  direct  relationship  be- 
tween the  size  or  severity  of  the  physical 
defect  and  the  reaction  to  it.  Individuals 
with  only  slight  or  seemingly  minor  facial 
abnormalities  frequently  suffer  more  mental 
distress  than  those  whose  defects  are  pro- 
nounced. This  mental  distress,  which  stems 
not  from  the  physical  factors  but  from  psy- 
chologic ones,  is  as  real  as  actual  physical 
pain  and  demands  tolerant  and  understand- 
ing consideration. 

The  plastic  surgeon  must  distinguish  be- 
tween the  patient  whose  anxiety  is  based 


upon  factors  other  than  the  presenting  com- 
plaint, and  the  patient  suffering  from  a situa- 
tional reaction.  If  a surgeon,  consulted  by  a 
patient  whose  psychologic  state  may  be  a re- 
flection of  the  deformity,  is  uncertain  as  to 
the  nature  of  the  reaction  or  anxiety,  he 
should  have  no  more  hesitation  in  requesting 
an  interview  with  a psychiatrist  than  in 
asking  for  a medical,  or  urologic  consulta- 
tion, or  a roentgen  examination.  The  psy- 
chiatrist will  be  able  to  help  differentiate 
those  patients  whose  reaction  is  related  to 
the  disfigurement,  and  in  whom  a repair 
or  improvement  of  the  abnormality  will 
be  helpful  from  those  with  a psychia- 
tric condition  who  will  only  find  another 
symptom  for  the  expression  of  emotional 
difficulties  if  the  deformity  is  repaired.  The 
psychologic  result  of  the  operation  will  be 
entirely  different  in  these  two  types  of  pa- 
tients. In  one  instance,  a helpful  service  will 
have  been  rendered;  in  the  other  a great 
wrong  may  have  been  committed. 

As  a general  rule,  the  more  pronounced 
the  deformity  or  loss,  the  more  likely  is  a 
reasonably  good  result  from  a plastic  opera- 
tion to  be  acceptable  to  the  patient.  Con- 
versely, it  is  well  to  be  cautious  about 
embarking  upon  the  correction  of  slight 
defects.  A patient’s  inability  to  state  ac- 
curately and  succinctly  the  particular  thing 
that  displeases  him  should  cause  the  surgeon 
to  have  grave  doubts  concerning  his  ability 
to  satisfy,  and  should  excite  suspicion  that 
the  accused  nose  might  not  be  the  real  diffi- 
cuty.  There  is  a class  of  patients  who  have  a 
nasal  complex  not  relieved  by  operation,  how- 
ever successful,  and  operations  on  such  pa- 
tients are  to  be  avoided.  The  differential  di- 
agnosis between  the  genuine  and  the  false  is, 
at  least  in  some  instances,  one  of  consider- 
able difficulty.  The  help  of  a psychiatrist  is 
of  great  value  when  there  is  any  doubt. 

Pre-operation  Analysis  of  the  Deformity 
and  Plan  of  Reconstruction 

Before  attempting  the  correction  of  any 
nasal  deformity,  it  is  imperative  to  have  a 
clear  mental  picture  of  the  final  result  to  be 
achieved.  The  proper  form  and  dimensions 
of  the  nose  to  be  reconstructed  can  be  estf 
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mated  only  by  a comparison  of  the  deformed 
organ  with  some  standard.  The  creation  of 
a single  norm  applicable  to  all  faces  is  impos- 
sible, since  the  correct  proportion  of  a given 
nose  will,  for  the  most  part,  depend  upon  the 
character  of  the  structures  which  imme- 
diately surround  it.  Furthermore,  a norm 
such  as  this  would  not  be  desirable,  since 
criteria  of  the  ideal  shape  are  by  no  means 
universally  accepted.  Although  no  fixed 
standard  can  be  determined,  one  may  estab- 
lish an  esthetic  norm  for  each  individual 
face,  to  serve  as  a basis  for  the  calculation  of 
the  deformity.  Considerable  judgement  will 
be  necessary  in  evaluating  each  person  and 
face  for  in  some  individuals  variations  from 
fixed  measurements  and  proportions,  even 
though  outside  of  our  arbitrary  normal 
limits,  do  not  justify  correction. 

Any  disfigurement  of  the  nose  is  produced 
by  loss  of  tissue  or  by  distortion  of  one  or 
more  component  parts  of  the  nasal  frame- 
work from  the  position  normally  occupied 
in  relation  to  the  other  parts  or  to  the  facial 
surroundings  as  a whole.  In  some  instances, 
there  may  be  both  loss  of  tissue  and  mal- 
position of  the  segments.  Since  noses  are  of 
infinite  variety,  it  is  imperative,  when  plan- 
ning the  reconstruction  and  executing  the 
repair,  to  remember  that  the  final  result 
should  be  made  to  blend  and  harmonize  with 
the  configuration  of  the  surrounding  head 
and  face,  of  which  the  nose  is  the  most  im- 
portant part.  Because  of  the  wide  normal 
variation,  the  correct  proportions  of  a given 
nose  will  for  the  most  part  depend  upon  the 
character  of  the  structures  which  immedi- 
ately surround  it.  The  aim  of  the  reconstruc- 
tion then  is  not  to  obtain  perfect  symmetry, 
but  to  bring  an  abnormality  within  the 
range  of  normal. 

Case  Presentations 
Case  Number  1 : 

This  patient  was  a 23  year  old  air-line 
hostess  who  had  always  been  very  conscious 
of  her  “ugly”  nose.  As  she  stated  it,  “my 
nose  does  not  fit  my  face.”  Her  diagnosis 
was  correct  because  her  facial  features  were 
small  except  for  her  large  nose.  The  nasal 
deformity  consisted  of  a large  dorsal  hump, 
a long  and  bulbous  tip,  a drooping  columella, 
and  an  apparent  short  upper  lip.  The  de- 
formities were  corrected  in  a single  opera- 
tion, thus  transforming  the  nose  into  a pleas- 
ing structure  and  one  which  now  blends 
with  the  other  facial  features.  (Figure  1) 


Case  Number  2: 

This  lady  was  a 34  year  old  housewife 
who  was  very  interested  in  musical  produc- 
tions and  who  was  the  possessor  of  a very 
fine  soprano  voice.  She  told  the  story  dur- 
ing our  initial  consultation  that  she  had 
always  been  very  conscious  of  her  large 
humped  nose  and  that  it  definitely  prevented 
her  from  entering  into  musical  shows  as  she 
would  like  to  do.  After  examination,  one  had 
to  agree  that  her  nose  was  deformed  so 
much  so  that  it  gave  her  face  a “sharp”  look. 
There  was  a large  hump  as  well  as  very 
large  and  prominent  alar  cartilages  especial- 
ly along  the  columella.  A rhinoplasty  cor- 
rected all  her  unwanted  features  and  gave 
her  face  a “soft”  look.  (Figure  2) 

Case  Number  3: 

This  14  year  old  school  girl  had  a typical 
saddle  nose  which  developed  following  a 
septal  operation  performed  elsewhere.  The 
deformity  was  corrected  with  the  insertion 
of  an  autogenous  cartilage  graft.  Not  only 
was  the  external  deformity  corrected  with 
this  single  procedure,  but  breathing  space 
was  also  noticeably  improved.  (Figure  3) 

SUMMARY 

In  rebuilding  or  in  changing  a nose,  the 
plastic  surgeon  is  dealing  with  material 
facts  related  to  anatomy  and  physiology,  and 
with  fundamental  rules  that  have  been 
formulated  in  regard  to  the  proper  ensemble 
of  the  facial  elements.  Before  deciding  to 
embark  upon  the  project,  however,  he  must 
also  take  cognizance  of  the  patient’s  mental 
attitude.  If  it  has  become  warped,  it  can  in 
the  end  defeat  the  main  objective — pleasing 
the  patient — regardless  of  the  fact  that  the 
reconstructed  nose  might  be  surgically  and 
artistically  as  near  perfection  as  the  avail- 
able material  and  skill  will  permit.  The 
psychologic  status  of  patients  who  seek 
facial  correction  should,  therefore,  be  con- 
sidered. 

Because  of  the  natural  prominence  of  the 
nose,  any  nasal  deformity  is  conspicuous. 
The  reconstruction  of  the  defects  by  those 
properly  trained  and  qualified  offers  very 
little  difficulty  for  the  patient,  and  will  in 
a great  many  instances  result  in  a greatly 
improved  general  appearance.  The  psychic 
importance  of  reconstructive  surgery  of  the 
nose  has  been  emphasized.  The  counsel  of 
“patient  resignation”  too  often  given  by 
physicians  and  friends  is  unkind  and  un- 
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Top  Two  Rows  Fig.  1 — Pre-operative 
and  post-operative. 


Lower  Two  Rows  Fig.  2 — Pre-opera- 
tive and  post  operative. 


L.  3 — Pre-operative 
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sound  in  the  light  of  surgical  achievements 
in  plastic  surgery. 


BIBLIOGRAPHY 

1.  Blair,  V.  P.,  and  Brown,  J.  B.:  Nasal  Abnormalities, 
Fancied  and  Real,  Surg.,  Gynec.  & Obst.  53;797,  1931. 

2.  Gillies,  H.  D.:  The  Development  and  Scope  of  Plastic 
Surgery,  Bull.  Northwestern  Univ.  Med.  School  35:  1,  1935. 

3.  Aufricht,  G. : A Few  Hints  and  Surgical  Details  in  Rhino- 
plasty, Laryngoscope  53:  317,  1943. 

4.  Sheehan,  J.  E. : Plastic  Surgery  of  the  Nose,  New  York, 
1936,  Paul  B.  Hoeber,  Inc. 

5.  Straith,  C.  L. : Reconstruction  About  the  Nasal  Tip, 

Am.  J.  Surg.  43:  233,  1939. 

6.  Berson,  M.  I.:  Important  Considerations  in  Rhinoplastic 
Procedures,  Eye,  Ear,  Nose  & Throat  Monthly  22:  424,  1943. 

7.  I1  o moil,  S. : Surgery  of  Injury  and  Plastic  Repair,  Balti- 
more, 1939,  Williams  & Wilkins  Company. 

8.  Smith,  F. : Reconstructive  Surgery  of  the  Mead  and  Neck, 
Nelson’s  Loose  Leaf  System,  New  York,  Thos.  Nelson  & Sons: 
also,  Manual  of  Standard  Practice  of  Plastic  and  Maxillofacial 


Surgery,  Military  Surgical  Manuals,  Philadelphia,  1942,  W.  B. 
Saunders  Company. 

9.  Safian,  J. : Corrective  Rhinoplastic  Surgery,  New  York, 
1935,  Paul  B.  Hoeber,  Inc. 

10.  Brown,  J.  B.:  Reconstructive  Surgery  of  the  Nose,  chap. 
2,  vol.  8,  Nelson’s  Loose  Leaf  Surgery,  1940,  New  York,  Thos. 
Nelson  & Sons,  p.  237. 

11.  Lamont,  E.  S. : Reconstructive  Surgery  of  the  Nose  in 
Congenital  Deformity,  Injuries  and  Diseases,  Am.  J.  Surg.  65: 
17,  1944. 

12.  Joseph,  J:  Nasenplastik  und  sonstige  Gesichtsplastik, 

Leipzig,  1931,  Curt  Kabitzsch. 

13.  Safian,  J. : Failures  in  Rhinoplastic  Surgery,  Am.  J.  Surg. 
50:  272,  1940. 

14.  Aufricht,  G. : Dental  Molding  Compound  Cast  and  Ad- 
hesive Molding  in  Rhinoplastic  Surgery,  Arch.  Otolaryng.  32 : 
333,  1940. 

15.  Aufricht,  G.  Combined  Nasal  Plastic  and  Chin  Plastic, 
Am  J.  Surg.  25:  292,  1934. 

16.  Smith,  F.  -.Plastic  & Reconstructive  Surgery.  Philadelphia, 
1950,  Saunders. 

17.  Brown  and  McDowell:  Plastic  Surgery  of  the  Nose;  St. 
Louis  1951.  C.  V.  Mosby  Co. 


BOOK  REVIEW 


DOCTORS  IN  BLUE;  the  medical  history  of  the  Union 
Army  in  the  Civil  War,  by  George  Worthington  Ad- 
ams. 253  p.,  illustrated.  New  York,  Henry  Schuman, 
1952.  Price  $4.00. 

No  period  in  American  History  can  approach  the  War 
Between  The  States  for  its  ability  to  sustain  the  inter- 
est of  a legion  of  fanatical  scholars  and  casual  lay  ob- 
servers. Almost  every  facet  of  the  struggle  has  been 
explored  in  detail  and  the  lives  of  its  protagonists,  both 
great  and  small,  has  been  laid  bare  by  the  biographer. 
To  this  growing  mountain  of  literature  George  Worth- 
ington Adams  has  added  DOCTORS  IN  BLUE,  the 
medical  history  of  the  Union  Army.  It  is  a welcome 
addition  not  only  to  Civil  War  history  but  to  the  his- 
tory of  American  Medicine  as  well. 

Doctor  Adams,  a professor  of  history  at  Colorado 
College,  has  wisely  steered  away  from  realms  of  dull 
medical  statistics  to  paint  a comprehensive  picture  of 
the  problems  of  the  embryo  medical  corps  of  the  Union 
Army.  He  has  effectively  grouped  the  sociological  and 
economic  aspects  of  the  war,  its  politics  and  personali- 
ties, and  some  rather  caustic  observations  on  the  stu- 
pidity and  blundering  ignorance  of  the  day  into  a read- 
able history.  While  doctor  readers  may  wish  for  a more 
liberal  sprinkling  of  medical  detail,  and  perhaps  regret 
the  author’s  emphasis  upon  political  factors,  all  will  en- 
joy DOCTORS  IN  BLUE  as  an  illuminating  picture  of 
the  military  medicine  of  a century  ago. 

The  shortcoming  of  the  medical  department  of  the 
Union  Army  make  up  a story  in  themselves.  Most  of 


these  shortcomings  are  those  of  the  men  who  peopled 
the  department — the  parsimony  of  the  Surgeon-General, 
crochety  old  Colonel  Thomas  Lawson,  for  instance.  At 
85  he  was  more  concerned  with  paring  a slim  budget 
of  $115,000  appropriated  by  Congress  in  1861  to  meet 
the  needs  of  the  medical  department  than  in  building 
an  effective  instrument  of  battlefield  care.  Then  there 
was  the  chief  dietary  officer  who  starved  the  troops  on 
the  Civil  War  counterpart  of  C-Ration,  the  ‘ ' Horsford 
Ration.  ’ ’ It  saved  the  government  $10,000,000  a year 
until  enraged  doctors  secured  its  condemnation.  The 
medical  officers  with  Ohio  troops  who  vaccinated  against 
an  unknown  disease  with  cultures  from  syphilitic 
chancres  from  a “young  lady’’  spread  the  venereal 
disease  to  hundreds  of  innocent  soldiers.  Contract 
‘ ‘ surgeons  ’ ’ of  no  medical  education — salary  $30.00  a 
month  and  up — added  to  the  battlefield  toll.  But  for 
these  classic  examples  of  ignorance,  the  Union  Army 
doctor  was  on  the  whole  efficient  for  his  time  and  did 
the  best  with  what  he  had.  For  every  Lawson  was  a 
redeeming  counterpart ; Dorothea  Dix,  for  instance,  who 
added  to  her  stature  as  a reformer  of  the  nation’s  vile 
insane  asylums  by  organizing  the  Women’s  Nursing 
Corps  and  opening  new  opportunities  in  a new  profes- 
sion for  American  women. 

Doctor  Adams  is  soundly  backgrounded  in  Civil  War 
history  and  it  becomes  apparent  in  his  scholarly  but 
warm  and  human  analysis.  Although  limited  in  appeal 
to  Civil  War  scholars  and  to  doctors,  DOCTORS  IN 
BLUE  nonetheless  offers  a significant  addition  to  a 
shameful  period  of  American  History. — Jack  Spears. 
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PRIMARY  APPENDECOSTOMY  AS  A LIFE  SAVING 
PROCEDURE  IN  APPENDICITIS  OF  THE  AGED 

Milton  A.  Neumann,  M.D. 

OKARCHE,  OKLAHOMA 


Appendectomy  has  become  so  common 
that  any  attempt  to  add  to  the  literature  on 
this  subject,  probably  the  most  voluminous 
of  the  past  half  century  as  concerns  any  one 
disease  of  the  human  body,  may  seem  at 
first  glance  to  be  further  unnecessary  dis- 
cussion of  an  overworked  subject.  Such, 
however,  is  not  the  case  in  view  of  continued 
mortality  in  the  older  age  group  of  patients, 
age  55  to  75,  who  at  operation  are  found  to 
have  associated  complications,  i.e.,  (1)  gan- 
grene, (2)  abscess,  (3)  perforation,  and  (4) 
diffuse  peritonitis.  It  is  in  these  cases  that 
the  value  of  primary  appendecostomy  as  an 
adjunct  and  life-saving  measure  seems  in- 
dicated. 

Appendectomy  is  now  so  common  an  oper- 
ation as  to  be  considered  within  the  capacity 
of  the  average  surgeon  and  the  “occasional” 
surgeon.  The  apparent  simplicity  of  the 
operation,  however,  is  often  misleading  as 
complications  either  at  the  time  of,  or  sub- 
sequent to  the  operation,  often  require  the 
exercise  of  a high  degree  of  surgical  judg- 
ment if  a fatal  issue  is  to  be  averted.  This 
is  particularly  true  in  the  aged  who  most 
often  present  themselves  for  help  late  in  the 
course  of  the  disease  and  who  often  have  one 
or  all  of  the  complications  cited.  It  is  in  the 
treatment  of  this  group  that  the  operation 
of  appendecostomy  should  be  considered  and 
more  often  employed. 

The  force  of  this  generalization  was 
brought  home  to  the  writer  over  20  years 
ago,  who  after  having  seen  the  fatal  out- 
come of  complicated  cases  in  the  aged 
several  times  during  interneship,  observed 
the  striking  recovery  of  a similar  and  ap- 
parently hopeless  case  in  whom  the  surgeon 
placed  a catheter  into  the  cecum  because 
repeated  attempts  to  close  the  stump  proved 
unsuccessful  due  to  induration  and  edema 
of  the  cecum.  The  writer  has  since  employed 
primary  appendecostomy  many  times  and 
with  such  uniformity  of  success  in  such 
complicated  cases  that  it  seemed  worthwhile 
to  review  and  present  the  subject  at  this 
time. 

It  is  common  knowledge  that  the  pain 


threshold  in  older  people  is  high.  This  fact 
plus  the  widespread  and  indiscriminate  use 
of  laxatives  by  this  age  group  as  first  treat- 
ment in  the  home  for  any  and  all  types  of 
abdominal  distress,  and  the  unwillingness 
of  the  aged  to  seek  medical  help  early  in  the 
course  of  illness,  undoubtedly  account  for 
the  high  percentage  of  gangrenous,  perfor- 
ated appendices  and  diffuse  peritonitis 
found  when  they  reach  the  operating  table. 

While  assuming  the  average  doctor’s  abil- 
ity to  diagnose  and  differentiate  appendici- 
tis from  the  many  problems  presented  by 
right  lower  quadrant  pain,  it  seems  not 
amiss  to  again  call  attention  to  the  high 
pain  tolerance  of  older  people  and  to  remind 
ourselves  that  the  signs  and  symptoms  of 
appendicitis  in  the  aged  are  usually  atypi- 
cal. Nausea  and  vomiting  usually  occur  late 
as  a result  of  ileus.  Rebound  and  contra- 
lateral pain  are  most  often  seen  late  in  the 
disease  because  most  cases  in  this  age  group 
are  gangrenous  and  peritoneal  reaction  oc- 
curs slowly.  Abdominal  muscular  rigidity 
occurs  late  for  the  same  reason.  Leukocyto- 
sis and  fever  may  be  lacking  until  rather 
widespread  dissemination  of  infection  has 
occurred.  Having  ruled  out  other  common 
causes  for  right  lower  quadrant  pain  in  an 
elderly  individual,  one  can,  with  a high 
degree  of  diagnostic  accuracy,  depend  upon 
localized  pain  in  right  lower  quadrant  plus 
a history  of  desire  to  defecate  or  pass  gas 
but  without  relief  on  repeated  trips  to  the 
stool.  Once  the  diagnosis  is  established  oper- 
ation is  imperative  and  urgent  for  reasons 
stated  above  regarding  complications. 

Either  McBurney,  right  rectus  or  trans- 
verse incision  may  be  employed  depending 
chiefly  on  the  preference  of  the  operator.  In 
instances  where  there  is  no  doubt  of  the 
correct  diagnosis,  the  McBurney  incision  is 
preferred  by  the  writer  as  allowing  direct 
access  to  the  affected  area  and  a minimum 
of  handling  of  the  intestine. 

On  opening  the  abdomen  of  these  compli- 
cated cases  one  is  confronted  with  a sero- 
sanguinous  or  purulent  exudate  usually 
having  fecal  odor.  The  cecum  is  found  to 
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be  dull  and  lusterless,  grossly  distended,  as 
in  the  small  bowel  adjacent  to  the  area,  with 
gaseous  and  liquid  material  and  with  plastic 
exudate  in  the  field  of  operation.  Often  the 
cecum  is  so  edematous  as  to  feel  hard  and 
firm  and  raise  the  question  of  malignancy 
in  the  operator’s  mind  in  which  case  biopsy 
of  cecal  wall  at  base  of  appendix  should  be 
done  before  completing  the  operation. 
Errors  of  surgical  judgment  have  been 
made  at  this  point  as  noted  in  the  literature 
and  right  ileo-colectomy  has  been  done  be- 
cause of  the  gross  appearance  of  the  cecum 
in  these  cases  with  the  resultant  consterna- 
tion on  having  the  pathologist  report  “ap- 
pendicitis.” 

Careful,  systematic  search  with  a mini- 
mum of  handling  of  intestine  will  usually 
reveal  the  gangreneous  perforated  appendix 
which  can  usually  be  dissected  free  by  gentle 
finger  dissection.  After  ligating  and  dividing 
the  meso-appendix  and  amputating  the  ap- 
pendix, one  is  then  confronted  with  the 
problem  of  the  appendiceal  stump  which  can- 
not be  closed  because  of  marked  edema  and 
rigidity  of  the  cecal  wall.  The  simple,  logical 
and  life-saving  procedure  of  appendecos- 
tomy  is  here  indicated.  A size  16  or  18  Bar- 
dex  Malecot  Four-wing  catheter,  the  bal- 
looned end  of  which  is  put  on  a stretch  by 
small  forceps  is  introduced  into  the  cecum 
through  the  hole  produced  by  amputating 
the  appendix,  the  forceps  then  released  and 
withdrawn  allowing  the  catheter  tip  to 
balloon  within  the  cecum.  When  possible  a 
small  portion  of  omentum  is  drawn  down, 
split  for  about  two  inches  and  placed  about 
the  catheter.  A stab  wound  usually  lateral 
to  the  operative  incision,  but  depending  up- 
on the  position  of  cecum  and  its  easy  dis- 
placement towards  and  against  the  abdo- 
minal wall,  is  made  and  the  catheter  with- 
drawn through  this  stab  wound  to  outside 
the  abdomen.  Gentle  traction  on  the  catheter 
and  manipulation  guides  the  cecum  and  its 
small  covering  of  omental  tag  to  the  periton- 
eum about  the  stab  wound.  The  catheter  is 
then  attached  to  the  skin  with  cotton  sutures. 
Layer  closure  of  the  operative  incision  is 
best  accomplished  with  interrupted  cotton, 
a small  rubber  tissue  drain  being  placed  in 
position  above  the  fascia  and  to  the  outside 
between  the  Michel  clips  used  to  approxi- 
mate the  cut  skin  edges.  No  drains  are 
placed  within  the  abdominal  cavity.  Dress- 
ings are  anchored  in  place  and  the  catheter 
further  firmly  protected  against  accidental 
removal  by  encircling  strips  of  adhesive 


tape  attached  to  the  tape  used  to  hold  dress- 
ings in  position. 

Postoperative  care  consists  of  intestinal 
intubation  with  mercury  weighted  Cantor 
tube  when  indicated,  sufficient  intravenous 
fluids  of  Beclysyl  in  Distilled  water,  Ascor- 
bic Acid  and  one  gram  of  Potassium  Chlor- 
ide daily.  Saline  is  not  used  because  of  its 
tendency  to  produce  further  edema  of  bowel 
wall.  Antibiotics,  usually  Penicillin,  are 
given  in  large  doses,  unless  culture  suggests 
a more  efficient  inhibitor  to  bacterial  growth 
in  a given  case.  Early  ambulation  with  toilet 
in  patient’s  room  discourages  leg  and  lung 
complications,  the  use  of  elastic  leg  bandages 
where  varicosities  are  apparent  is  routine 
and  should  probably  be  used  in  all  geriatric 
surgery. 

The  catheter  is  connected  to  a plastic 
tube,  directed  into  a drainage  bottle  at  the 
patient’s  bedside  and  the  nursing  staff  in- 
structed to  introduce  one  ounce  of  tap  water 
into  the  cecum  through  the  catheter  at 
hourly  intervals  around  the  clock  by  means 
of  an  ordinary  bulb,  and  at  the  same  time 
to  flush  out  the  tube  leading  to  the  bedside 
bottle. 

The  Michel  skin  clips  are  removed  on  the 
fifth  postoperative  day  and  the  catheter 
removed  on  the  seventh  or  eighth  day. 
Following  removal  of  catheter  and 
usually  within  24  hours  there  can  no  longer 
be  seen  any  further  fecal  drainage,  and  the 
maximum  has  been  about  three  to  four  days. 
In  no  case  has  it  been  necessary  to  surgically 
close  a fistula  as  a result  of  appendecostomy. 
Daily  rectal  examinations  will  warn  one  if 
a cul-de-sac  abscess  is  forming. 

In  reviewing  cases  from  the  writer’s  prac- 
tice for  the  past  12  years,  17  have  been 
found  to  fall  within  the  age  group  of  from 
55  to  75  years,  average  age  being  61,  all  of 
whom  at  operation  were  found  to  be  com- 
plicated by  perforation  and  diffuse  periton- 
itis of  such  a character  that  a fatal  termina- 
tion might  have  been  expected.  All  presented 
the  gross  pathological  picture  hitherto  des- 
cribed. In  each  case  the  appendix  was  re- 
moved and  appendecostomy  performed. 
There  have  been  no  deaths  in  this  series 
Eleven  of  these  cases  were  operated  before 
Penicillin  was  generally  available  and  before 
the  Cantor  tube  was  employed.  The  Miller- 
Abbott  tube,  then  in  vogue,  was  only  rarely 
passed  beyond  the  pylorus  and  usually  af- 
forded only  gastric  decompression. 

Death  from  peritonitis  is  due  to  toxemia, 
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the  toxins  being  absorbed  either  from  the 
peritoneal  cavity  or  paralytic  atonic  bowel. 
Appendecostomy  forestalls  the  onset  of  post- 
operative paralytic  ileus  in  these  cases,  helps 
prevent  obstruction  from  adhesions  by  help- 
ing to  keep  the  intestines  in  normal  motion 
by  allowing  for  prompt  escape  of  gas  and 
fluid.  This  in  turn,  by  relieving  tension  on 
the  gut  wall  allows  for  a more  normal  flow 
of  blood  and  lymph  thus  enhancing  the  nor- 
mal reparative  process. 

While  the  occurrence  of  internal  fecal 
fistula  is  generally  relatively  low  folowing 
appendectomies  in  general,  it  is  highest  in 
the  aged  who  have  the  complications  above 
described.  Appendecostomy  eliminates  this 
hazard. 

One  is  often  amazed  and  always  gratified 
by  the  striking  recovery  of  elderly  patients 
so  treated  whose  condition  had  been  con- 
sidered desperate  when  viewed  in  surgery. 
One  is  further  convinced  of  the  merit  of  this 


method  as  one  hears  an  “old  hand”  among 
the  nurses  remark  that,  “Now  old  folks  can 
get  well  as  fast  as  the  kids.” 

SUMMARY 

Appendecostomy  is  redescribed  to  call  at- 
tension  to  a method,  almost  forgotten,  which 
in  the  author’s  opinion  and  experience  can 
not  only  further  reduce  the  mortality  in 
complicated  appendicitis  of  the  aged  but  will 
also  produce  comfort,  rapid  convalescence, 
and  forestall  the  complication  of  internal 
fecal  fistula  in  these  dangerously  compli- 
cated cases. 
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Marvin  B.  Mays,  M.D.,  Oklahoma  City,  wrote  the 
paper,  ‘ ‘ The  Emergency  Care  of  Patients  with  Frac- 
ture, ’ ’ which  appears  in  this  issue.  Doctor  Hays  was 
graduated  from  the  University  of  Oklahoma  School  of 
Medicine  in  1945  and  interned  at  University  Hospital. 
He  served  a residency  in  orthopedic  and  fracture  surg- 
ery at  University  and  St.  Anthony. 

Maxwell  A.  Johnson,  M.D.,  Tulsa,  is  the  author  of 
the  paper  on  “Recent  Developments  in  the  Field  of 
Urology.’’  A graduate  of  the  University  of  Chicago 
in  1943,  he  interned  at  Indiana  University  Medical  Cen- 
ter and  served  his  urology  residency  at  Indiana  Univer- 
sity Medical  Center,  University  of  Chicago  and  at  La 
Crosse,  Wisconsin. 

James  TV.  Kelley,  M.D. , Tulsa  plastic  surgeon,  re- 
ceived his  M.D.,  degree  from  Duke  University  in  1940. 
He  interned  at  Duke  and  Delaware  Hospitals  and  serv- 
ed his  residency  at  Duke.  Doctor  Ivelley  has  a paper 
on  “Correction  of  Nasal  Deformities”  in  this  issue. 

Milton  A.  Neumann,  M.D.,  Okarche,  wrote  “Primary 
Appendecostomy  as  a Life  Saving  Procedure  in  Ap- 
pendicitis of  the  Aged,”  in  this  Journal.  Doctor  Neu- 
mann was  graduated  from  the  University  of  Oklahoma 
School  of  Medicine  in  1930  and  served  his  internship  in 
general  surgery  at  St.  Anthony  Hospital. 


TV.  N.  Bett,  M.D.,  London,  England,  whose  article 
“The  Preparation  of  Medical  Papers  for  Publication: 
Tools,  Shortcuts,  and  Pitfalls,  ’ ’ appears  in  the  No- 
vember issue,  is  Research  Librarian  to  the  National 
Association  for  the  Prevention  of  Tuberculosis,  Lon- 
don. He  is  Bibliographer,  British  Association  of  Der- 


matology; Consulting  Bibliographer,  Institute  for  the 
Study  and  Treatment  of  Delinquency;  and  Medical 
Consultant  to  Menley  and  James  Ltd.,  London.  He 
has  given  the  above  address  at  a number  of  medical 
schools,  postgraduate  institutes,  and  medical  societies 
in  Britain  and  her  dominions.  The  complete  lecture  is 
being  published  by  Messrs  Menley  and  James  Ltd  (123 
Coldharbour  Lane,  London,  S.E.5),  who  were  respon- 
sible for  the  original  idea  and  for  financing  it.  The 
book  will  have  a preface  by  Professor  Sir  Francis  R. 
Fraser,  Director  of  the  British  Postgraduate  Medical 
Federation,  who  originally  arranged  for  this  address 
to  be  given  in  the  London  postgraduate  school. 

Austin  Smith,  M.D.,  Chicago,  editor  of  the  A.M.A. 
Journal,  wrote  the  paper  on  “Responsibilities  of  Read- 
er, Author  and  Publisher  ’ ’ in  this  issue,  at  the  request 
of  the  editor. 
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THE  PREPARATION  OF  MEDICAL  PAPERS  FOR 
PUBLICATION:  TOOLS,  SHORT-CUTS,  AND  PITFALLS 

W.  R.  Bett, 

M.R.C.S.,  L.R.C.P.,  F.R.S.L. 

LONDON,  ENGLAND 


In  Greek  mythology  Apollo,  god  of  beauty, 
culture,  rhetoric,  and  poetry,  had  a favorite 
son,  Aesculapius,  upon  whom  he  bestowed 
the  divine  gift  of  healing,  and  ever  since, 
loyal  to  their  memories  of  a friendship  that 
once  flowered  between  poetry  and  physic, 
physicians  have  described  themselves  as  the 
children  of  Apollo.  That  may  have  been  a 
correct  appellation  in  the  stately  days  of 
the  Renaissance  when  medicine  was  part  of 
the  learning  of  every  scholar,  and  literature 
was  part  of  the  learning  of  every  physician. 
In  those  leasurely  days  the  doctor,  who  was 
not  embarrassed,  as  we  are  today,  by  too 
much  technical  knowledge  and  possessed  no 
typewriter,  Dictaphone,  research  secretary, 
or  ghost-writer,  found  it  easy  enough  to 
write  an  article  which  may  not  have  been 
scientiffically  valuable,  but  from  a literary 
point  of  view  was  a thing  of  beauty  and  a 
joy  for  ever. 

With  the  rapid  growth  and  multiplication 
of  the  many  specialties  in  medicine  and  the 
vertiginous  accumulation  of  knowledge,  the 
relationship  between  medicine  and  litera- 
ture has  steadily  become  less  intimate.  The 
edifice  of  medicine  is  now  so  vast  that  its 
occupants  must  rest  satisfied  with  exploring 
the  various  chambers  of  but  one  floor.  If 
they  should  stray  into  the  floor  above  or 
below,  they  might  well  imagine  they  had 
entered  another  world  whose  language  they 
could  not  understand.  Unhappily,  the  writ- 
ings of  specialists  in  one  department  of 
medicine  are  frequently  not  comprehended 
by  those  outside  it. 

The  cultivation  of  literary  style  is  being 
more  and  more  jeopardized  by  the  condi- 
tionsof  modern  life.  With  the  gradual  de- 
cline of  a classical  education  we  do  not  to- 
day enjoy  that  intimate  acquaintance  with 

‘Summary  of  a lecture  given  at  the  Oklahoma  University  School 
of  Medicine  on  May  5,  1952,  with  Dr.  Lewis  J.  Moorman  pre- 
siding. 


the  meaning  of  words  and  the  anatomy  of 
language.  The  influence  of  the  laboratory 
with  its  language  of  symbols  and  formulae 
reduces  more  and  more  the  narrow  magin 
of  opportunity  for  writing  medical  literature 
that  is  really  literature.  Finally,  superfluous 
journals  lead  to  superfluous  and,  therefore, 
often  careless  writing. 

Though  nearly  a million  scientific  articles 
are  published  each  year,  it  is  the  duty  of 
every  doctor  to  report  worthwhile  observa- 
tions and  to  interpret  his  findings,  for  the 
sum-total  of  medical  knowledge  is  built  up 
of  the  contributions  of  individual  workers. 

The  first  essential  in  writing  is  to  have 
something  to  say — a golden  rule  frequently 
neglected.  Before  writing  on  any  topic, 
study  the  literature  in  that  field.  There  are 
far  too  many  papers  covering  the  same 
ground. 

The  'problem  of  keeping  abreast  of 
advances  in  medicine  or  of  studying  the 
available  literature  on  a particular  subject 
is  not  an  easy  one  for  the  medical  man,  for, 
in  spite  of  the  terrific  casualties  inflicted  by 
the  last  world  war,  more  than  3,000  medical 
journals  in  a multitude  of  languages  exist 
today.  Fortunately  a number  of  useful  bib- 
liographical tools  are  available,  the  most 
important  of  which  are  the  Index  Catalogue 
of  The  Library  of  the  Surgeon-General’s 
Office,  the  Quarterly  Cumulative  Index  Med- 
icus,  and  the  Current  List  of  Medical  Litera- 
ture. On  my  desk  I keep  and  constantly  use : 

General  notes  on  the  preparation  of  scien- 
tific papers.  Published  for  The  Royal  So- 
ciety by  the  Cambridge  University  Press. 
London.  1950. 

Plain  xvords : a guide  to  the  use  of  Eng- 
lish. 1948  \ ABC  of  plain  words.  1951.  Both 
by  Sir  Ernest  Gowers.  London : H.  M.  Sta- 
tionery Office. 
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Rx  for  medical  ivriting.  By  E.  P.  Jordan 
and  W.  C.  Shepard.  Philadelphia:  W.  B. 
Saunders  Company.  1952. 

PRESENTATION  OF  PAPER 

First  and  foremost  there  is  brevity.  Your 
paper  should  be  short,  composed  of  short 
paragraphs,  which  in  turn  are  composed  of 
short  sentences.  Whenever  possible,  use 
simple,  short  words.  There  seems  to  be  a 
prejudice  that,  if  an  article  is  not  long 
enough,  it  will  not  attract  attention. 

TITLE 

A good  title  means  a lot  to  the  success 
of  your  paper.  It  should  be  short,  yet  suf- 
ficiently descriptive.  Above  all,  it  should  be 
attractive.  Beware  of  making  it  too  para- 
doxical, obscure,  or  even  misleading,  lest  it 
perplex  an  unfortunate  cataloguer  or  li- 
brarian. 

ARRANGEMENT 

Every  paper  naturally  has  a beginning, 
a middle,  and  an  end.  (An  obvious  state- 
ment, yet  how  few  papers  conform  to  this 
rule!)  A short  introduction  should  give  the 
reason  for  your  article  and  should  briefly 
refer  to  previous  publications  on  the  sub- 
ject. 

Don’t  be  shy  to  refer  to  yourself  as  T — 
the  modest  use  of  ‘he’  (the  author)  may  lead 
to  confusion. 

Try  to  make  your  paper,  even  though  it 
be  highly  technical,  as  interesting  as  you 
can.  We  all  know  that  medicine  can  be 
very  difficult,  but  there  is  no  reason  why 
it  should  at  the  same  time  be  dull.  Writers 
today,  Sir  Robert  Hutchison  complained, 
are  not  only  afraid  of  romance- — they  even 
fight  shy  of  humour. 

A striking  opening  note  to  your  paper 
will  be  welcomed  by  most  readers. 

Avoid  long  paragraphs  with  continuous 
lines.  Break  up  your  text  at  suitable  inter- 
vals with  the  aid  of  subheadings  and  in- 
dentations. Finish  with  a summary.  This 
may  be  the  only  part  of  your  paper  which 
many  people  will  ever  read,  so  that  it  should 
be  conprehensible  without  having  to  wade 
through  the  paper  itself. 

CONVENTIONS 

To  avoid  delay  in  its  publication,  see  that 
your  paper  strictly  follows  the  conventions 
adopted  by  the  journal  for  which  you  in- 


tend to  write.  These  conventions  include 
the  references  to  other  people’s  work  at  the 
end  of  the  article.  If  a paper  to  which  you 
refer  has  been  written  by  three  or  more 
authors,  it  is  in  order  to  put  et  al.  ( et  alii) 
after  the  first  name.  The  following  conven- 
tion is  also  recognized:  when  quoting  con- 
secutively from  several  papers  published  in 
the  same  journal  instead  of  repeating  the 
journal,  the  word  ibid.  ( ibidem ) may  be 
used.  Always  state  the  inclusive  pagination 
for  any  article  you  quote,  to  give  the  reader 
an  idea  of  its  scope.  In  the  case  of  a diffi- 
cult foreign  language  it  is  helpful  to  men- 
tion in  the  reference  whether  there  is  a sum- 
mary in  English  or  French,  for  example. 

STYLE 

The  essence  of  style  has  ben  described  as 
the  avoidance  of  (1)  wind,  (2)  obscurity. 
The  problem  of  medical  jargon  is  a vexed 
one.  There  is  technical  jargon,  which  is  the 
heritage  of  any  rapidly  growing  science, 
and  there  is  composition  jargon,  which  is 
simply  an  offence  against  literary  style. 

Medical  men  seldom  begin  — they  com- 
mence; they  do  not  make  — they  render; 
they  do  not  meet — they  encounter;  they  do 
not  see  patients — only  cases.  Nothing  ever 
happens  before — only  prior  to. 

ILLUSTRATIONS 

This  is  an  important  subject  which  really 
requires  a talk  to  itself.  A good  illustration 
which  really  does  illustrate  your  text  may 
save  you  much  verbiage. 

STATISTICS 

This  again  is  a subject  which  requires  a 
lecture  to  itself.  If  you  are  contemplating 
a carefully  controlled  therapeutic  trial, 
which  you  intend  to  report,  you  should  ob- 
tain the  help  of  a medical  or  scientific  statis- 
tician. Don’t  be  afraid  of  medical  statistics 
— they  are  not  all  higher  mathematics. 

CONCLUSION 

Never  send  the  Editor  a carbon  copy  of 
your  paper,  lest  he  might  wonder  who  has 
received  the  original — a rival  Editor,  per- 
haps? 

Carefully  keep  a carbon  copy  for  yourself. 

Do  not  publish  the  same  article  in  another 
journal  is  a slightly  different  form. 

Verify  your  references.  Take  no  refer- 
ence for  granted. 

Make  your  paper  as  short  as  you  can. 
Then  make  it  still  shorter. 
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President’s  Page 

CHRISTMAS  CARD  — REVISED  VERSION 

It  is  certain  that  Christmas  and  its  significance  varies  greatly  among  the  members  of 
our  Association.  It  is  very  doubtfiul  however  that  any  one  of  us  fails  to  feel  and  appreciate 
the  spiritual  uplift  that  traditionally  is  apparent  at  this  season.  It  has  always  seemed  to  me 
that  as  long  as  one  harbors  in  his  heart  any  envy  or  hate  or  grudges  that  to  send  out  routine 
and  formal  Christmas  Greetings,  however  cheery,  is  not  only  a futile  superficial  gesture  but 
is  really  sacrilegious. 

Let’s  take  advantage  of  this  season  of  love  and  good  will  to  try  out  our  stature  for  size 
by  squaring  the  books  for  keeps  with  out  fellow  man  and  especially  as  regards  fellow  physi- 
cians. No  scientific  endeavor  could  possibly  do  as  much  to  revitalize  the  profession  to  bring 
serenity  to  the  individuals  concerned.  I challenge  you  ! 

Allah’s  Prayer 

I pray  the  prayer  that  the  Easterners  do; 

May  the  Peace  of  Allah  abide  with  you. 

Wherever  you  stay,  wherever  you  go 

May  the  beautiful  palms  of  Allah  grow. 

Through  the  days  of  labor  and  nights  of  rest, 

May  the  love  of  Sweet  Allah  make  you  blest. 

So  I touch  my  heart  as  the  Easterners  do  — 

May  the  Peace  of  Allah  abide  with  you. 


President 
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Ulcerations  of  Large  Intestine 
due  to  Endamoeba  Histolytica 

Ulceration  of  the  large  or  small  intestine,  perforation  of  the  bowel, 
hepatitis  and  hepatic  abscess  are  among  the  serious  complications 
of  intestinal  infestation  with  Endamoeba  histolytica. 

"With  the  proper  choice  of  drugs  and  with  due  consider- 
ation for  the  principles  of  therapy  nearly  all  patients 
with  amebiasis  can  be  freed  of  infection  rapidly  and 
completely.’’  The  authors  employ  Diodoquin  for  treat- 
ment of  gastrointestinal  amebiasis.* 

DIODOQUIN'  (diiodohydroxyquinoline)  — a 
potent  amebacide  developed  by  Searle  Research  — is  orally 
administered,  tasteless  and  well  tolerated. 

Tablets  of  10  grains  (650  mg.) 

Bottles  of  60  and  500. 

*Hamilton,  H.  E.,  and  Zavala,  D.  C.:  Amebiasis  in  Iowa:  Diagnosis  and  Treatment, 
J.  Iowa  M.  Soc.  42:1  (Jan.)  1952. 
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Annual  Meeting  Outgrows  Hotel;  Top  Specialists  Slated  To  Speak 


Nine  nationally  known  medical  personalities  have  been 
scheduled  as  visiting  distinguished  guest  lecturers  at 
the  60th  Annual  Meeting  of  the  Oklahoma  State  Medi- 
cal Association  to  be  held  in  Tulsa,  April  13-15,  1953. 

Dr.  Berget  H.  Blocksom  of  Tulsa,  Chairman  of  the 
Scientific  Works  Committee,  said  the  following  physi- 
cians had  accepted  invitations  to  appear  on  the  pro- 
gram : 

IV.  Albert  Ochsner,  M.D.,  Professor  and  Chairman  of 
the  Department  of  Medicine,  Tulane  University  School 
of  Medicine,  New  Orleans,  Louisiana. 

Garfield  G.  Duncan,  M.D.,  Professor  of  Medicine, 
Jefferson  Medical  College,  Philadelphia,  Pennsylvania. 

F.  Bayard  Carter,  M.D.,  Professor  and  Head  of  the 
Department  of  Obstetrics  and  Gynecology,  Duke  Uni- 
versity Medical  School,  Durham,  North  Carolina. 

Carl  A.  Moyer,  M.D.,  Professor  of  Surgery,  Washing- 
ton University  School  of  Medicine,  St.  Louis,  Missouri. 

Francis  J.  Braeeland,  M.D.,  Psychiatrist -In-Chief,  The 
Institute  of  Living,  Hartford,  Connecticut. 

James  C.  Sargent,  M.D.,  Professor  and  Head  of  the 
Department  of  Urology,  Marquette  University  School 
of  Medicine,  Milwaukee,  Wisconsin. 

Paul  H.  Holinger,  M.D.,  Associate  Professor  of  Oto- 
larvngolgy,  Northwestern  University  Medical  School, 
Chicago,  Illinois. 

Allan  P.  Bloxsom,  M.D.,  nationally  known  Pediatrician 
and  formerly  Professor  of  Pediatrics,  Baylor  Medical 
College,  Houston,  Texas. 

Wendell  G.  Scott,  M.D.,  Associate  Professor  of  Ra- 
diology, Washington  University  School  of  Medicine,  St. 
Louis,  Missouri. 

Present  plans  call  for  the  addition  of  an  endocrin- 
ologist and  possibly  a pathologist  to  the  list  of  speak- 
ers. 

For  the  first  time  the  Association  will  meet  at  the 

TV  SHOWS  TO  HIGHLIGHT 
DENVER  MEETING 

Plans  are  being  made  to  present  two  half-hour  net- 
work television  shows  covering  high  points  of  the  Ameri- 
can Medical  Association ’s  sixth  annual  Clinical  Session 
in  December.  Originating  from  Denver,  the  telecasts 
will  highlight  Session  activities,  including  presentations 
of  new  surgical  and  clinical  demonstrations,  special 
scientific  exhbits  and  other  interesting  medical  features. 
The  programs  will  be  of  interest  to  physicians  who 
cannot  attend  the  meeting  as  well  as  to  the  general 
public. 

Present  plans  call  for  coast-to-coast  coverage  on  two 
different  nights  during  the  meeting,  December  2-5. 
Once  again  the  programs  are  being  sponsored  by  Smith, 
Kline  and  French,  Philadelphia  pharmaceutical  firm. 

PR  CONFERENCE  IN  DENVER 

The  AMA’s  fifth  annual  National  Medical  Public 
Relations  Conference  will  be  held  Monday,  December 
1 — the  day  before  the  opening  of  the  Clinical  Session — 
at  the  Shirley-Savoy  Hotel,  Denver.  Theme  of  the  one- 
day  meeting  will  be  “Mutual  Understanding  . . . the 
Key  to  Better  PR.  ’ ’ The  Conference  program  will  be 
geared  primarily  for  physicians.  Members  of  the  House 
of  Delegates,  officers  of  state  and  county  medical  so- 
cieties, officers  of  the  Association  and  executive  secre- 
taries and  PR  personnel  are  cordially  invited. 


attractive  Cimarron  Ballroom  in  the  Akdar  Theater 
Building,  4th  and  Denver  streets,  Tulsa,  just  one  block 
from  the  headquarters  hotel,  The  Mayo.  The  new  site 
will  accommodate  57  commercial  exhibits  and  will  pro- 
vide space  for  two  meeting  rooms,  showings  of  medical 
and  surgical  motion  pictures,  and  a limited  number  of 
scientific  exhibits. 

The  1953  annual  meeting  is  held  a month  earlier  than 
usual  due  to  the  huge  International  Petroleum  Expo- 
sition being  scheduled  for  Tulsa  during  the  month  of 
May.  Ample  hotel  accommodations  will  be  available  at 
all  major  Tulsa  hotels. 

The  Scientific  Works  Committee  has  requested  mem- 
bers of  the  Oklahoma  State  Medical  Association  who 
have  papers  they  can  present  on  the  scientific  program 
to  submit  a title  and  brief  synopsis  for  consideration. 
Those  acceptable  will  be  scheduled  for  a 15  minute  pres- 
entation. Titles  and  synopses  should  be  sent  to  Dr. 
Berget  H.  Bloxsom,  517  Medical  Arts  Building,  Tulsa. 
Since  the  program  must  be  completed  in  December,  it 
is  essential  that  such  suggestions  be  sent  at  once. 

Dr.  Gifford  H.  Henry  will  be  General  Chairman  of 
the  1953  Annual  Meeting.  He  will  be  assisted  by  Dr. 
Berget  H.  Blocksom,  Scientific  Works;  Dr.  William 
Orlando  Smith,  Social  Events;  Dr.  Rayburne  W.  Goen, 
Registration  and  Hotels;  Dr.  Benjamin  W.  Ward,  Pub- 
licity; and  Dr.  Milton  L.  Berg,  Commercial  Exhibits. 

Details  of  the  social  program  will  be  announced  later. 
One  of  America’s  top  name  dance  bands  has  been  re- 
tained to  play  for  the  President ’s  Annual  Dinner  Dance 
on  Tuesday  evening,  April  14,  1953. 

A prospectus  has  been  sent  to  all  commercial  exhib- 
itors and  a large  portion  of  exhibit  space  has  already 
been  sold. 

All  arrangements  for  the  1953  Annual  Meeting  are 
being  handled  by  the  Executive  Offices  of  the  Tulsa 
County  Medical  Society. 

AAGP  PLANS  NEXT  ASSEMBLY 

The  American  Academy  of  General  Practice  Fifth 
Annual  Scientific  Assembly  will  be  held  in  Kiel  Audi- 
torium, Saint  Louis,  on  March  23  to  26,  1953.  This 
meeting  is  a “ repeat  ’ ’ for  Saint  Louis,  as  the  Acade- 
my’s  Second  Assembly  was  held  there  in  1950. 

The  program  for  next  March  is  being  designed  to 
give  the  general  practitioner  four  days  of  “solid, 
meaty  education  in  the  diagnostic  procedures,  therapies 
and  techniques  useful  in  everyday  practice,  ’ ’ according 
to  Dr.  Merlin  Newkirk,  of  South  Gate,  California, 
Chairman  of  the  Committee  on  Scientific  Assembly.  It 
will  cover  seven  principal  subject  areas:  Pediatrics, 

physical  examinations,  industrial  medicine,  anesthesia, 
surgery,  medical  treatment,  and  cardiology. 

The  complete  list  of  speakers  has  not  yet  been  re- 
leased, but  will  include  such  top-flight  names  as  Richard 
Cattell,  M.D.,  of  the  Lahev  Clinic;  Crenston  Holman, 
M.D.,  of  New  York;  Gradie  R.  Rowntree,  M.D.,  Louis- 
ville, Ky. ; Elmer  Hess,  M.Dy  Erie,  Pa. ; Arild  Han- 
sen, M.D.,  University  of  Texas;  and  Pinson  Neal,  M.D., 
University  of  Missouri. 

The  Scientific  Exhibit  Section  will  contain  60  care- 
fully selected  educational  displays  (several  of  them 
created  specifically  for  this  .meeting)  all  closely  inte- 
grated with  the  formal  lecture  program.  Through  this 
recently  developed  technique  in  program  planning,  the 
Academy  is  able  to  visually  supplement  the  oral  presen- 
tations from  the  lecture  platform  with  related  exhibits, 
which  may  be  studied  by  the  physician  at  leisure. 


FOR  SAFETY  AND  ACCURACY  IN  UROGRAPHY 


Clinical  experience  in 
thousands  of  cases  has 
demonstrated  the  notable 
safety  of  urinary  tract 
visualization  with  Neo-Iopax® 
(Sodium  Iodomethamate  U.S.P.). 
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for  their  clear  delineation 
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FIFTY  YEAR  PHYSICIAN,  DOCTOR  HAHN 
REPORTS  CUCUMBER  AS  LARGEST  FEE 


On  October  21,  1952,  James  Petty,  M.D.,  vice-presi- 
dent of  the  Oklahoma  State  Medical  Association,  pre- 
sented a Life  Membership  and  Fifty  Year  Pin  to  L.  A. 
Hahn,  M.D.  of  Guthrie  at  a meeting  of  the  Logan 
County  Medical  Society.  Prior  to  the  presentation  cere- 
monies, the  Executive  Office  asked  Doctor  Hahn  for 
biographical  material.  In  response  to  the  request,  Doc- 
tor Hahn  submitted  the  following  which  the  editors 
felt  would  be  of  interest  to  the  Journal  readers  in  its 
original  form  as  written  by  Doctor  Hahn: 

Looking  back  on  the  half  century  I have  spent  in 
practicing  medicine,  all  of  which  has  been  in  Guthrie 
and  its  environs,  I am  glad  that  we  chose  Guthrie  when, 
as  newlyweds,  we  came  to  Oklahoma  in  the  early  sum- 
mer of  1902. 

There  were  no  long  days  and  weeks  of  waiting  for 
my  first  patient  after  I opened  my  office  here  on  July 
5,  1902.  Just  55  minutes  later  a patient  with  a broken 
arm  was  brought  in,  and  although  the  man  no  doubt 
considered  his  injury  as  decidedly  bad  luck,  it  looked 
like  a good  omen  to  me. 

A shooting  victim  followed,  and  then  a stabbing  case. 
Oklahoma  was  a bit  rugged,  I decided,  but  I needed 
the  money  to  pay  the  rent  so  wasn’t  as  much  disturbed 
as  mv  young  bride  who  decided  that  we  must  have 
located  right  ‘ ‘ next  door  to  Hades.  ’ ’ 

One  of  the  things  we  liked  here  especially  was  the 
association  with  the  fine  group  of  physicians  who  were 
already  located  here,  Doctor  Duke,  Doctor  Blesh,  Doc- 
tor Eeed,  Doctor  Euc-ks,  Doctor  Smith,  Doctor  Petty 
and  Doctor  Hill.  The  last  two  of  these  are  still  with  us, 
and  completed  their  half  century  of  service  ahead  of 
me. 

An  incident  that  ocurred  that  first  year  shows  how 
people  often  exaggerate  in  their  effort  to  get  the  doc- 
to  hurry.  I was  driving  along  with  my  horse  and  bug- 
gy when  a woman  stopped  me,  saying  excitedly,  ‘ ‘ Doc- 
tor, hurry,  hurry!  Seven  people  have  been  killed  in  a 
runaway ! ’ ’ 

I said,  “Why,  woman,  you  don’t  need  a doctor.  You 
want  an  undertaker.  ’ ’ 

‘ ‘ Oh,  no ! They  ’re  not  killed.  Come  on,  come  on,  ’ ’ 
she  shouted. 

I found  that  a team  had  run  away  and  spilled  seven 
people  out  of  a lumber  wagon,  but  one  broken  arm  and 
a far  from  serious  cut  on  a child’s  head  was  the  sum 
total  of  the  injuries.  I was  born  at  Detroit,  Michigan, 
in  1873.  After  completing  my  common  school  education 
I spent  three  years  at  Knox  College,  Galesburg,  Illinois; 
and  in  1898  began  the  study  of  medicine  at  the  Uni- 
versity of  Illinois. 

I graduated  in  1902,  and  married  Margaret  Nagel  at 
Canton,  Illinois,  that  same  spring.  And  together  we 
came  west,  stopping  first  at  Oklahoma  City,  but  after 
looking  things  over  there  we  came  on  to  Guthrie,  the 
capital.  The  two  towns  were  about  the  same  size  at 
that  time. 

At  first  there  was  no  hospital  there,  but  Doctor 
Blesh  and  Doctor  Eeed  soon  opened  a small  one  up- 
stairs over  what  is  now  the  Bake  Eite  Bakery  location. 
We  got  along  with  that  until  the  original  hospital  was 

built  on  the  site  of  the  present  Benedictine  Heights 
hospital  by  the  doctors. 

I served  as  surgeon  there  from  1916  until  I enlisted 
in  the  first  world  war  in  1918,  serving  at  Camp  Bowie, 
Texas,  where  many  of  the  battlefield  casualties  were 


L.  A.  Hahn,  M.D.,  receives  50  Year  Pin  and  Life  Cer- 
tificate from  James  Petty,  M.D.,  O.S.M.A.  vice-president. 


brought  after  having  emergency  treatment  in  Europe. 
After  the  war  I resumed  my  practice  and  my  position 
as  surgeon-in-chief  at  the  Methodist  hospital. 

In  1922  I was  granted  a leave  of  absence  and  spent 
five  months  in  Europe,  spending  much  time  at  surgical 
clinics  at  Berne,  Vienna  and  Munich.  I was  especially 
interested  in  the  chest  surgery  as  done  by  Doctor  Sauer- 
bruch  of  Munich,  a man  of  international  fame. 

You  asked  me  if  I had  received  any  large  fees.  Yes, 
I have  been  fortunate  in  that  respect.  And  yet,  in 
looking  back,  I believe  that  the  biggest  pay  I ever  re- 
ceived was  a single  cucumber. 

It  happened  a long  time  ago.  I had  made  a call  at 
a little  cottage  in  east  Guthrie,  and  after  I had  relieved 
my  patient’s  pain,  the  little  old  lady  asked  me  to  go 
with  her  to  look  at  her  garden.  There  wasn ’t  much 
to  be  seen  except  a cucumber  vine  which  she  explained 
she  had  watered  every  day  through  the  dry  weather. 

‘ ‘ I raised  this  cucumber  vine  for  you,  because  you 
always  help  me  when  I am  in  trouble,  although  you 
know  I have  no  money  to  pay  you.  ’ ’ 

The  vine,  for  all  her  care,  had  produced  but  one 
cucumber,  and  she  picked  it  and  insisted  that  I take 
it  home  with  me.  And  that  cucumber  and  the  gratitude 
and  appreciation  that  shone  in  her  eyes  as  she  gave  it 
to  me,  that  was  my  biggest  fee. 

I do  not  plan  to  retire  from  practice.  For  the  past 
15  years  I have  been  slowing  up,  taking  longer  vaca- 
tions; and  my  work  is  now  largely  confined  to  office 
work.  But  as  long  as  I can  do  worthwhile  work  I want 
to  continue  to  do  so. 

And  I am  glad  that  a half  century  ago  I chose  the 
profession  I did.  There  are  hardships  and  drudgery  in 
the  life  of  a physician,  of  course.  But  there  is  also 
great  joy. 
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• Habit  Time  of  Bowel  Movement — 
not  merely  relief  of  constipation — is 
secured  by  proper  use  of  Petrogalar. 

Petrogalar  promotes  development 
of  normally  hydrated,  comfortable  and 
easily  passed  stools. 

Once  achieved,  the  normal  bowel 
habit  may  often  maintain  itself  even 
though  the  dosage  of  this  adjuvant  is 
slowly  tapered  off. 

PETROGALAR 

AQUEOUS  SUSPENSION  OF  MINERAL  OIL.  PLAIN 
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CURRENT  ACTIVITIES  AT  THE  OKLAHOMA 
MEDICAL  RESEARCH  FOUNDATION 


Edward  C.  Reifenstein,  Jr.,  M.D. 
director 

This  is  the  thirteenth 
in  the  series  of  monthly 
articles  concerning  the 
current  activities  of  the 
Oklahoma  Medical  Re- 
search Foundation.  The 
purpose  of  this  article  is 
to  present  several  recent 
developments. 

The  most  important  event  was  the  open  house  held 
Sunday,  October  26,  1952.  This  affair  officially  recog- 
nized the  opening  of  the  Research  Hospital  on  Septem- 
ber 3,  1952.  The  physicians  of  the  State  visited  the 
Foundation  buildings  during  the  morning,  at  which 
time  they  inspected  the  facilities  and  had  an  opportunity 
to  discuss  the  research  activities  with  the  members  of 
the  scientific  staff.  The  buildings  were  open  to  the 
general  public  in  the  afternoon,  and  guided  tours  of  the 
Research  Hospital  and  the  Research  Institute  were  pro- 
vided. Several  thousand  visitors  took  advantage  of  the 
opportunity  to  become  acquainted  with  the  activities  of 
the  Oklahoma  Medical  Research  Foundation. 

The  program  of  activities  in  the  Research  Institute 
has  now  become  sufficiently  organized  so  that  bi-weekly 
seminars  for  the  members  of  the  technical  staff  are  be- 
ing held  on  Wednesday  afternoon.  This  program  was 
begun  on  October  1st,  and  is  under  the  direction  of  Ur. 
L.  L.  Conrad.  The  activities  in  the  Research  Hospital 
also  have  been  placed  on  a more  organized  basis,  and 
beginning  on  October  3,  1952,  regular  grand  rounds  are 
being  conducted  by  the  staff  each  Friday  morning.  The 
daily  patient  population  to  date  has  varied  between 
four  and  six  patients.  Most  of  the  patients,  however, 
have  stayed  in  the  hospital  for  two  or  more  months. 

Announcement  has  not  been  made  previously  of  the 
appointment  of  Dr.  Loyal  Lee  Conrad  as  an  associate 
member  of  the  staff  of  the  Oklahoma  Medical  Research 
Institute  and  Hospital,  and  as  a member  of  the  Section 
on  Cardiovascular  Diseases,  headed  by  Dr.  Robert  H. 
Furman.  Dr.  Conrad  was  born  in  Brooklyn,  New  York 
but  has  liven  in  El  Reno  for  most  of  his  life.  He  is 
the  son  of  Dr.  and  Mrs.  L.  R.  Conrad.  He  received  a 
B.S.  from  Washington  and  Jefferson  College  in  1939, 
and  an  M.D.  from  the  University  of  Oklahoma  in  1943. 
He  interned  at  the  Wisconsin  General  Hospital  of  the 
University  of  Wisconsin  system.  Doctor  Conrad  served 
in  the  U.  S.  Army  from  1944  to  1946,  was  a resident 
in  medicine  at  the  University  of  Oklahoma  Hospital 
for  two  years,  and  then  was  a research  fellow  in  medi- 
cine at  the  University  of  Michigan  Hospitals  for  one 
year.  Doctor  Conrad  has  been  teaching  in  the  Univer- 
sity of  Oklahoma  School  of  Medicine  since  that  time, 
and  has  been  in  charge  of  the  Clinical  pathological  lab- 
oratory with  the  title  of  Assistant  Professor  of  Path- 
ology. Since  Doctor  Conrad  has  come  to  the  Foundation, 
he  has  transferred  to  the  Department  of  Medicine,  with 
the  title  of  Assistant  Professor  of  Research  Medicine. 
He  is  married  and  has  twin  daughters. 

Another  appointment  of  interest  to  Oklahomans  is 
that  of  Dr.  Claiborne  L.  Courtright  as  a Research 
Fellow  in  the  Section  on  Endocrinology  and  Metabolism 
of  the  Foundation.  He  was  born  in  Stillwater,  Okla- 
homa, and  had  undergraduate  training  in  Kentucky, 
Ohio,  Indiana,  and  Oklahoma  A & M College,  where 
he  received  a B.S.  in  1948.  Doctor  Courtright  was  grad- 


uated from  the  University  of  Oklahoma  School  of  Med- 
icine, June,  1951,  and  served  an  Interneship  in  Ann 
Arbor,  Michigan  at  St.  Joseph’s  Mercy  Hospital  (af- 
filiated with  the  University  of  Michigan).  Doctor 
Courtright  was  selected  by  members  of  the  research 
staff  of  t-he  Foundation  as  a candidate  for  the  fellow- 
ships of  The  Endocrine  Society,  and  he  was  awarded 
for  the  year  1952  to  1953,  the  Schering  Fellowship  of 
$2,500.00,  in  order  to  work  with  Doctor  Reifenstein 
and  Dr.  R.  P.  Howard  on  the  relation  of  parathyroid 
hormone  to  bone.  Doctor  Courtright  received  the  award 
in  person  at  the  annual  banquet  of  The  Endocrine  So- 
ciety in  Chicago,  June  1952.  As  a part  of  his  activities 
at  the  Foundation,  he  is  enrolled  in  the  Graduate  Train- 
ing Program  in  a course  which  leads  to  a Master  of 
Science  degree.  He  is  married  to  Dr.  Ann  Comfort 
Courtright,  who  received  her  medical  degree  in  the  same 
class. 

Another  item  of  interest  is  a fellowship  awarded  by 
the  National  Institute  of  Arthritis  and  Metabolic  Di- 
seases to  Dr.  Thomas  Smith,  a postgraduate  research 
fellow  wha  has  been  working  since  1951  with  Dr.  Charles 
Ivochakian,  Associate  Director  of  the  Foundation  and 
head  of  the  Section  on  Biochemistry.  This  fellowship, 
awarded  for  one  year,  carries  a stipend  of  $3,400.00. 
Doctor  Smith  will  continue  to  work  on  the  effect  of 
androgens  on  oxidative  enzymes  under  Doctor  Koelia- 
kian ’s  direction.  Doctor  Smith  was  born  in  Ohio  and 
trained  at  Oberlin  College  in  zoology,  and  at  Harvard 
University,  where  he  was  awarded  a Master  of  Arts 
degree  in  1949,  and  a Ph.D.  degree  in  1951  in  biology. 

The  list  of  individuals  who  serve  as  consultants  to 
the  various  phases  of  the  research  program  has  been 
revised.  The  following  persons  are  now  included:  Dr. 
Robert  H.  Bavley,  Cardiology;  Dr.  Cleve  Beller,  Ra- 
dioisotopes; Dean  Ralph  W.  Clark,  Pharmacy;  Dr.  Ver- 
non 1).  Cushing,  Personal  Care;  Dr.  Harrell  C.  Dodson, 
Jr.,  Surgery;  Dr.  R.  Q.  Goodwin,  Medicine;  Dr.  How- 
ard C.  Hopps,  Pathology;  Dr.  John  II.  Lamb,  Derma- 
tology; Dr.  Don  II.  O ’Donoghue,  Orthopedics;  Dr.  Emil 
E.  Palik,  Hematology;  Dr.  G.  Townley  Price,  Veterin- 
ary Medicine;  Dr.  F.  J.  Reichmann,  Dentistry;  Dr. 
Peter  E.  Russon,  Radiology;  Dr.  Henry  B.  Strenge, 
Pediatrics;  and  Dr.  Henry  II.  Turner,  Endocrinology. 

The  Oklahoma  Medical  Research  Foundation  con- 
tinues to  receive  gifts  which  implement  various  phases 
of  its  program.  One  of  the  most  important  is  $27,500.00 
for  the  purchase  of  a preparative  and  an  analytical  ul- 
tra-centrifuge to  facilitate  the  investigative  work  in 
the  various  sections.  This  generous  donation  came  from 
the  estate  of  Mrs.  Rose  Woodworth  of  Ardmore.  Dr. 
Robert  H.  Bavley  and  Dr.  O.  D.  Johnson  contributed 
materially  to  this  development  by  making  the  initial 
arrangements  with  the  Woodworth  estate. 

On  October  10,  1952,  the  Executive  Council  of  the  Ok- 
lahoma Division  of  the  C.I.O.  visited  the  Foundation 
buildings  and  made  a gift  of  $1,000.00  to  provide  furn- 
ishings for  one  of  the  rooms  in  the  Research  Hospital. 
The  members  of  the  Executive  Council  toured  the  fa- 
cilities and  were  informed  about  the  general  program 
of  research  by  the  members  of  the  scientific  staff. 

The  Oklahoma  State  Dietetic  Association,  at  the 
annual  meeting,  May  1952,  voted  to  give  the  Foundation 
two  special  balances  to  be  used  by  the  Research  Hos- 
pital dietitians  in  preparing  weighed  meals  for  the 
(Continued  on  page  435) 
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Depo-Testosterone 

CYCLOPENTYLPROPIONATE 


is  the  new,  slowly  metabolized,  oil- 
soluble  ester  of  testosterone 


Depo  -T  es  tosterone 

CYCLOPENTYLPROPIONATE 


exerts  androgenic  effect  over  longer 
periods  of  time  than  testosterone 
propionate 


Depo-Testosterone 

CYCLOPENTYLPROPIONATE 


makes  every  injection  a depo-like 
source  of  testosterone  which  main- 
tains an  active  androgen  level  for  at 
least  2 weeks 


Depo-Testosterone 

CYCLOPENTYLPROPIONATE 


is  latest  in  The  Upjohn  Company’s 
series  of  Depo*  . preparations  for 
prolonged  drug  action. 


Each  cc.  contains : Testosterone  Cyclopentylpropionate 

50  or  100  mg. 

Chlorobutanol  (chloral  derivative)  in  cottonseed  oil 

5 mg. 

50  mg.  size  available  in  10  cc.  vials. 

100  mg.  size  available  in  1 cc.  and  10  cc.  vials. 


a 


product  of 


Upjohn 

Research 

* Trademark , Reg.  U.  S.  Pat.  Off. 


for  medicine  . . . produced  with  care  . . . designed  for  health 


THE  UPJOHN  COMPANY.  KALAMAZOO.  MICHIGAN 
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HAVE  YOU  HEARD?  CLASSIFIED  ADS 


Tullos  0.  Coston,  M.D.,  Oklahoma  City,  was  speaker 
at  the  American  Nutrition  Society  meeting  in  Okla- 
homa City  recently  where  he  gave  a report  of  the  na- 
tional meeting  of  the  Friends  of  the  Land. 

C.  A.  Traverse,  M.D.,  Alva,  attended  postgraduate 
courses  at  the  Cook  County  Graduate  School  of  Medi- 
cine in  Chicago  recently. 

Grady  F.  Mathews,  M.D.,  Oklahoma  City,  was  a 
member  of  the  committee  promoting  the  movement  to 
form  an  American  Association  of  Public  Health  Physi- 
cians. 

Alfred  E.  Sugg,  M.D.,  Ada,  OSMA  President,  was 
recently  cited  by  the  Governor  of  the  State  of  Okla- 
homa as  contributing  more  to  the  morale  of  the  Indus- 
trial Tour  than  any  other  person  on  the  tour. 

K.  IF.  Navin,  M.D.,  Shawnee,  spoke  on  Public  Health 
at  a meeting  of  the  Sponsa  Eegis  Study  club  in  Shaw- 
nee. 

n.  M.  Prentiss,  M.D.,  Nowata,  has  been  named  chief 
of  staff  of  the  Nowata  Hospital. 

John  McDonald,  M.D. , Tulsa,  OSMA  President-Elect, 
spoke  to  the  honor  roll  cadets  at  the  Oklahoma  Military 
Academy  at  one  of  the  monthly  dinners  on  the  subject 
of  1 ‘ Medicine  as  a Profession.  ’ ’ 

James  JZ.  Holman,  M.D.,  has  recently  moved  to  Tip- 
ton  and  opened  his  practice  there.  He  was  graduated 
from  the  University  of  Oklahoma  in  1951. 

Charles  E.  Brighton,  M.D.,  Tulsa,  was  guest  speaker 
at  the  Junior  League  get-acquainted  program  in  Tulsa. 
His  topic  was  ‘ ‘ Cerebral  Palsy — Present  and  Future  in 
Tulsa.” 

F.  L.  Flack,  M.D.,  Enid,  recently  did  some  postgrad- 
uate work  in  obstetrics  at  Johns  Hopkins  and  Duke 
University. 

Gilbert  L.  Hyroop,  M.D.,  Oklahoma  City,  attended 
the  American  Society  of  Plastic  and  Reconstructive 
Surgery  meeting  in  New  York. 

Kelly  West,  M.D.,  Oklahoma  City,  spoke  on  recent 
advances  in  medicine  at  the  Cleveland-McClain  Medical 
Society  meeting  in  Norman  recently. 

Dr.  and  Mrs.  L.  S.  Willour,  McAlester,  recently  cele- 
brated their  golden  wedding  anniversary. 

Edwin  Fair,  M.D.,  Oklahoma  City,  discussed  the  lay- 
man ’s  responsibility  in  world  affairs  at  a Tahlequah 
Methodist  Men’s  Brotherhood  monthly  meeting. 

A.  A.  Walker,  M.D.  and  Claude  Knight,  M.D.,  We- 
woka  physicians  have  announced  their  joint  practice  of 
medicine  and  surgery  with  offices  in  the  Ligon  building 
there. 


CHOICE  LOCATION 
FOR  PHYSICIAN  OR  DENTIST 

Price  $15,000 

Seven  rooms,  basement,  central  heat,  floor  furnace, 
large  screened  porch,  50  x 212  foot  lot,  including  estab- 
lished medical  practice. 

East  Fifteenth  Near  Utica 

F.  W.  NEWMAN  AGENCY 

Tulsa,  Oklahoma 
Phone  3-0137 


FOR  SALE:  Westinghouse  1 MA,  85  KV  combina- 
tion radiographic  and  fluoroscopic  x-ray  unit  with  new 
tube.  Can  be  used  for  vertical  and  horizontal  work. 
Also  darkroom  accessories.  Immediate  delivery.  Write 
Box  887,  Duncan,  Okla. 

WANTED:  Registered  medical  technologist  for  group 
of  five  doctors.  Salary  $300.00  per  month.  Write  Key 
W,  care  of  the  Journal. 

WANTED:  General  laboratory  technologist.  Private 
practice  with  three  physicians.  County  seat  town  ap- 
proximately 60  miles  from  Oklahoma  City. 

WANTED:  Internist  to  join  clinic.  Salary  leading 
to  partnership.  Neumann-Ottis  Clinic.  Okarche,  Okla- 
homa. 

FOR  LEASE:  Well  equipped,  fireproof  hospital  in 
good  location.  New  equipment  of  latest  type,  including 
x-ray  machine.  Living  quarters  may  be  established  in 
hospital.  Excellent  opportunity  for  the  right  doctor. 
Call  Sallisaw  4-4522  or  apply  Medical  and  Surgical  Hos- 
pital, 122  N.  Walnut,  Sallisaw,  Oklahoma. 

NEW  RADIO  SERIES  ON 
SPORTS  AND  HEALTH 

A new  series  of  radio  transcriptions  dealing  with 
sports  and  health  subjects  will  be  available  about  De- 
cember 15  from  the  AMA ’s  Bureau  of  Health  Educa- 
tion for  use  by  local  radio  stations.  The  programs 
are  based  upon  on-the-scene  interviews  with  Olympic 
winners  in  Helsinki,  Finland,  and  with  national  cham- 
pions and  other  outstanding  sports  figures  in  this  coun- 
try. 

Topics  cover  personal  aspects,  thletic  accomplish- 
ments, team  practice  and  health  values  of  sports.  Among 
those  interviewed  were  Bobby  Brown,  M.D.,  of  the 
world’s  champion  New  York  Yankees;  Harrison  Dillard, 
Olympic  100-meter  hurdling  champion,  and  Julius  Bo- 
ros, world’s  national  golf  champion. 


NEW  IMPROVED 

Scl£-pu>fietled 

SAW 


Does  Clearing 
Faster,  Cheaper 

because  it  is 
superior  in 
quality  and 

Self-propelled  Modei~'<*~:r'  ""  in  design. 
Cuts  level  with  ground,  clears  hillsides  or  un* 
even  land.  Engine  drives  blade  and  wheels. 
5 models,  to  14  hp.  $159  up.  Write  to 
Combination  Saw  Co.,  Donton,Toxa>  DR820 
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New  aureomycin 
minimal  dosage  for  adults 
— four  250  mg. 
capsules  daily,  with  milk. 


a most  widely 
accepted  antibiotic 
in  the  broad- spectrum  field  is 


AUREOMYCIN 


because 


Hydrochloride  Crystalline 


Physicians  in  the  United  States  and  throughout  the  world  have  recognized  the 
time-saving  value  of  immediate  use  of  aureomycin  in  cases  of  active  infection. 

The  successful  use  of  aureomycin,  as  described  in  publications  by  physicians 
throughout  the  world,  has  increasingly  encouraged  others  to  use  this  antibiotic 
and  publish  reports  thereon.  To  date,  more  than  7,000  original  reports,  editorials, 
brief  comments,  and  similar  notations  have  appeared  in  the  published  literature. 

The  trend  of  the  literature  clearly  indicates  that  in  desperate  situations  caused 
by  infection,  where  previously  cure  would  have  proved  difficult  or  impossible, 
aureomycin  has  saved  the  day. 


Capsules:  50  mg. — Vials  of  25  and  100.  100  mg. — Vials  of  25  and  bottles  of  100.  250  mg. — Vials  of  16  and  bottles  of  100. 
Ophthalmic  Solution : Vials  of  25  mg.;  solution  prepared  by  adding  5 cc.  distilled  water. 


LEDERLE  LABORATORIES  DIVISION  American  Gwiamid  company  30  Rockefeller  Plaza.  New  York  20.  N.  Y. 
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OKLAHOMANS  SPEAK 
IN  FLORIDA,  CUBA 

Henry  H.  Turner,  M.D.,  Secretary-Treasurer  of  the 
Endocrine  Society,  and  Edward  C.  Reifenstein,  Jr., 
M.D.,  Director  of  the  Oklahoma  Medical  Research 
Foundation,  were  speakers  at  the  Fifth  Annual  Post- 
graduate Assembly  in  Endocrinology  and  Metabolism 
at  the  Roney  Plaza  Hotel,  Miami  Beach,  Florida,  No- 
vember 3-8,  and  were  members  of  the  faculty  of  a 
postgraduate  course  in  endocrinology  held  in  Havana, 
Cuba,  November  13-14  under  the  auspices  of  the  College 
of  Medicine,  National  University  of  Cuba. 

At  Miami  Beach  Doctor  Turner’s  topics  were: 

‘ ‘ Pseudoendocrinopathies,  ” “ Ovarian  Hypofunction 

Syndromes:  A.  Hypergonadotropic  Syndromes;  Ovarian 
Agenesis  and  Turner ’s  Syndrome,  ” “ Ovarian  Hypo- 
function  Syndromes:  C.  Normogonadotropic  Syndromes: 
Hypothalamic  Amenorrhea,  ’ ’ while  Doctor  Reifenstein 
spoke  on  ‘ ‘ Chemistry  and  Physiology  of  Parathyroids,  ’ ’ 
and  ‘ ‘ Metabolic  Bones  Diseases ; Relation  to  Endocrine 
Glands;  Osteitis  Fibrosa  Generalisata,  Osteomalacia, 
and  Osteoporosis.  ’ ’ 

Doctor  Reifenstein ’s  titles  in  Cuba  were  ‘ 1 Pituitary 
Adrenal  Relationships,  ” “ General  Considerations  Con- 
cerning Metabolic  Bone  Disease,  ” “ Parathyroid  Syn- 
dromes, ’ ’ and  ‘ ‘ Osteoporosis  and  its  Treatment  with 
Steroid  Hormones.  ’ •' 

In  Cuba  Doctor  Turner  spoke  on  “Pseudoendocrino- 
pathies— Differential  Diagnosis  from  True  Endocrine 
Disorders,”  “Ovarian  Agenesis  and  Turner’s  Syn- 
drome,” “Hypothyroidism,”  and  “Hyperthyroidism 
and  the  Use  of  Radioactive  Iodine  in  the  Diagnosis  and 
Treatment  of  Thyroid  Disorders.  ’ ’ 

AMERICAN  ACADEMY  OF  OB-GYNE. 
HOLDS  FIRST  CLINICAL  SESSION 

The  First  Annual  Clinical  Session  of  the  American 
Academy  of  Obstetrics  and  Gynecology  will  be  held 
December  15-17  at  the  Palmer  House,  Chicago. 

The  meeting  will  feature  six  general  sessions  and  48 
discussion  groups  of  40  Fellows  each.  There  also  will 
be  at  least  15  new  scientific  exhibits  and  about  60 
technical  displays. 

The  annual  banquet  Tuesday  evening,  December  16, 
will  feature  an  address  by  the  retiring  president,  Carl 
P.  Huber  of  Indianapolis.  The  Academy  was  incor- 
porated August  14,  1951,  and  already  has  some  2400 
qualified  Fellows. 

Election  of  officers  will  take  place  at  the  annual 
business  meeting  Tuesday  morning. 

PRIZE  FOR  PAPER  ON  DIABETES 
BY  MEDICAL  STUDENTS  AND  INTERNS 

The  American  Diabetes  Association  offers  a $250.00 
prize  to  medical  students  and  interns  for  a paper  on 
any  subject  relating  to  diabetes.  The  paper  can  be  a 
report  of  original  studies,  a biographical  or  historical 
note,  a case  report  with  suitable  comment,  or  a review 
of  the  literature. 

Manuscripts  must  be  submitted  on  or  before  April  1, 
1953  to  the  Editorial  Offices  of  DIABETES:  The  Jour- 
nal of  the  American  Diabetes  Association,  11  West  42nd 
Street,  New  York  36,  New  York.  The  papers  will  be 
reviewed  by  the  Editorial  Board,  which  will  take  into 
consideration  the  value  of  the  material  and  method  of 
presentation  in  selecting  the  best  paper. 


ATTENTION! 

St.  Louis  University  School  of  Medicine  Alumni 
If  you  are  attending  the  American  Medical  Associa- 
tion meeting  in  Denver,  Colorado,  December  2 to  5, 
1952,  you  will  not  want  to  miss  the  Alumni  Dinner  and 
Smoker  Wednesday,  December  3,  The  Onyx  Room — - 
Brown  Palace  Hotel;  Cocktails  at  6:00  P.M.,  Dinner 
& Entertainment  7:00  P.M.  Speaker:  The  Reverend 

Francis  J.  O’Reilly,  S.J.,  Vice  President,  St.  Louis 
University.  Make  your  reservation  NOW  with  St.  Louis 
University  School  of  Medicine,  1402  South  Grand  Boule- 
vard, St.  Louis  4,  Missouri. 

INTERNATIONAL  COLLEGE  OF 
SURGEONS  TRI-STATE  ASSEMBLY 

Surgeons  from  Texas,  Oklahoma  and  Arkansas  will 
be  invited  to  participate  in  a Sectional  Assembly  of  the 
International  College  of  Surgeons  in  Dallas  on  Thurs- 
day, Friday  and  Saturday,  February  5,  6,  and  7,  1953. 
The  meeting  will  open  with  a series  of  operative  clinics 
at  Baylor  Hospital  at  1:30  on  Thursday  afternoon.  It 
is  contemplated  that  operative  procedures  in  general 
surgery,  urology,  proctology,  plastic  surgery,  neuro- 
surgery and  gynecology  will  be  scheduled.  General  as- 
semblies will  be  held  on  Friday  and  Saturday  at  the 
Adolphus  Hotel.  Luncheons  will  be  featured  on  both 
Friday  and  Saturday  and  a dinner  is  planned,  to  be 
preceded  by  a get-acquainted  hour,  on  Friday  evening. 
A registration  fee  of  five  dollars  will  be  charged. 
Among  the  speakers  who  wifi  be  heard  at  the  General 
Assembly  will  be: 

GENERAL  SURGERY 
Claude  J.  Hunt,  M.D.,  Kansas  City 
Max  Thorek,  M.I).,  Chicago 
James  W.  Nixon,  M.D.,  San  Antonio 
Weldon  W.  Stephen,  M.D.,  Galveston 
UROLOGY 

Michael  K.  O ’Heeron,  M.D.,  Houston 
Karl  B.  King.,  M.D.,  Dallas 

PROCTOLOGY 

Fred  B.  Campbell,  M.D.,  Kansas  City 
Herbert  T.  Hayes,  .D.,  Houston 
John  G.  Matt,  M.D.,  Tulsa 
George  T.  Thiele,  M.I).,  Kansas  City 
Paul  Vickers,  M.D.,  Oklahoma  City 
MEDICINE 

Arthur  Grollman,  M.D.,  Dallas 

PLASTIC  SURGERY 
Neal  Owens,  M.D.,  New  Orleans 
James  T.  Milles,  M.D.,  Dallas 

NEUROSURGERY" 

J.  Grafton  Love,  M.D.,  Rochester,  Minn. 

Albert  D’Errico,  M.D.,  Dallas. 

Among  the  subjects  which  will  be  covered  are:  “The 
Prevention  and  Management  of  Acute  Renal  Failure”; 
‘ ‘ Surgery  of  the  Colon  ” ; “ Abdominal  Injuries  ’ ’ ; 

“Cardiac  Arrest  and  Impending  Death”;  “Intraven- 
ous Pyelography  ” ; a panel  on  ‘ ‘ Diseases  of  Anal  Ca- 
nal, Rectum  and  Colon  ” ; “ The  Relief  of  Pain  by 
Neurosurgical  Procedures  ” ; “ Surgical  Management  of 
treatment  of  Increased  Intracranial  Pressure.” 

CONFERENCE  ON  RURAL  HEALTH 

Eighth  annual  National  Conference  on  Rural  Health 
sponsored  by  the  American  Medical  Association  Council 
on  Rural  Health,  will  be  held  in  the  Roanoke  Hotel, 
Roanoke,  Virginia,  February  27-28,  1953.  General 

theme  will  be  “Widening  the  Highway  to  Health.” 
Highlighting  the  conference  will  be  discussions  of  the 
financing  of  medical  care  in  smaller  communities. 
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OBITUARIES 

PETER  G.  MURRAY,  M.D. 

1880- 1852 

Peter  G.  Murray,  M.D.,  72  year-old  Tulsa  physician, 
died  at  his  home  August  25,  1952,  a victim  of  cancer. 

Doctor  Murray  was  born  in  1880  at  Sedgewickeville, 
Missouri.  He  attended  Marvin  College  at  Fredricktown, 
Mo.,  and  was  graduated  from  Barnes  Medical  College, 
St.  Louis,  in  1905.  He  practiced  for  five  years  at 
Thomas,  Oklahoma,  before  coming  to  Tulsa  in  1921. 
Doctor  Murray  was  the  second  physician  to  pass  the 
medical  licensure  examinations  after  Oklahoma  became 
a state  in  1901. 

The  widow,  a son,  and  daughter  survive. 

R.  C.  McCREERY,  M.D. 

1869-1952 

-R.  C.  McCreery,  M.D.,  pioneer  Erick  physician,  died 
October  12  following  a month ’s  illness. 

Born  March  18,  1869  in  Hillbora  County,  Missouri, 
he  came  to  Erick  June  9,  1909.  He  served  as  a captain 
in  World  War  II  and  was  a charter  member  of  the 
Erick  Rotary  club,  an  active  Mason  and  Shriner,  Le- 
gionnaire, and  a member  of  the  Baptist  church. 

Survivors  included  his  widow  of  the  home,  three  chil- 
dren, two  grandchildren  and  two  great  grandchildren. 

ERNEST  BALL,  M.D. 

1881- 1952 

Ernest  Ball,  M.D.,  71,  long  time  resident  of  Oklaho- 
ma, died  of  cancer  September  20  in  a Sulphur  hospital. 

Doctor  Ball  came  to  Tulsa  in  1904  from  Lebanon, 
Mo.  He  was  born  at  Rolla,  Missouri  and  attended  med- 
ical school  in  Dallas.  He  practiced  in  Tulsa  for  two 
years  following  World  War  II  and  practiced  in  Sul- 
phur until  he  became  ill  in  June. 

Survivors  include  the  widow,  one  brother  and  two 
sisters. 

CARROLL  ALLEN  JOHNSON,  M.D. 

1909-1952 

Carroll  Allen  Johnson,  M.D.,  former  Healdton  physi- 
cian, died  September  14  after  a long  illness.  Doctor 
Johnson  was  the  son  of  C.  A.  Johnson,  M.D.  of  Ard- 
more, and  lived  in  Wilson  at  one  time. 

WALTER  W.  GROOM,  M.D. 

1880-1952 

Walter  W.  Groom,  M.D.,  McAlester,  died  recently  at 
his  home  as  he  started  out  to  meet  the  paper  boy  with 
the  evening  paper. 

Doctor  Groom  was  born  at  Linny  Creek,  Mo.,  Feb- 
ruary 13,  1880.  He  completed  his  medical  education  at 
Louisville  Medical  College  and  moved  to  Bristow  in 
1901  where  he  practiced  medicine  for  about  11  years. 
He  moved  to  Los  Angeles  in  1912  and  returned  to 
Bristow  in  1918.  After  10  years  he  moved  to  Little 
Rock  and  soon  after  that  to  McAlester. 

He  is  survived  by  his  widow,  a son,  one  step-son,  a 
brother  and  six  grandchildren. 


(Continued  from  page  330) 

patients.  This  equipment  has  been  in  use  since  the 
opening  of  the  Research  Hospital. 

A number  of  grants  have  been  renewed  to  continue 
the  support  of  a part  of  the  program  now  in  process. 
The  following  should  be  mentioned : American  Cancer 
Society  $25,000.00  (September  1952  - August  1953); 
Damon  Runyon  Memorial  Fund  for  Cancer  Research, 
$10,000.00  (July  1952-June  1953)  ; National  Cancer 
Institute,  $24,732.00  (November  1952-October  1953)  ; 
National  Institute  of  Arthritis  and  Metabolic  Diseases, 
$19,602.00  (April  1953-March,  1954)  ; and  American 
Medical  Association,  Council  on  Pharmacy  and  Chemis- 
try, $500.00  (a  new  one-year  grant)  for  mvcological 
studies  by  Dr.  John  H.  Lamb  and  Gerbert  Rebell. 


A BIG  TIME-SAVER 
FOR  EVERY  DOCTOR 


This  handy  booklet  for  new 
mothers  was  "built  to  doctors' 
orders".  It  contains  blank  forms 
for  filling  in  your  instructions 
and  formulas. 

It  provides  a permanent  case-his- 
tory  record.  A memo  will  bring 
you  a sample. ..or  as  many  as  you 
want  for  your  daily  practice  . . • 
without  obligation. 

Many  doctors  are  prescribing 
"Daricraft  Homogenized  Evapo- 
rated Milk".  It  is  always  uniform, 
safe,  sterilized,  easy  to  digest,  and 
high  in  food  value  and  minerals. 
Daricraft  contains  400  U.  S.  P. 
units  of  Vitamin  O per  pint. 
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WHAT  MR.  AND  MRS.  PATIENT  THINK  OF  THE  MEDICAL  ASSISTANT  . . . 
OR  SURVEY  OF  SERVICES  RENDERED  BY  MEDICAL  ASSISTANTS* 


Violet  M.  Nayphe 
editor,  The  Stethoscope 


A careful  tabulation  and  digest  of  the  complimentary 
remarks  and  constructive  criticisms  contained  in  the 
questionnaires  returned  were  made  by  the  writer  and 
a detailed  report  of  the  results  has  been  made  to  the 
Executive  Secretary  of  the  Oklahoma  State  Medical  As- 
sociation. 

You  will  recall  that  the  Public  Policy  Committee  of 
the  Oklahoma  State  Medical  Association,  in  cooperation 
with  a request  from  the  Oklahoma  County  Medical  As- 
sistants Society  selected  209  physicians  to  assist  in  the 
‘ ‘ Survey  of  Service  Rendered  by  Medical  Assistants.  ’ ’ 
Each  physician  was  furnished  five  copies  of  a question- 
naire together  with  stamped  self-addressed  envelopes  for 
their  return  to  the  Editor  of  The  Stethoscope.  These 
questionnaires  were  given  by  the  physicians  to  five  of 
their  patients  who  were  asked  to  complete  the  question- 
naire in  a forthright  and  candid  manner. 

The  Survey  was  a success  . . . response  being  over 
20  per  cent.  Of  the  physicians  who  assisted  in  the  sur- 
vey, 42.6  per  cent  limited  their  practices  to  one  par- 
ticular branch  of  medicine;  37.8  per  cent  were  inter- 
ested in  general  practice;  and  19.6  per  cent  were  espe- 
cially interested  in  one  chanch  of  medicine  but  did  not 
limit  their  practice.  Thus,  the  survey  reached  pa- 
tients who  solicited  the  services  of  physicians  who  lim- 
ited their  practices  or  were  especially  interested  in 
every  branch  of  medicine. 

Number  One  Question  on  the  inquiry  pertained  to 
the  manner  and  attitude  of  the  medical  assistant  when 
approached  by  patients  in  the  office  or  contacted  at  the 
physician ’s  office  by  telephone  with  a question  or  prob- 
lem. Tabulation  of  the  replies  to  this  question  indi- 
cated that 

92.6  per  cent  were  complimentary ; 

4.6  per  ceiit  were  complimentary  with  reserva- 
tions; and 

2.8  per  cent  were  constructively  critical. 

Representative  of  the  replies  tabulated  as  “Compli- 
mentary, with  reservations”  were: 

“.  . . Receptionist  is  short  if  busy.  Has  a hard  time 
to  do  all  the  jobs,  yet  keeps  a pleasant  attitude.” 

"...  I feel  I am  rushed.  That  they  (nurses)  never 
have  time  to  make  my  appointments  or  for  me  to  ask 
the  questions  I want  to.  ’ ’ 

‘ ‘ Too  distant  and  cold  in  larger  towns.  In  smaller 
towns,  very  nice.  ’ ’ 

These  replies  were  tabulated  as  “Constructively  Crit- 
ical ’ ’ : 

From  Tulsa: 

“Always  annoyed.  ...” 

From  Oklahoma  City: 

“ . . . While  the  life  of  a good  medical  assistant 
may  be  no  bed  of  roses,  it  is  still  her  chosen  field,  and 
if  she  is  short  on  patience,  tact,  and  understanding,  she 
should  change  her  choice.  Sick  people  (real  or  imagin- 
ed sickness)  and  their  relatives  are  no  longer  ordinary 
people  and  require  the  maximum  amount  of  tactful 
handling  from  the  doctor  and  his  assistant.  While  many 
people  will  excuse  and  forgive  a doctor  his  shortcomings 
in  temper  and  disposition,  there  are  few  patients  who 
can  forgive  or  forget  a short  surly  reply  from  a medi- 
cal assistant.  ’ ’ 

*Ed.  Note.  The  first  report  on  the  survey  appears  on  page 
134  of  the  April,  1952,  issue  of  the  Journal. 


‘ ‘ I am  somewhat  disappointed  by  their  poor  gram- 
mar or  poor  diction ; medical  assistants  should  be  more 
conscious  of  their  speaking  voice  on  the  telephone.  ’ ’ 
Mr.  and  Mrs.  Patient  were  asked  in  Question  No.  2 
of  ways  the  medical  assistant  could  be  more  sympa- 
thetic, interested,  tolerant,  and  understanding.  Their 
replies  were  tabulated  into  two  groups.  The  first  as 
‘ ‘ Complimentary.  ’ ’ The  second  as  ‘ ‘ Constructively  Crit- 
ical. ’ ’ The  results  indicated  a 1 ‘ Complimentary  ’ ’ re- 
sponse of  82.6  per  cent  of  the  replies  and  17.4  per  cent 
of  the  replies  were  ‘ ‘ Constructively  Critical.  ’ ’ 

Among  the  first  group  were  included  replies  such  as: 

‘ ‘ Could  ask  for  no  more  sympathy,  interest  for  ail- 
ments. ’ ’ 

‘ ‘ I have  nothing  but  the  very  highest  praise  for  the 
way  Dr. — and  — , his  assistant,  conduct  themselves 
and  handle  their  patients.  They  are  truly  a credit  to 
their  profession.  When  the  assistant  doesn ’t  make  a 
good  impression,  I lose  some  faith  in  the  doctor.  ’ ’ 
Replies  in  the  second  group,  ‘ ‘ Constructively  Criti- 
cal,” contained  invaluable  information: 

‘ ‘ I wish  she  could  remember  what  I am  coming  to 
the  doctor  for.  ’ ’ 

“ . . . At  times  she  is  so  rushed  that  she  does  not 
show  the  interest  she  would  like  to.  ’ ’ 

“Just  be  completely  sympathetic,  completely  inter- 
ested, completely  tolerant,  and  completely  understand- 
ing. In  short,  just  be  slightly  superhuman.  ’ ’ 

Mr.  and  Mrs.  Patient ’s  reaction  to  situations  that 
were  perhaps  amusing,  embarrassing,  or  provoking?  Re- 
plies to  this  No.  3 question  were  tabulated  as  follows: 

32.7  per  cent  indicated  no  involvement  in  any 
situation ; 

31.  7 per  cent  made  comments; 

24.8  per  cent  made  no  comment  at  all ; and 

10.8  per  cent  made  general  comments. 

Included  in  the  group,  “No  involvement  in  any  situ- 
ation,” were  the  following  and  comparable  replies: 

‘ • I laugh  at  amusing  things  that  happen  and  to  date 
have  never  been  embarrassed  or  provoked.  ’ ’ 

‘ ‘ Don ’t  remember  any.  ’ ’ 

‘ ‘ Never  witnessed  or  have  been  involved  in  such.  ’ ’ 
“None  of  unusual  character.” 

Comments  on  amusing,  embarrassing  or  provoking 
situations: 

From  Oklahoma  City: 

‘ ‘ There  has  to  be  some ; however,  no  one  cares  to 
wait  around  for  service  while  someone  has  their  little 
joke  regardless  of  the  setting,  doctor’s  office  or  store.” 
From  Tulsa: 

‘ 1 My  reaction  to  an  irritating  situation  was  relaxed 
because  of  my  previous  excellent  relations  with  the  med- 
ical assistant.  ’ ’ 

From  Tahlequah: 

“It  is  always  embarrassing  to  be  examined  but  she 
seems  to  make  me  feel  more  at  ease  and  less  embar- 
rassed. ’ ’ 

From  Okmulgee: 

‘ ‘ The  office  girl  needs  a closed-in  space  to  discuss  de- 
linquent bills  on  the  telephone  and  in  person  so  the 
ones  in  the  waiting  room  cannot  hear  them.  ’ ’ 

From  Maud: 

‘ ‘ These  girls  have  the  ability  to  laugh  with  you — not 
at  you — thereby  banishing  fear  and  self-consciousness. 
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They  deserve  plenty  of  praise.  ’ ’ 

From  Okemah: 

“When  I was  having  x-rays  taken,  spilled  substance 
on  my  shoes  and  the  nurse  got  down  on  her  knees  and 
wiped  off  my  shoes.  Naturally,  there  was  much  laugh- 
ter. ’ ’ 

Representative  of  the  general  comments  made  in  re- 
gard to  Question  No.  3 are: 

‘ ‘ Satisfactory.  ’ ’ 

‘ ‘ I try  to  be  understanding  and  considerate.  ’ ’ 
“Just  grin  and  bear  it.’’ 

‘ ‘ Too  broad  to  answer.  ’ ’ 

OF  PHYSICIANS  — AND  ASSISTANTS  — MEDI- 
CINE, and  HOSPITAL  NURSES: 

“Incidentally,  medical  bills  are  just  too  high.’’ — 
Oklahoma  City. 

“Why  not  make  a survey  of  the  doctors  on  this  basis? 
Their  assistants  are  not  the  subject  of  comments  that 
this  writer  has  heard.  ’ ’ — Bartlesville. 

‘ ‘ The  most  embarrassing  thing  in  a doctor ’s  office, 
to  me,  is  when  the  doctor  proceeds  to  reprimand  the 
nurse  for  shortcomings.  I do  believe  all  doctors  every- 
where do  this  at  one  time  or  another.  ’ ’ — Fort  Worth. 

‘ ‘ I have  found  doctors  usually  have  a good  sense  of 
humor,  and,  of  course,  if  an  assistant  is  to  be  apt  in 
her  work,  she  must  have  a good  sense  of  humor  also — - 
since  she  has  all  kinds  of  people  to  deal  with,  including 
myself.  ’ ’ — Duncan. 

‘ ‘ I have  only  the  most  complimentary  remarks  to 
make  regarding  the  doctors  and  nurses  I have  known. 


All  seem  to  be  very  courteous  and  conscientious.  ’ ’ — 
Tulsa. 

“I  think  sometimes  the  hospital  nurses  could  receive 
some  wTords  of  advice  concerning  courtesy  and  efficien- 
cy. In  the  case  of  doctor’s  assistants,  I have  noticed 
much  more  courtesy  and  intelligence  and  interest.  I 
have  never  had  cause  to  complain  about  any  treatment 
from  the  office  nurses  and  receptionists.’’ — Tulsa. 

‘ ‘ The  doctor ’s  nurse  who  is  not  an  R.N.  is  very 
cold,  indifferent.  Never  has  a smile — and  never  seems 
to  show  any  interest.  Thinks  she  knows  more  than  any 
nurse  who  is  not  an  R.N.,  so  I do  not  use  her  at  all. 
I think  as  long  as  the  Medical  Association  sets  the 
price  wre  pay,  which  is  plenty  high,  they  should  have 
to  use  all  R.N.  nurses.  ’ ’ — Norman. 

A greater  number  of  replies  received  from  the  survey 
tend  to  compliment  the  medical  assistant.  The  con- 
structive criticisms  offered  are  a basis  for  self-analyses 
and  individual  betterment.  The  suggestions  and  criti- 
cisms may  also  provoke  a thought  for  changes  in  office 
procedures  or  employment  of  additional  personnel. 

Results  of  the  survey  in  a large  measure  are  the  re- 
sults of  the  distribution  of  the  questionnaires  to  Mr. 
and  Mrs.  Patient.  It  is  hoped  that  a greater  number 
of  questionnaires  were  handed  out  and  not  given  to 
‘ ‘ hand-picked  ’ ’ individuals. 

It  is  heartening  to  know  that  of  the  replies  received, 
“Complimentary’’  or  “Constructively  Critical,”  none, 
except  perhaps  a few,  contained  a message  not  heard 
of  already,  even  twice  or  three  times.  . . . 

RECOMMENDATIONS:  Just  good  nursing  and  good 
business  office  procedures. 


ANNUAL  CLINICAL  CONFERENCE 

CHICAGO  MEDICAL  SOCIETY 
MARCH  3,  4,  5,  6,  1953 

Palmer  House,  Chicago 

THIRTY-FOUR  HALF-HOUR  LECTURES  BY  OUTSTANDING  TEACHERS 
AND  SPEAKERS  on  subjects  of  interest  to  both  general  practitioners  and  specialist. 

FOUR  PANELS  ON  TIMELY  TOPICS. 

DAILY  TEACHING  DEMONSTRATIONS. 

SCIENTIFIC  EXHIBITS  worthy  of  real  study  and  helpful  and  time-saving  TECH- 
NICAL EXHIBITS. 

The  CHICAGO  MEDICAL  SOCIETY  ANNUAL  CLINICAL  CONFERENCE 
should  be  a MUST  on  the  calendar  of  every  physician.  Plan  now  to  attend  and  make 
your  reservations  at  the  Palmer  House. 
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rell C.,  (S)  Carcinoma  of  the  Thyroid  Gland  ..  90 
State  Diabetic  Group  to  Meet  in  Oklahoma  City 
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Welfare  State,  The  (E)  126 

Wells,  Shirley  L.  (PIC)  29 

What  Mr.  and  Mrs.  Patient  Think  of  the  Medical 
Assistants  or  Survey  of  Services  Rendered  by 
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(E)  372 

Wiley,  A.  Ray  (S)  Recent  Advances  in  Surgery  ....  251 
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Willour,  L.  S.  (PIC)  xv  Aug. 

Wolf,  Stewart  G.,  Jr.  (PIC)  224 

Wolf,  Stewart  (PIC)  364 

Wolf,  Stewart,  Next  Step  in  Medical  Education  ....  226 
Wolff,  John  Powers,  Young,  Edgar  W.,  and  Smith, 

Paul  W.  (TC)  Peripheral  Vascular  Diseases  ..  256 

Woman’s  Auxiliary  182 

Woods- Alfalfa  Society  Meets  in  Alva  (GN)  306 

Worth  Quoting  (E)  239 

Wrenn,  Mrs.  John  A.  (PIC)  - 182 

Writes  from  Japan  (GN)  76 
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Young,  Edgar  W.,  Wolff,  John  Powers,  and  Smith, 

Paul  W.  (TC)  Peripheral  Vascular  Diseases  ....  256 
Youth  of  the  Land,  The  (E)  48 


TO  ALL  MY  PATIENTS 

I invite  you  to  discuss  frankly 
with  me  any  Questions  regarding 
my  services  or  my  fees. 

The  best  medical  service  is  based 
on  a friendly  mutual  under- 
standing between  doctor  and  patient. 
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HOW  TO  INCREASE 

THE  PROTEIN  INTAKE 


without  Patient  Resistance 


Patient  resistance  is  rarely  encountered  when  HP.S  is  pre- 

scribed to  increase  protein  alimentation.  This  high  protein  supple- 
ment was  carefully  formulated  to  insure  taste  acceptance  even  when 
regular  feedings  are  refused.  Prepared  with  water  or  milk,  it  makes 
a universally  acceptable  beverage  of  bland  taste,  not  unlike  that 
of  a milk  shake. 


60%  PROTEIN  in  readily  digested  form 


Consisting  of  intact  proteins 
derived  from  milk,  soybeans,  and 
egg,  HP.S  provides  60  per 

cent  protein  and  27  per  cent 
carbohydrate.  Three  servings 
prepared  with  milk  provide  95 
Gm.  of  readily  digested,  biologi- 
cally complete  protein.  Prepared 
with  water,  3 servings  provide 


77  Gm.  of  protein.  H.P.S.^tV^  is 
indicated  whenever  the  protein 
intake  must  be  sharply  increas- 
ed: pre-  and  postoperatively, 
to  correct  nitrogen  loss  following 
burns  and  hemorrhage,  and  in 
hepatitis,  hepatic  cirrhosis,  mal- 
nutrition, pregnancy  and  lacta- 
tion, and  nephrosis. 


SMITH-DORSEY  • Lincoln,  Nebraska  • A Division  of  THE  WANDER  COMPANY 


THEELIN,  ( ketohydroxyestratriene ) the  first  estrogen  to  be  isolated 
in  pure  crystalline  form  and  the  first  to  assume  clinical  importance, 
is  invaluable  for  alleviating  the  distress  of  the  menopause  and 
other  estrogen  deficiency  states.  A naturally-occurring  estrogen, 
theelin  relieves  symptoms  promptly  and  imparts  a sense  of 
well-being.  Moreover,  its  notable  freedom  from  side  effects  has 
long  been  familiar  to  physicians  everywhere.  Over  two  decades  of 
clinical  use  and  more  than  400  references  in  the  literature  attest 
to  its  effectiveness. 


The  physical  properties  of  THEELIN  — solubility  in  oil  and 
insolubility  in  water  — have  been  utilized  to  prepare  forms  for 
administration  that  facilitate  versatile  therapy.  THEELIN  IN  OIL 
is  rapidly  absorbed  from  the  injection  site.  Absorption  of 
THEELIN  AQUEOUS  SUSPENSION  is  slower  and  more  sustained; 
the  therapeutic  effect,  therefore,  is  produced  over  a longer 
period  of  time. 

Both  THEELIN  IN  OIL  and  THEELIN  AQUEOUS  SUSPENSION 
are  available  not  only  in  individual  ampoules,  but  also  in 
Steri- Vials®  for  greater  economy. 
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...dispels  the  shadow  of  Rickets 


Even  in  America  today,  surveys  of  certain 
groups  reveal  a surprising  incidence  of  rickets. 

To  combat  this  danger,  physicians 
realize  the  need  for  regular  and 
reliable  antirachitic  measures. 

A potent  and  economical  source  of  vitamins 
A and  D,  Mead’s  Oleum  Percomorphum  has 
provided  effective  protection  for  millions  of 
infants  and  children.  For  17 
years,  physicians  have 
placed  faith  in  it. 


OKLAtOMA  STATE  MEHCAL  ASSOCIATION 


Osier  Bldg.  Branch 
Phone  2-4928 


Medical  Arts  Bldg. 
Laboratory 
Phone  2-5233 

For  Emergency  Service, 
Holidays  and 
Night  Calls  5-2166 


The  following  services  are 
available  to  you  — 


Hematology 
Bacteriology 
Chemistry 
Serology 
Parasitology 
Tissue  Examinations 
All  phases  of  clinical  pathology  and  pathologic  anatomy 


CONTINUOUSLY  SERVING  THE  MEDICAL  PROFESSION  SINCE  1925 


MEDICAL  ARTS  LABORATORY 

MEDICAL  ARTS  BUILDING 
OKLAHOMA  CITY 


W.  F.  KELLER,  M.D.,  Director 
DIPLOMATE  OF  THE  AMERICAN  BOARD  OF  PATHOLOGY 


Introduced  to  the  medical 
profession  by  the  Parke-Davis 
Research  Laboratories  in  1901, 
ADRENALIN’S  notable  versatility  has 
made  it  one  of  the  most  widely  used 
drugs  in  clinical  practice.  ADRENALIN 
is  a standby  for  relieving  asthmatic 
paroxysms,  for  treatment  of  protein  shock 
angioneurotic  edema,  cardiac  arrest, 
and  other  medical  or  surgical 
emergencies.  Among  its  many  other 
important  uses  are:  control  of 
hemorrhage;  prolongation  of  local 
anesthesia  by  delaying  absorption; 
relaxation  of  uterine  musculature; 
and  reduction  of  intraocular 
pressure,  vascular  congestion 
and  conjunctival  edema. 
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